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GUEST  EDITORIAL 

Local  Responsibility  or  Federal  Control  of  Medicine 
NE  of  the  results  of  the  recent  national  election  has  been  to  stimulate  and 


encourage  the  advocates  of  a system  of  Federal  control  of  medicine  through 
national  compulsory  sickness  insurance.  There  is  no  doubt  that  some  version  of  the 
Wagner-Murray-Dingell  Bill  of  the  last  Congress  will  be  introduced  in  the  next  ses- 
sion. However  it  may  be  modified  in  detail,  the  basic  principles  of  compulsion,  wage 
deduction  and  Federal  control  will  remain.  Such  a bill  will  receive  powerful  support. 
Much  of  this  support  will  come  from  individuals  and  groups  of  good  intent  who  be- 
lieve that  some  action  is  necessary  if  the  benefits  of  modern  medicine  are  to  reach  the 
people  as  a whole. 

The  demand  for  a wider  distribution  of  medical  care  and  of  methods  for  financing 
the  cost  are  reasonable  and  should  be  met, ' providing  these  objectives  can  be  ac- 
complished without  diluting  the  quality  of  medicine  or  inhibiting  the  continued  ad- 
vance of  the  science  of  medicine.  The  progress  of  medicine  during  the  past  half  century 
has  been  outstanding.  The  benefits  that  have  accrued  to  the  people  of  this  country 
are  evidenced  by  an  increase  in  life  expectancy  during  the  period  of  1900  to  1947, 
from  49  to  67  years.  During  this  same  period  of  time  there  has  been  a striking  re- 
duction in  the  mortality  rate  of  many  diseases.  For  example,  typhoid  fever  has  fallen 
from  28.8  per  100,000  people,  to  .6;  diphtheria,  from  32.8  to  1;  and  acute  diarrhoea, 
from  116  to  9.  The  quality  of  medical  care  now  received  by  the  people  of  the  United 
States  is  better,  and  the  quantity  greater  than  that  ever  received  by  the  people  of  any 
great  nation.  This  has  been  the  accomplishment  of  a system  of  free  medicine.  Such 
a system  should  not  be  put  in  jeopardy  without  convincing  proof  that  the  substitute 
offered  is  capable  of  producing  even  greater  benefit  to  the  people. 

Physicians  have  no  vested  rights  in  medicine,  but  by  reason  of  their  training  they 
are  capable  of  judging  the  quality  of  medicine  and  of  evaluating  the  components  of 
good  medicine.  It  is  therefore  not  only  proper  but  it  is  our  duty  to  place  the  facts 
before  the  people.  We  believe  that  the  Federal  control  of  medicine  will  depreciate 
the  quality  of  medical  care  received  by  the  American  people.  We  have  ample  reason 
to  fear  that  it  will  impede  the  progress  of  the  science  of  medicine.  We  believe  that 
the  cost  of  medical  care  can  be  financed  on  a voluntary  pre-payment  basis.  Already 
over  forty-three  million  Americans  are  covered  by  pre-payment  hospital  or  sickness 
medical  care  plans.  We  believe  that  this  is  the  American  way,  and  is  in  keeping  with 
the  principles  of  free  enterprise.  We  believe  that  facilities  can  be  improved  and  ex- 
tended without  giving  control  to  the  Federal  Government.  We  believe  that  local 
control  in  health  matters  is  just  as  important  as  local  autonomy  in  the  political 
fields.  We  believe  that  the  destruction  of  free  medicine  will  lead  to  progressive  destruc- 
tion of  free  enterprise  in  other  professions,  and  in  industry. 


The  House  of  Delegates  of  the  American  Medical  Association  has  levied  an  assess- 
ment of  $25.00  on  each  of  its  members,  the  fund  so  accumulated  to  be  used  in  pre- 
senting the  facts  to  the  American  people.  They  should  know  the  facts,  and  it  is  the 
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duty  of  every  physician  to  lend  his  individual  support  to  the  accomplishment  of  this 
end.  It  is  also  their  duty,  through  the  local  societies  and  state  associations,  to 
aid  effectively  in  implementing  the  constructive  program  of  the  American  Medical 
Association.  This  is  no  time  for  either  hysteria  or  defeatism.  We  have  faith  in  the 
-American  people.  We  believe  that,  if  they  are  correctly  informed,  their  judgment  will 
be  sound. 

Walter  B.  Martin,  M.  D. 

521  Wainwright  Btiilding, 

Norfolk,  Virginia. 


Editor’s  Note.  Dr.  Martin,  a former  president  of  the  Medical  Society  of  Virginia,  is  a 
member  of  the  Board  of  Trustees  of  the  American  Medical  Association  and  has  been  named  a 
member  of  the  Planning  Committee  for  the  campaign  being  inaugurated  by  the  Association. 


Frisco  Doctor  Presents  His  Own  Program* 

In  this  day  and  age  when  everybody  is  talking 
himself  hoarse  about  medical  plans  and  programs. 
Dr.  Anthony  B.  Diepenbrock  of  San  Francisco 
comes  up  with  his  own  13-point  health  program 
which,  he  says,  “might  be  interesting  to  our  col- 
leagues” : 

1.  Continue  to  sit  on  your  fat  derriere  and  do 
nothing. 

2.  Be  apathetic  and,  like  5,000,000  registered 
Republican  voters  who  failed  to  vote,  do  hot  bother 
to  make  your  opinion  known.  If  you  think,  as  they 
did,  that  your  opinion  or  your  vote  is  not  worth 
anything,  the  opposition  will  agree  with  you  and 
act  accordingly,  as  they  have. 

3.  W’rite  an  occasional  letter  to  your  congress- 
man, tell  him  off,  and  then  explain  proudly  to  the 
interns  in  the  surgical  dressing  rooms  how'  smart 
you  are  and  what  a stinker  your  congressman  is. 

4.  Tell  everybody  you  see  that  the  gag  is  up,  and 
we  might  as  well  prepare  for  the  inevitable. 

5.  Moan  and  groan  and  issue  explosive  and  un- 
printable epithets. 

6.  Refer  to  your  medical  leadership  as  a group 
of  impotent,  ineffective  and  bumbling  ignoramuses. 

7.  Make  speeches  before  sympathetic  lay  audi- 
ences, and  convert  those  who  already  believe  in 
free  enterprise. 


8.  Don’t  bother  to  tell  your  county  society  heads, 
your  state  society  heads,  or  your  national  associa- 
tion heads  what  you  want  them  to  do.  Expect  them 
to  find  a way  for  you  without  your  guidance. 

9.  Scream  about  high  medical  society  dues  and 
forget  that  our  friends  in  the  trades  unions  de- 
mand many  times  what  we  pay:  in  other  w’ords, 
make  the  situation  as  difficult  as  possible,  then 
grumble  about  it. 

10.  Oppose  any  program  developed  by  the  ma- 
jority of  your  colleagues  because  it  demonstrates 
your  superior  wit  and  your  general  greatness. 

11.  Remain  superbly  and  learnedly  dignified 
when  Joe  Doakes  asks  why  you  oppose  state  medi- 
cine. Brush  him  aside  with  any  insult  you  can 
think  of.  Joe  will  like  you  for  that.  < 

12.  Don’t  bother  to  use  the  selling  methods 
which  actually  bring  messages  liefore  the  public. 
Continue  to  depend  on  occasional  radio  feature 
]irograms.  Billboard  advertising,  newspaper  adver- 
tising, national  magazine  advertising,  radio  adver- 
tising and  above  all,  continuous  and  daily  radio 
spot  programs  over  national  hookups  and  all  such 
like  are  too  commercial,  too  troublesome,  too  exjien- 
sive  and  too  undignified:  don't  use  them. 

13.  .Above  all,  disregard  the  “little  guy” — the 
one  with  a vote.  'Fell  him  nothing;  push  him 
around.  He  doesn’t  know  anything  anyhow. 

(Secretary’s  Letter,  A.M.A.) 
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CANCER  IN  GENERAL  PRACTICE* 


Edwin  P.  Lehman,  M.D., 

University  of  Virginia, 
Charlottesville,  Virginia. 


Whatever  knowledge  about  cancer  the  research 
of  tomorrow  may  bring  us,  we  have  today  a body  of 
knowledge  the  immediate  complete  application  of 
which  would  modify  the  picture  of  cancer  control 
almost  overnight.  The  chief  element  in  this  body  of 
knowledge  is  the  single  fact  that  the  great  majority 
of  cancers  could  be  cured  if  the  growth  were  re- 
moved or  destroyed  in  its  earliest  stages.  There  are, 
of  course,  two  main  reasons  why  all  cancers  are  not 
so  treated.  The  first,  and  at  present  the  less  adapt- 
able to  improved  practice,  resides  in  the  nature  of 
certain  cancers,  particularly  those  not  on  or  near 
the  surface  of  the  body.  As  a class  these  tumors 
present  now  an  insoluble  problem,  since  so  many 
produce  no  symptoms  in  the  early  stages  and  fail 
to  disturb  either  patient  or  physician  until  they  are 
beyond  hope  of  cure.  The  second  reason  is  the 
failure  either  on  the  part  of  the  patient  or  on  the 
part  of  the  physician  to  suspect  possible  cancer 
when  symptoms  occur.  This  discussion  is  con- 
cerned with  the  role  of  the  physician  in  cancer 
diagnosis  and  particularly  with  that  of  the  first 
physician  to  see  the  complaining  patient. 

If  all  patients  came  promptly  to  their  doctors, 
and  if  all  doctors  demanded  complete  diagnosis  of 
any  lesion  which  might  remotely  be  cancer,  the 
large  group  of  malignant  tumors  which  are  sus- 
ceptible to  early  diagnosis  could  be  largely  elimi- 
nated from  the  death  rolls  of  the  disease.  The  part 
played  by  the  patient  is  primary,  a fact  long  rec- 
ognized among  those  interested  in  cancer  control. 
The  lay  education  program,  now  in  its  fourth  dec- 
ade, of  the  American  Cancer  Society,  formerly  the 
American  Society  for  the  Control  of  Cancer,  has 
had  a measurable  effect,  to  be  illustrated  later,  on 
the  alertness  of  the  public  to  the  disease. 

The  questions  may  then  be  asked,  what  the 
family  doctor  is  doing  to  improve  his  share  in  the 
diagnosis  of  cancer  and  whether  he  is  becoming 
alert  to  the  disease  at  a pace  consistent  with  the 
growth  of  public  awareness.  It  is  unquestionably 
true  that  many  individual  doctors,  perhaps  the  ma- 

*Presented at  the  Symposium  on  Malignant  Growths, 
Department  of  Continuation  Education,  Medical  Col- 
lege of  Virginia,  March  24,  1948. 


jority  of  doctors,  are  fully  alert  to  the  menace  of 
cancer  in  their  daily  practices.  Exceptions  to  this 
generalization,  however,  are  so  numerous  and  so 
disastrous  that  one  cannot  conclude  that  the  body  of 
physicians  as  a whole  is  doing  a proper  job.  Those 
who  work  in  centers  devoted  to  the  diagnosis  and 
treatment  of  cancer  deal  almost  daily  with  patients 
in  advanced  stages  of  the  disease  whose  plight  is 
entirely  the  responsibility  of  the  doctor  whom  they 
first  consulted.  It  is  easy  to  cite  examples  without 
much  searching  of  memory.  For  months  an  elderly 
man  was  given  antiluetic  treatment  without  biopsy 
for  a cancer  of  the  lip  which  gradually  grew  until 
it  was  beyond  either  surgical  or  radiological  aid. 
A lay  volunteer  worker  for  the  Virginia  Division 
of  the  American  Cancer  Society  developed  a cancer 
in  her  breast,  discovered  as  a painless  mass.  She 
knew  enough  to  seek  immediate  advice.  Her  doc- 
tor, an  old  family  friend,  laughed  lightly  and  told 
her  not  to  worry  about  it.  An  aged  patient  found 
a mass  in  his  abdomen  and  reported  it  promptly  to 
his  doctor,  whose  answer  was  that  there  was  noth- 
ing to  worry  about.  Six  months  later  inoperable 
cancer  of  the  stomach  was  diagnosed.  These  are 
but  examples  of  many  others. 

Every  study  that  has  been  made  of  the  causes 
for  delay  in  the  treatment  of  cancer  shows  a con- 
siderable proportion  of  cases  in  which  the  doctor 
at  least  shares  the  responsibility.  In  a study  at  the 
New  Haven  Hospital  and  Tumor  Clinic^  this  pro- 
portion was  45.2%.  At  the  Memorial  Hospital  in 
New  York  two  studies  were  carried  out  at  an  in- 
terval of  eight  years.  Pack  and  Gallo,  in  1938,^ 
found  that  there  was  no  delay  in  the  treatment  of 
cancer,  a classification  including  all  patients  treated 
within  a month  of  the  first  sjinptoms,  in  20.7% 
of  1000  cases.  Luck  and  Robbins,  in  1946,®  found 
no  delay  in  29.4%  of  500  cases,  a significant  im- 
provement of  nearly  nine  per  cent  in  the  prompt- 
ness of  treatment  of  cancer  during  the  intervening 
eight  years.  Comparison  of  the  factors  responsible 
for  delay  in  the  remaining  cases  showed  in  the 
earlier  study  that  the  physician  was  wholly  respon- 
sible in  17%  of  the  total  number  of  cases  and  in 


4 


Virginia  Medical  Monthly 


[January, 


the  later  study  in  27.8%.  This  apparent  increasing 
culpability  of  the  physician  was  accompanied  by  an 
improvement  in  the  patients’  behavior  from  a figure 
of  44.3%  of  cases  in  which  the  patient  was  entirely 
responsible  for  the  delay  in  the  earlier  study  to 
32.0%  in  the  later  study.  A group  in  each  study 
in  which  delay  was  due  both  to  the  patient  and  the 
physician  need  not  be  presented  here.  These  figures 
suggest  that  the  physician,  rather  than  improving 
his  index  of  suspicion  of  cancer,  is  relatively  losing 
ground.  The  improvement  in  the  patients’  behavior 
accounts  entirely  for  the  increased  number  of  cases 
which  were  treated  without  delay.  It  would  appear, 
therefore,  that  the  lay  education  campaign  is  effec- 
tive and  that  lay  knowledge  has  outrun  the  knowl- 
edge of  the  physicians  from  whom  patients  seek  help. 
It  is  the  universal  conviction  of  all  physicians  in- 
tensively concerned  with  the  treatment  of  cancer 
that  this  is  a fact.  The  urgent  problem,  then,  is  how 
to  improve  practice  so  that  every  patient  who  seeks 
help  can  be  given  the  proper  advice  and  brought 
to  early  diagnosis  and  early  treatment;  in  short, 
how  to  ensure  full  use  of  the  not  inconsiderable 
knowledge  of  the  disease  that  we  possess  today. 

It  will  perhaps  be  useful  to  seek  the  reasons  for 
this  unfortunate  dereliction  of  the  profession  as  a 
whole.  There  are  certain  obvious  factors  that  can 
be  described.  In  the  first  place,  there  is  no  doubt 
that,  in  the  past,  medical  schools  and  the  authors 
of  textbooks  have  failed  to  present  cancer  to  suc- 
cessive generations  of  medical  students  in  an  ef- 
fective way,  effective  from  the  point  of  view  of 
early  diagnosis.  Too  often  cancer  is  demonstrated 
to  students  and  described  in  textbooks  only  in  its 
late  and  hopeless  stages.  Few  medical  students  have 
graduated  without  having  repeatedly  heard,  or  read 
in  a text  the  description  of  orange-peel  skin  as  a 
sign  of  cancer  of  the  breast,  and  without  having  such 
a lesion  demonstrated.  No  one  would  deny  that 
orange-peel  skin  is  such  a sign,  but  teaching  is  ut- 
terly inadequate  unless  it  also  points  out  that  orange- 
peel  skin  is  a late  sign  and  that  a patient  who  pre- 
sents it  is  almost  certainly  beyond  the  hope  of  cure. 
Unquestionably  many  physicians  wait  to  watch  a 
lump  in  the  breast  until  this  sign  or  other  unmis- 
takable appearances  make  the  diagnosis  for  him. 
As  a sweeping  generalization,  subject  to  exceptions, 
it  can  be  said  that  cancer  which  is  obviously  cancer 
on  physical  examination  has  almost  certainly 
reached  a stage  in  which  hope  of  cure  is  slight. 


Fortunately  this  approach  to  cancer  in  medical  edu- 
cation has  been  recognized  as  fallacious.  No  grad- 
uate of  the  last  decade  or  so  should  fall  into  this 
trap. 

The  second  important  factor  resulting  in  missed 
diagnoses  of  cancer  is  the  failure  to  perform  ade- 
quate examinations,  a fault  of  which  all  of  us  are  at 
least  occasionally  guilty.  The  results  are  often 
striking  to  the  physician  in  the  cancer  center.  Cases 
are  seen  of  advanced  cancer  of  the  rectum  within  easy 
reach  of  the  finger  in  which  the  finger  had  never 
been  used.  It  is  deplorable  that  cases  are  encoun- 
tered in  which  hemorrhoidectomy  has  been  performed 
when  the  lesion  is  just  an  inch  or  so  above  the  level 
of  the  operative  field.  Many  physicians  do  not  use 
the  speculum  in  a pelvic  examination.  There  is  no 
reason  why  every  patient  who  comes  into  a doctor’s 
office  should  not  have  the  benefit  of  a digital  rectal 
examination  and  an  inspection  of  the  nose,  the 
buccal  mucosa,  the  tongue,  and  the  pharynx.  In 
addition,  all  women  should  have  a careful  inspec- 
tion of  the  cervix  as  well  as  bi-manual  palpation  of 
the  pelvic  organs.  None  of  these  examinations  re- 
quire prolonged  technical  training  and  the  abnor- 
mal is  usually  not  difficult  to  recognize.  It  is  not 
to  be  presumed  that  all  physicians  who  make  these 
examinations  will  be  able  to  diagnose  cancer.  They 
can,  however,  uncover  an  abnormality  and  are  then 
in  a position  to  refer  the  patient  to  a specialist  for 
the  actual  diagnosis.  The  use  of  the  proctoscope 
requires  some  technical  skill  and  has  special  dan- 
gers. It  is  a skill,  however,  that  is  easily  acquired 
by  practice  and  that  will  save  patients  when  they 
would  otherwise  be  lost.  With  careful  use  the  dan- 
ger is  minimal. 

A striking  contrast  has  been  afforded  recently  at 
the  University  of  Virgina  Hospital  in  two  cases  of 
carcinoma  of  the  rectum.  The  first  patient,  com- 
plaining of  rectal  bleeding,  had  had  digital  exami- 
nation and  a barium  enema.  A few  sigmoid  di- 
verticula were  discovered  by  the  x-ray,  and  it  was 
unfortunately  assumed  that  they  explained  the 
bleeding.  It  must  be  remembered  that  x-ray  of  the 
large  bowel  usually  yields  no  information  about 
the  rectum.  .A  proctoscopic  examination  was  not 
done.  Six  months  later  proctoscopic  examination 
revealed  a cancer  of  the  rectum,  then  inoperable, 
just  above  the  limit  of  digital  examination.  Un- 
questionably it  was  present  six  months  previously 
and  almost  unquestionably  it  could  have  been  cured 
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if  the  physician  had  completed  an  adequate  ex- 
amination. A pleasant  contrast  is  presented  by  the 
second  patient,  who  also  complained  of  bleeding 
from  the  rectum.  He  was  seen  by  a practitioner  in 
a rural  Virginia  town,  who  immediately  referred 
him  to  another  physician  familiar  with  proctoscopic 
examination.  This  doctor  found  a cancer  of  the 
rectum  ten  inches  above  the  anus  and  immediately 
put  him  in  the  hands  of  a surgeon.  An  extremely 
early  lesion  was  found,  thoroughly  operable,  and 
with  an  excellent  prognosis.  A proctoscope  belongs 
in  every  practicing  physician’s  office  just  as  truly 
as  does  a vaginal  speculum.  He  may  not  be  able 
to  diagnose  all  lesions,  but,  again,  within  the  reach 
of  the  proctoscope,  he  can  detect  abnormal  findings. 

This  matter  of  adequate  general  examination 
brings  up  the  now  much  discussed  problem  of  the 
cancer  detection  center.  There  is  not  time  for  a 
complete  analysis  of  its  place  in  medical  practice. 
Let  us  consider  briefly  two  or  three  points.  The 
medical  profession  for  many  years  has  urged  pe- 
riodic physical  examination.  It  took  the  menace  of 
cancer  to  impress  on  the  lay  world  the  desirability 
' of  this  program.  Cancer  detection  centers  have  been 
largely  developed,  therefore,  through  lay  pressure. 
It  must  be  noted  that  the  yield  in  cancer  diagnosis 
has  been  low,  but  the  yield  in  non-malignant  diag- 
noses has  been  relatively  high.  The  cancer  detec- 
tion center  has,  in  fact,  made  new  patients  for  doc- 
tors rather  than  has  robbed  them  of  their  practices. 
The  program  of  cancer  detection  centers  can  be 
considered  self-limited.  There  are  not  enough  doc- 
tors available  in  the  country  to  make  possible  a pro- 
gram which  would  give  every  individual  in  middle 
life  and  later  two  examinations  a year.  Perhaps  the 
most  important  function  of  the  growth  of  detection 
centers  has  been  to  demonstrate  to  the  profession 
itself  the  need  for  complete  periodic  examinations. 
In  the  past  all  doctors  have  not  performed  this  task 
adequately  among  their  own  clienteles.  The  true 
detection  center  is  the  doctor’s  office.  It  is  hoped 
that  in  time  the  need  for  detection  centers  will  dis- 
appear with  the  growing  realization  of  the  physi- 
cian that  it  is  his  personal  job.  Any  physician  who 
on  a thorough  physical  examination  finds  an  un- 
symptomatic  lesion  which  turns  out  to  be  cancer 
has  a thrilling  experience.  He  has  given  his  patient 
a chance  for  life  which  might  otherwise  have  been 
lost,  simply  by  the  conscientiousness  with  which  he 
accepts  the  responsibility  that  the  patient  gives  him 


by  coming  for  examination.  These  considerations 
re-emphasize  the  place  that  the  doctor  has  in  the 
control  of  cancer  in  its  early  stages. 

The  third  great  reason  why  cancer  < is  so  often 
missed  by  the  practicing  physician  is  the  fact  that 
it  is  a relatively  rare  disease  in  family  practice. 
Although  it  is  quantitatively  the  second  cause  of 
death,  and  although  in  the  surgical  services  of  gen- 
eral hospitals  it  may  run  as  high  as  50%  of  dis- 
eases treated,  it  is  not  a common  condition  for  which 
patients  seek  advice.  It  has  been  said  that  90%  of 
all  disease  that  comes  to  the  physician  does  not 
need  his  services,  that  is,  that  it  is  either  trivial  or 
self-limited.  The  remaining  10%  present  the  prob- 
lems in  which  the  physician’s  action  may  determine 
the  outcome:  and  only  a relatively  small  proportion 
of  these  cases  are  malignant  tumors.  Statistics  on 
the  number  of  cases  of  cancer  seen  in  general  prac- 
tice are  difficult  to  obtain.  One  practitioner  in 
Virginia  who  was  alert  to  cancer  reported  two  cases 
of  malignant  tumor  in  some  750  new  cases  seen  by 
him  in  the  course  of  a year.  The  closest  possible 
estimate  of  the  total  number  of  new  cases  occurring 
each  year,  an  estimate  frankly  based  on  inadequate 
data,  suggests  that  the  average  practitioner  sees 
about  three  previously  undiagnosed  cancers  a year. 

Since  physicians  not  in  special  practice  see  can- 
cer so  infrequently,  it  is  no  wonder  that  much  of 
their  schoolday  knowledge  of  the  disease  has  grown 
rusty  and  that  they  are  tempted  not  to  include  read- 
ing about  cancer  in  their  reading  on  more  frequently 
observed  diseases,  reading  that  they  must  undertake 
in  order  to  maintain  their  knowledge  at  current 
levels.  This  is  a situation  difficult  to  solv'^e.  The 
series  of  articles  on  cancer  now  appearing  in  the 
Journal  of  the  American  Medical  Association,  which 
were  fostered  by  the  American  Cancer  Society,  is 
an  attempt  to  present  in  brief  form  in  a readily 
accessible  publication  modern  facts  about  cancer. 
Every  doctor  should  put  them  on  his  required  read- 
ing list. 

Another  reason  for  physician  error  has  a psy- 
chological basis.  The  doctor’s  practice  depends  on 
many  factors,  one  of  which  is  the  emotional  respcmse 
which  he  inspires  in  his  patients.  He  knows  the 
emotional  overlay  of  all  .disease.  He  knows  that 
suffering,  can  be  diminished  or  in  some  cases  even 
abolished  by  reassurance,  which  is  one  of  the  chief 
weapons  in  his  armamentarium.  His  patients  are 
often  old  friends  who  look  to  him  for  emotional 
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support  as  well  as  physical  aid.  He  cannot  afford 
for  the  sake  either  of  his  patients  or  of  himself  to 
develop  a reputation  as  an  alarmist.  P'urthermore, 
he  wants  to  spare  his  patients  the  expense  of  un- 
necessary special  study.  As  a result  of  these  fac- 
tors it  is  almost  inevitable  that  his  approach  to 
complaints  will  tend  to  be  optimistic  unless  the  con- 
dition is  obviously  serious  on  first  examination. 
Many  cancers  come  late  for  treatment  because  of 
tills  wholly  natural  but  at  times  disastrous  psy- 
chological reaction  on  the  part  of  the  doctor. 

Finally,  one  reason  why  cancer  is  often  missed 
is  the  absence  of  any  simple  test  which  would  re- 
veal its  presence.  Too  often  diagnosis  requires  ex- 
pensive radiological  study,  endoscopic  examination, 
or  surgical  operation.  If  it  were  possible  to  suspect 
the  presence  of  cancer  on  the  basis  of  a test  com- 
parable to  the  tests  which  enable  the  physician  to 
suspect  the  presence  of  s}q>hilis,  much  difficulty 
would  disappear.  Extensive  research  is  being  car- 
ried forward  along  this  line,  and  there  are  already 
preliminary  studies  which  suggest  promise  for  the 
future.  It  is  important  for  us  to  know  as  physicians 
that  none  of  these  are  of  proven  clinical  value  today 
in  spite  of  the  unfortunate  lay  publicity  that  has 
been  given  to  them.  * 

Having  briefly  outlined  a field  in  which  physi- 
cian action  seems  to  fall  deplorably  short  of  the 
possibilities  for  aid  to  patients  that  modern  medi- 
cine should  offer,  and  having  partially  analyzed  the 
causes  for  physician  failure,  we  are,  perhaps,  in  a 
position  to  suggest  ways  in  which  the  doctor’s  be- 
havior can  be  improved.  In  the  first  place,  the  pri- 
mary need  is  alertness  to  cancer  on  the  part  of  every 
practicing  physician,  no  matter  how  seldom  he  sees 
the  disease.  Whatever  the  complaint,  he  must  ask 
himself  the  question:  Can  this  be  cancer?  This 
audience  is  interested  in  the  problems  that  cancer 
presents  or  it  would  not  be  here.  It  seems  therefore 
superfluous  for  me  to  point  out  that  alertness  of 
the  physician  to  the  danger  signals  which  have  been 
taught  to  the  lay  public  as  symptoms  demanding  a 
physician’s  attention  is  fundamental.  If  we  spread 
abroad  the  information  that  unexplained  bleeding 
from  body  orifices,  that  any  lumps,  that  chronic 
cough,  that  changes  in  size  and  appearance  of  moles 
and  warts,  that  recent  alterations  in  bowel  habits, 
that  unexplained  loss  of  weight,  that  difficulty  in 
swallowing,  that  prolonged  hoarseness,  that  failure 
of  ulcers  on  the  skin  to  heal,  that  persistent  localized 


pain  particularly  in  bones,  are  all  phenomena  that 
need  diagnosis  by  a physician,  it  is  obvious  that 
the  physician  must  take  such  complaints  seriously 
enough  to  carry  through  his  share  of  the  task.  It 
is  tragic  for  patients  to  present  themselves  with 
such  s}Tnptoms  only  to  be  told  without  adequate  ex- 
amination not  to  worry.  The  practicing  physician 
must  base  his  behavior  on  the  realization  that  re- 
assurance in  the  face  of  possible  real  trouble,  even 
though  it  be  only  remotely  possible,  is  a greater 
breach  of  his  obligations  to  his  patient  than  failure 
to  reassure  when  conditions  warrant.  The  approach 
to  the  patient’s  complaint  need  not  be  in  the  least 
alannist.  The  doctor  can  say,  first,  that  the  pa- 
tient has  been  wise  to  come  for  advice;  second,  that 
the  chances  are  great  that  the  presenting  complaint 
does  not  mean  cancer;  third,  that  a gamble  to  that 
effect  might  cost  a disastrous  price;  and,  finally, 
that  the  probability  that  the  disease  is  not  malig- 
nant can  be  made  a certainty  by  proper  study.  All 
this  is  so  simple  that  it  seems  hardly  to  need  such 
emphasis.  Let  us  return,  however,  to  the  discourag- 
ing experiences  that  all  doctors  in  cancer  centers 
know.  Because  of  these  experiences,  it  must  be  em- 
phasized and  re-emphasized. 

Parenthetically,  we  must  add  that  alertness  to 
cancer  must  not  be  limited  by  age  groups.  It  is 
hard  for  us  to  realize  that  the  number  of  deaths 
from  cancer  and  cancer-like  conditions  such  as 
leukemia  are  in  children  in  the  neighborhood  of 
five  times  the  number  of  deaths  from  poliomyelitis*. 
Insofar  as  children  are  concerned,  cancer  is  a greater 
menace  to  survival  than  many  of  the  common  dis- 
eases. I have  seen  basal  cell  epithelioma  of  the  skin 
in  a child  of  six  years  and  cancer  of  the  rectum  at 
nineteen  years,  both  tumors  which  are  commonly  as- 
cribed to  the  later  decades  of  life.  Twenty  children 
under  fifteen  years  of  age  died  in  the  United  States 
in  1944  of  cancer  of  the  pharynx  and  buccal  mucosa®. 
Futhermore,  cancer  of  the  breast  in  women  in  the 
twenties  is  not  uncommon. 

To  repeat,  then,  the  first  duty  of  the  physician  is 
to  let  the  thought  of  cancer  pass  through  his  mind 
with  every  patient.  If  any  single  symptom  or  sign 
is  presented  by  the  patient  which  could  be  explained 
by  the  presence  of  cancer,  it  is  his  duty  to  see  that 
the  lead  is  followed  through  to  final  proof  or  dis- 
proof. He  must  insist  that  proper  study  be  imme- 
diately carried  out  and  that  adequate  treatment  be 
promptly  initiated,  usually  at  some  center  where  the 
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problems  of  cancer  are  met  daily.  In  some  instances 
diagnostic  study  can  be  carried  out  by  the  doctor 
himself,  particularly  in  the  easily  accessible  lesions 
of  the  skin  and  mucous  membranes.  He  should  know 
how  to  perform  a biopsy  so  that  the  pathologist  will 
have  adequate  material  on  which  to  make  a diag- 
nosis. The  office  biopsy  is  not  difficult.  Diagnosis 
cannot  be  made  in  most  instances  from  a particle 
of  material  picked  from  the  surface  of  a lesion.  The 
pathologist  must  have  a zone  of  normal  tissue  so 
that  he  can  tell  whether  the  abnormal  cells  are  ac- 
tually invasive.  Lesions  of  the  lip,  of  the  tongue, 
of  the  skin,  even  of  the  cervix,  can  be  properly  bi- 
opsied  in  the  office  if  the  doctor  remembers  these 
principles.  A drop  or  so  of  novocaine  is  placed  in 
the  normal  tissue  beyond  the  lesion  and  a wedge  at 
least  two  millimeters  in  thickness  is  cut  from  a few 
millimeters  outside  the  lesion  well  into  its  substance 
and  extending  through  its  depth.  Such  a biopsy 
may  need  a suture  to  control  bleeding.  If  the  lesion 
is  very  small,  such  as  an  early  epithelioma  of  the 
face,  it  can  be  excised  with  a margin  of  at  least 
three  millimeters  on  every  side  and  the 'total  speci- 
men sent  to  the  pathologist  for  diagnosis.  In  this 
event  he  must  expect  a full  report  from  the  patholo- 
gist, including  a statement  of  the  apparent  micro- 
scopic margin  of  normal  tissue  beyond  the  tumor. 

If  the  diagnosis  is  cancer,  he  should  usually  ad- 
vise consultation  at  a tumor  center.  An  adequate 
margin  for  epithelioma  is  not  an  adequate  margin 
for  melanoma.  In  any  cancer  the  question  of  treat- 
ment of  regional  nodes  must  be  answered  by  an 
expert.  In  less  accessible  cases  or  when  the  lesion 
when  first  presented  is  large,  the  patient  is  best 
sent  to  a cancer  center  at  once.  Certainly  in  all 
suspected  cases  of  internal  cancer  first-rate  radio- 
logical diagnosis  as  well  as  possible  special  pro- 
cedures such  as  cystoscopy  must  be  furnished  by 
referral  of  the  patient  for  sp)ecialist  care.  Primarily, 


however,  the  physician  must  have  already  carried 
out  in  his  office  all  easily  available  methods  of 
examination  already  mentioned. 

In  connection  with  the  office  biopsy,  one  frequent 
error  must  be  mentioned,  namely,  the  treatment  of 
skin  lesions  without  biopsy.  The  attempt  to  de- 
stroy skin  lesions  with  caustics,  cautery,  or  dia- 
thermy is  a mischievous  practice.  Many  a nevus 
may  have  become  malignant  following  this  type  of 
therapy  or  was  an  unsuspected  malignancy  from 
the  start.  Actually  a clean  excision  of  such  a lesion 
is  less  painful  for  the  patient  and  is  the  only  way 
of  knowing  with  what  one  is  dealing.  Too  many 
patients  have  been  doomed  by  the  physician  who 
treats  without  knowledge. 

Finally,  the  doctor  must  recognize  fully  his  re- 
sponsibility to  his  patients.  It  is  not  inconceivable 
that  an  action  for  malpractice  might  be  sustained 
in  the  event  that  a patient  is  reassured  without 
proper  examination  in  regard  to  a lesion  later  shown 
to  be  cancer.  Certainly  the  moral  responsibility 
for  such  an  event  is  as  great  as  that  which  is  fre- 
quently recognized  in  medico-legal  actions.  The 
family  physician  is  the  first  line  of  defense  against 
cancer.  It  is  his  task  to  ward  off  the  earliest  assault. 
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For  many  years  it  has  been  recognized  that  cer- 
tain tumor-like  formations  occur  in  both  the  large 
and  small  bowel  which  do  not  conform  to  any  spe- 
cific pathology.  The  literature  dealing  with  this 
rather  vague  and  nebulous  subject  has  been  ex- 
tensive and  has  covered  a period  of  time  dating 
back  to  the  last  few  years  of  the  past  century.  The 
origin,  like  all  “origins”  in  medicine,  is  a matter 
of  dispute  and  it  is  impossible,  and  irrelevant,  to 
be  concerned  with  who  was  the  first  to  call  atten- 
tion to  this  subject  in  writing.  One  of  the  earliest 
and  most  forceful  writers  was  Monihan^  who,  in 
1907,  read  a paper  entitled  “The  Mimicry  of  Ma- 
lignant Disease  in  the  Large  Intestine”,  in  which 
he  reported  six  cases  with  a mistaken  pre-operative 
diagnosis.  In  1908  A.  W.  Mayo  and  Robson^  de- 
tailed the  record  of  eleven  abdominal  cases  in  which 
they  had  failed  to  differentiate  inflammatory  from 
malignant  disease.  In  1909  Braun^  gave  a report 
on  the  known  malignant  tumors,  and  in  the  same 
year  leDentu'*  described  similar  cases  under  the 
heading  “False  Cancers  and  Inflammatory  Tumors 
of  the  Abdomen”.  In  1931  M(x:k®  gave  a full  de- 
scription of  this  condition  which  he  called  “Infec- 
tive Granuloma”.  He  considered  these  tumor-like 
masses  to  be  influenced  by  a low  grade  non-specific 
infection  and  characterized  by  a piling  up  of  granu- 
lation tissue  showing  varying  stages  of  necrosis  and 
fibroblastic  changes,  and  true  scar  tissue  and  re- 
parative tissue  growth.  Mock  considered  the  granu- 
loma due  to  a low  grade  organism  present  at  the 
start,  and  causing  interference  with  the  blood  sup- 
ply and  resulting  tissue  changes.  Wilensky,®  in  an 
article  which  appeared  in  the  Medical  Journal  and 
Record  in  1932,  summarized  his  attitude  toward  the 
problem  by  stating,  “Non-specific  granuloma  of  the 
intestinal  tract  offers  no  characteristic  clinical  con- 
cept because  the  etiology,  symptoms  and  signs  are 
protean  and  indefinable”. 

The  above  introduction  will  in  some  small  meas- 
ure serve  to  show  the  diversity  of  opinions  set  forth 
concerning  granulomatous  lesions  of  the  gastro-in- 


testinal  tract.  Mock,  whose  article  has  been  cited, 
has  sharply  differentiated  true  granulomas,  rep- 
resented by  tuberculosis,  syphilis  and  actinomyco- 
sis, from  those  of  unknown  etiology,  and  thus  non- 
specific lesions.  Thus,  for  the  first  time  some 
orderliness  began  to  appear  and  some  of  the  existing 
confusion  was  swept  away. 

The  article  of  most  far  reaching  consequences, 
and  the  one  which  did  most  to  popularize  this  sub- 
ject appeared  in  1932.  In  this  year  Crohn,  Ginz- 


Fig.  I.  Section  through  the  ulcerated  portion  of  the  bowel 
showing  ulceration  of  mucosa,  varying  stages  of  ne- 
crosis, and  a few  giant  cells.  The  presence  of  or- 
ganisms was  not  demonstrated. 

berg  and  Oppenheimer'^  published  in  the  Journal  of 
the  American  Medical  Association  their  monumen- 
tal and  oft  quoted  description  of  “regional  ileitis”, 
a disease  which  is  more  often  referred  to  as  “Crohn’s 
Disease”.  So  clear  cut  was  their  description  and  so 
logical  their  deductions  that  this  article  stands  as 
a masterpiece  in  medical  literature.  In  the  original 
description  it  was  stated  that  the  condition  was 
limited  to  the  terminal  ileum,  the  process  beginning 
at,  and  involving  in  its  maximum  intensity,  the 
ileocaecal  valve.  The  disease  was  said  to  run  a rela- 
tively benign  course  and  all  sufferers  who  survived 
operation  were  restored  to  good  health.  In  those  in 
whom  operation  was  not  performed  the  lesion  tended 
to  slow  perforation  with  resulting  adhesions  and 
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fistulae  formation,  a feature  of  the  disease  which 
is  today  considered  nearly  pathognomonic.  In  sub- 
sequent articles  Crohn®  repeatedly  stressed  the  fre- 
quency of  fistulae  formation.  Colp®  and  Ginzberg^® 
stated  that  fecal  fistulae  due  to  regional  ileitis  may 
appear  following  drainage  of  a residual  abscess 
which  in  turn  may  develop  months  or  years  after 


Figr.  11.  Section  of  involved  lymphnode.  Normal  architecture  of 
the  node  is  preserved.  The  peripheral  sinuses  are 
filled  with  lymphocytes  and  the  follicles  show  hyper- 
plasia and  active  germinal  centers. 

the  primary  operation.  Microscopically  there  are 
no  specific  features,  but  varying  degrees  of  acute 
and  subacute  and  chronic  inflammation  in  which 
giant  cells  of  the  foreign  body  type  are  seen. 

Following  Crohn’s  article  a voluminous  literature 
on  the  subject  came  into  being.  Since  1932  approxi- 
mately 160  papers  dealing  with  this  condition  are 
listed  in  the  “Cumulative  Index”.  Shapiro, re- 
viewing the  literature  in  August,  1939,  tabulated 
519  cases  of  regional  ileitis  in  whom  operative  pro- 
cedures had  been  carried  out. 

In  Crohn’s  original  series  there  are  twice  as  many 
males  as  females.  Statistics  from  the  Mayo  Clinic^^ 
reveal  their  youngest  patient  was  nine  years  of  age, 
and  their  oldest  sixty-six.  Innumerable  causes  have 
been  set  forth  and  as  many  discarded  for  the  lack 
of  supporting  clinical  evidence.  Ward  and  Nor- 
rish^®  suggested  that  disease  of  the  mesenteric  glands 
might  be  primary  and  that  the  ileitis  might  be  due 
to  a lymphatic  block.  So  far  as  we  are  aware,  how- 
ever, no  pathological  changes,  such  as  are  seen  in 
this  disease,  have  been  reported  as  occurring  in 
lymphatic  adenitis  per  se.  Certainly  this  is  not 
a more  advanced  stage  of  the  type  of  mesenteric 


adenitis,  specific  or  otherwise,  seen  in  children  and 
early  adolescents. 

For  the  sake  of  clarity,  then,  it  might  be  well  to 
epitomize  the  three  distinct  types  of  granulomatous 
tumor-like  masses  which  occur  in  both  the  large 
and  small  bowel,  and  which  fall  into  distinct  and 
separate  classes^^; 

1.  Those  which  occur  in  association  with  that 
class  of  specific  diseases,  namely,  tuberculosis, 
syphilis,  actinomycosis,  Hodgkin’s  disease  and 
lymphosarcoma.  To  this  might  be  added  the  strictly 
left  sided  lesions  of  granuloma  inguinale,  which 


Fig.  III.  Barium  enema  showing  obstruction  at  the  ileocaecal 
valve.  The  contrast  media  did  not  enter  the  ilium 
in  spite  of  considerable  manipulation  and  palpation. 


as  far  as  we  are  able  to  ascertain,  has  never  oc- 
curred in  the  right  colon. 

2.  The  non-specific  granulomata  of,  and  asso- 
ciated with,  a presumable  low  grade  infection. 

3.  Those  occurring  with  true  regional  or  termi- 
nal ileitis  which  is  now  a definite  pathological  and 
clinical  entity. 
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Notwithstanding  the  articles  dealing  with  this 
subject,  and  they  are  legion,  some  confusion  and 
obfuscation  still  persists  in  that  no  clear  cut  dif- 
ferentiation between  regional  ileitis  and  benign  non- 
specific granulomata  has  been  established  and 
strictly  adhered  to.  Regional  ileitis  is  a symptom 
complex  characterized  by  pain  in  the  right  lower 
quadrant  of  the  abdomen,  diarrhea,  fever,  and  oc- 
casional obstructive  phenomena  with  the  formation 
of  fistulous  tracts  to  the  nearby  viscera  or  the  ab- 
dominal wall.  The  X-ray  evidence  of  the  disease 
is  typical  and  everyone  is  familiar  with  the  so- 
called  Kantor’s  “string  sign”  and  the  “lead  pipe” 
appearance  which  this  disease  gives  to  the  involved 
portion  of  the  bowel. 

.^s  Rosser,!®  in  1945,  pointed  out,  objection  has 
been  raised  to  separating  from  this  granulomatous 
and  migratory  lesion  a rarer  group  of  massive  lo- 
calized nonspecific  neoplasms  which  occur  in  the 
colon  and  in  other  portions  of  the  bowel.  Crohn!® 
believes  that  although  the  etiologic  agent  may  be 
the  same,  the  gross  appearance,  the  anatomic  lo- 
cation and  dissimilar  method  of  growth  and  ex- 
tension warrant  their  separate  consideration. 

Localized  and  non-specific  granulomata  of  this 
type,  while  of  unknowm  origin,  and  while  present- 
ing a microscopic  picture  somewhat  resembling  re- 
gional enteritis,  do  not  cause  diarrhea,  stricture  of 
an  entire  segment  or  fistulous  tracts,  and  they  tend 
to  increase  in  size  while  only  involving  one  par- 
ticular localized  area  of  the  bowel.  It  is  extremely 
difficult  to  suggest  a clear  cut  diagnostic  differ- 
entiation between  cancer  and  these  inflammatory 
lesions  because  of  such  common  factors  as  tumefac- 
tion, similarity  of  roentgenographic  appearance, 
and  chronicity.  All  of  the  inflammatory  conditions, 
however,  are  usually  associated  with  some  tempera- 
ture elevation  and  with  an  increase  in  the  leucocyte 
count;  anemia  is  not  pronounced,  and  the  tumor  is 
usually  more  sensitive  to  palpation.  This  absence 
of  anemia  we  consider  a very  significant  point  in 
differential  diagnosis  since  Rankin!"  others  have 
repeatedly  stressed  the  frequency  and  importance  of 
severe  and  profound  anemia  associated  with  car- 
cinoma of  the  right  bowel.  In  a surprising  number 
of  individuals  who  harbor  malignancy  of  this  por- 
tion of  the  gastro-intestinal  tract  this  is  the  pre- 
senting symptom.  It  is  quite  fortunate  that  surgi- 
cal intervention  is  indicated  in  each  of  these 
conditions,  because  if  the  patient  has  received  the 


extended  and  adequate  preparation  now  considered 
essential  in  large  bowel  surgery  before  the  abdomen 
ds  entered,  any  discrepancy  in  the  pre-operative  di- 
agnosis can  be  safely  corrected  and  the  proper 
procedure  instituted  at  the  time  of  surgery. 

A case  has  been  chosen  which  illustrates  this 
non-specific  granulomatous  neoplasm. 

A.  L.  S.,  a nineteen  year  old  white  male,  was 
admitted  to  the  Mary  Washington  Hospital  on 
10-30-47,  complaining  of  recurrent  attacks  of  cramp- 
like abdominal  pain,  located  in  the  right  lower 
quadrant.  Onset  was  said  to  have  been  some  three 
to  four  months  previous,  although  the  patient’s 
mother  stated  that  this  pain  had  been  noted  on  oc- 
casion during  the  last  three  to  four  years,  but  no 
significance  was  attached  to  it  because  of  the  in- 
frequence of  its  occurrence.  During  the  three  to 
four  months  preceding  admission,  there  was  pro- 
gressive increase  both  in  frequency  and  severity  of 
his  symptoms.  He  vomited  only  once,  and  that  was 
on  the  night  before  admission.  No  change  in  bowel 
habits  had  been  noted,  nor  was  there  any  history 
of  passage  of  blood  or  mucus,  or  of  clay  colored 
stools.  There  had  been  slight  weight  loss  during 
the  last  two  months. 

Family  history  and  past  history  were  non-con- 
tributory. 

Physical  examination: — Temperature  99.2  (M); 
P.  80;  Blood  pressure  120/60;  Resp.  20.  .A  well 
developed,  thin  white  male  of  stated  age,  ap- 
pearing moderately  and  chronically  ill.  Skin,  dry 
and  warm.  Eyes,  ears,  nose,  throat,  heart  and  lungs 
showed  no  abnormalities.  The  abdomen,  on  inspec- 
tion, showed  intestinal  patterns  in  the  R.  L.  Q., 
and  tenderness  was  elicited  on  deep  palpation  in 
this  area.  An  indefinite  mass,  apparently  about  the 
size  of  an  egg,  was  felt  in  the  region  of  the  caecum, 
but  exact  delineation  was  not  possible.  Gurgling 
sounds  were  elicited  by  pressure  over  this  area.  The 
abdomen  was  otherwise  negative;  both  inguinal 
rings  were  snug  and  no  impulse  was  noted  on 
coughing. 

Laboraiory: — Hemoglobin  88%  (Sahli) ; white 
blood  cells  7,800;  Polys  79%;  Lymphs  31%.  On 
three  consecutive  days  stool  examinations  were 
negative  for  blood,  ova,  and  parasites,  Wasserman, 
and  Kahn  both  reported  as  negative  and  no  abnor- 
mal urinary  findings  were  present. 

X-ray: — A barium  enema  demonstrated  no  ab- 
normalities to  the  caecum.  The  caecum  was  very 
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irritable  and  spastic.  A long  appendix  was  filled 
and  extended  medially  and  upward  in  the  course 
of  the  ileum.  The  ileum  was  not  filled,  in  spite  of 
considerable  manipulation  and  palpation. 

G.-I.  series — Severe  pylorospasm;  otherwise,  no 
abnormalities  were  demonstrated  in  the  upper  gas- 
tro-intestinal  tract.  Serial  films  of  the  small  bowel 
showed  the  barium  to  pass  much  more  slowly  than 
usual,  but  there  was  nothing  to  suggest  either  par- 
tial obstruction  or  an  inflammatory  lesion  above  the 
ileo-caecal  region.  The  presence  of  a mass  in  the 
ileo-csecal  region  was  suggested  by  the  absence  of 
barium-filled  loops  of  small  gut  over  this  area  at 
all  times. 

Operation  was  advised  and  accepted.  Accord- 
ingly, preparation  was  made  for  exploration.  Blood 
typing  and  matching  were  carried  out,  colonic  ir- 
rigations were  done  three  times  daily  for  four  days 
and  sulfasuxidine  in  the  prescribed  amount  (0.25 
gm.  per  kilo  of  body  wt.)  given  by  mouth.  Twelve 
hours  before  operation  gastric  suction  was  started, 
and  intravenous  fluids  given  to  supplement  loss 
through  the  gastric  tube.  On  November-  11,  1947, 
under  spinal  anesthesia  the  abdomen  was  opened 
through  a right  para-rectus  incision.  Upon  exami- 
tion  of  the  caecal  area  the  appendix  was  noted  to 
be  normal;  the  ileum  was  slightly  thickened  but 
the  serosa  of  the  bowel  was  normal  in  appearance. 
The  caecum  was  mobilized  by  incising  the  lateral 
reflection  of  the  peritoneum  and  a tumor  mass  was 
felt  which  was  intrinsic  in  the  wall  of  the  caecum 
and  mainly  in  the  ileocaecal  valve.  The  mesentery 
of  the  ileum  and  ascending  colon  was  studded  with 
small,  discreet,  soft  lymph  nodes,  several  of  which 
were  removed  for  pathological  study.  Resection  of 
twelve  inches  of  the  terminal  ileum  and  the  ascend- 
ing colon  was  carried  out  by  division  with  the  ac- 
tual cautery;  the  ends  of  the  bowel  were  closed  with 
a Parker-Kerr  stitch  and  side-to-side  anastomosis 
done.  The  patient  stood  the  operative  procedure 
well,  and  his  post-operative  course  was  more  or  less 
uneventful.  The  Wangensteen  tube  was  removed  on 
the  sixth  day  and  he  tolerated  a full  diet  two  days 
after  its  removal.  He  was  discharged  twelve  days 
after  operation  in  an  eminently  satisfactory  con- 
dition. 

Pathological  report  of  the  tissue  sent  for  exami- 
nation showed  some  thickening  of  the  wall  of  the 
bowel  with  a heavy  infiltration  of  round  and  plasma 
cells,  and  in  some  areas  acute  necrosis.  A fibrous 


tissue  reaction  was  noted,  and  scattered  areas  were 
seen  in  which  giant  cells  of  the  foreign  body  type 
were  present.  The  architecture  of  the  lymph  nodes 
was  preserved,  and  the  peripheral  sinuses  filled 
with  lymphocytes  and  polymorphonuclear  leucocytes, 
some  of  which  were  eosinophiles.  The  follicles 
showed  hyperplasia  and  active  germinal  centers. 
Careful  search  showed  no  specific  organisms. 

This  patient  has  been  seen  twice  since  discharge 
from  hospital,  the  last  time  on  January  5,  1948, 
two  months  after  operation.  His  progress  has  been 
one  of  tremendous  improvement.  He  has  gained  six- 
teen pounds  in  weight;  he  is  completely  relieved 
of  pain  and  states  he  “feels  fine”. 

The  treatment  of  this  condition  has  undergone 
many  changes  and  modifications.  Holm^*  in  1933, 
definitely  showed,  both  operatively  and  clinically, 
the  side-tracking  operations  were  a constant  menace 
to  the  health  of  the  patient.  Mayo  and  Judd,^® 
writing  in  the  Journal  of  the  American  Medical 
Association  in  1941,  advocated  resection  of  the  in- 
volved portion  of  bowel  in  a two  stage  procedure. 
With  the  refinements  in  technique  and  the  aid  of 
sulfasuxidine,  and  the  more  recent  sulfathalidine, 
as  added  adjuncts,  the  concensus  is  now  overwhelm- 
ingly in  favor  of  extensive  resection  in  a one  stage 
procedure.  The  question  of  the  best  type  of  anas- 
tomosis is  still  more  or  less  a personal  preference 
and  the  one  wdth  which  the  operator  is  most  fa- 
miliar is  entirely  suitable.  Generally  speaking,  in 
dealing  with  bowel  resections  the  closed  type  of 
anastomosis  has  more  advocates  and  probably  more 
to  recommend  itself.  In  the  case  presented  side-to- 
side  anastomosis  was  done  because  of  the  discrep- 
ancy of  the  size  of  the  lumen  of  the  two  ends  to  be 
united,  and  because  it  was  technically  less  difficult. 
In  any  event,  with  proper  and  extended  pre-opera- 
tive care  the  mortality  is  low,  and  certainly  far 
below  the  figures  set  forth  in  the  early  reports. 

Conclusions 

The  essential  differences  between  the  pathological 
and  clinical  course  of  regional  ileitis  and  the  cir- 
cumscribed granulomatous  non-specific  neoplasm  of 
the  large  and  small  bowel  are  pointed  out.  These 
differences  are  so  marked  and  of  such  magnitude 
that  one  is  forced  to  the  conclusion  that  while  of  a 
similar  microscopic  picture  the  course  and  behavior 
of  the  lesions  is  sufficient  to  warrant  their  being  con- 
sidered as  different  clinical  entities.  Regional  ileitis 
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is  characterized  by  fistulae  formation,  and  the  dis- 
ease is  not  localized  to  any  one  segment  of  the 
bowel,  but  is  most  often  seen  in  two  or  more  areas 
which  are  very  aptly  described  as  “skip  areas”.  The 
roentgenograph ic  appearance  is  typical,  Kantor’s 
“string  sign”  and  “lead  pipe”  being  the  terms  used 
to  convey  what  is  distinctive  of  the  X-ray  findings. 
The  granulomata,  on  the  other  hand,  is  the  anti- 
thesis of  this.  Admittedly  the  microscopic  appear- 
ance is  not  unlike  in  the  two  lesions,  but  the  simi- 
larit}-  goes  no  further.  With  the  granulomatous 
neoplasms  fistulae  formation  is  not  common,  “skip 
areas”  are  not  seen,  and  the  changes  observed  in 
X-ray  examination  more  nearly  approximate  those 
seen  in  obstructing  carcinoma.  The  changes  are 
localized  so  that  not  as  great  a portion  of  the  bowel 
is  directly  involved. 

Clinically,  the  granulomatous  neoplasms  are  most 
often  confused  with  carcinoma.  The  absence  of 
anemia  in  the  former  serves  as  one  method  of  dif- 
ferentation.  Thorough  and  adequate  pre-operative 
preparations  is  necessary  in  both  as  it  is  in  any  and 
all  large  bowel  surgery. 

Summary 

1.  A brief  review  of  the  literature  dealing  with 
granulomatous  lesions  of  the  gastro-intestinal  tract 
has  been  presented  that  the  perplexity  and  confu- 
sion that  is  so  evident  in  the  minds  of  those  who 
have  written  about  this  subject  may  be  made  ap- 
parent. 

2.  case  demonstrating  the  presence  of  a benign 


granulomatous  neoplasm  of  the  ileocaecal  valve  is 
presented,  and  the  treatment  outlined. 

3.  Additional  evidence  has  been  presented  in  the 
hope  of  offering  some  further  basis  for  differentia- 
tion of  benign  non-specific  granulomatous  neoplasms 
from  other  lesions  of  the  bowel  which  have  pre- 
viously been  grouped  under  the  generic  term  of 
granulomata,  and  specifically  from  that  of  regional 
ileitis. 
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Blood  Plasma  With  Dicumarol. 

Hemorrhage  in  persons  who  overreact  to  dicu- 
marol, a drug  which  prevents  blood  from  clotting, 
can  be  controlled  by  administering  blood  plasma, 
say  three  physicians  from  the  Departments  of  Medi- 
cine and  Surgery,  Columbia  University  College  of 
Physicians  and  Surgeons,  and  the  Presbyterian 
Hospital,  New  York. 

Writing  in  the  October  9 issue  of  The  Journal 
of  the  American  Medical  Association,  Stuart  W. 


Cosgriff,  Richard  J.  Cross,  and  David  V.  Habif  say 
that  20  to  25  per  cent  of  persons  who  receive 
dicumarol  as  treatment  for  blood  clots  are  “hy- 
perreactors.” 

In  these  people  the  usual  dose  of  the  drug  not 
only  prevents  the  blood  from  clotting  but  also  pro- 
duces a dangerous  condition  in  which  hemorrhage 
may  occur.  Administration  of  blood  plasma  is  im- 
mediately effective  against  this  condition,  the  phy- 
sicians point  out. 
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HEMORRHAGIC  DISEASES;  CLASSIFICATION,  DIAGNOSIS  AND  TREATMENT* 


Howard  P.  Holt,  M.D., 

and 

Byrd  S.  Leavell,  M.D., 

Charlottesville,  Virginia. 


Some  knowledge  of  the  diseases  characterized  by 
abnormal  bleeding  is  important  in  any  type  of  prac- 
tice because  localized  bleeding  is  frequently  the 
presenting  complaint  and  may  be  in  the  nature  of 
epistaxis,  gastrointestional  hemorrhage,  menorrhagia, 
hemoptysis,  hematuria,  traumatic  bleeding,  or  a 
painful  joint.  The  purpose  of  this  paper  is  to  pre- 
sent briefly  information  which  we  hope  will  aid  in 
the  recognition  and  management  of  hemorrhagic 
conditions. 

Hemostasis  in  man  is  a complex  process.  While 
our  knowledge  of  the  process  is  incomplete,  we  rec- 
ognize three  important  factors  (chart  I).  These  are 
the  vascular  system,  the  blood  platelets,  and  blood 
coagulation. 

Vasoconstriction  is  a property  of  all  parts  of  the 
vascular  system  and  its  importance  in  the  control  of 
bleeding  from  large  blood  vessels  long  has  been 
appreciated.  IMore  recently  McFarlane^  has  main- 
tained that  the  primary  factor  causing  cessation  of 
capillary  bleeding  is  constriction  of  the  capillaries. 


The  literature  contains  many  different  opinions  re- 
garding the  nature,  name,  action  and  relative  im- 
portance of  the  various  factors  concerned  in  blood 
coagulation.  For  practical  purposes  it  may  be  con- 
sidered a two  stage  process  in  the  first  of  which 
prothrombin,  in  the  presence  of  thromboplastin, 
calcium,  and  possibly  a globulin  substance,  is  con- 
verted to  thrombin.  In  the  second  stage  the  throm- 
bin thus  formed  converts  the  fibrinogen  to  fibrin. 

The  hemostatic  seal  begins  with  platelet  aggluti- 
nation which  occurs  as  a result  of  contact  of  the 
platelets  with  a rough  surface.  Some  of  these  plate- 
lets undergo  lysis,  thromboplastin  is  liberated,  and 
blood  coagulation  occurs  with  the  appearance  of 
fibrin  strands.  Intact  platelets  adhere  to  the  fibrin 
and  by  agglutination  cause  the  fibrin  strands  to 
bend  and  contract.  This  produces  retraction  of  the 
clot. 

Recently  Quick®  has  reported  experimental  evi- 
dence to  support  the  existence  of  thromboplastinogen, 
which  is  his  term  for  a precursor  of  thromboplastin. 


Factors  In  Hemostasis 


A.  Blood  Vessels — ^(Vasoconstriction) 

B.  Blood  Platelets 

1.  Agglutination,  Adhesiveness,  Thrombosis 

2.  Blood  Coagulation 

3.  Clot  Retraction 

C.  Blood  Coagulation 

. ( Thromboplastin 

Step  I Prothrombin  CA-f  I 

Step  II  Fibrinogen  -f  Thrombin 


Thrombin 

Fibrin 


Chart  I 


Quick®  in  his  monograph  on  hemorrhagic  dis- 
eases termed  the  platelets  the  most  fundamental 
factor  in  hemostasis.  He  felt  that  they  have  the 
property  of  agglutination,  initiate  coagulation  by 
liberation  of  thromboplastin,  cause  clot  retraction 
and  seem  to  be  responsible  for  an  adhesive  factor 
which  anchors  the  clot.  The  combination  of  the 
last  two  factors  furnishes  some  degree  of  vasocon- 
striction. 

*From  the  Department  of  Internal  Medicine,  University 
of  Virginia  Hospital,  Charlottesville. 

Read  at  the  annual  meeting  of  the  Medical  Society  of 
Virginia  in  Roanoke,  October  13-15,  1947. 


He  believes  that  this  substance  is  a plasma  con- 
stituent which  is  activated  by  an  enzyme,  throm- 
bokinase,  liberated  from  platelets  undergoing  lysis. 
There  are  also  many  other  authors^’®  who  do  not 
feel  that  the  platelets  are  the  source  of  thrombo- 
plastin. 

Examination  of  a patient  with  abnormal  bleed- 
ing is  designed  to  detect  the  defect  in  the  hemo- 
static mechanism  and  to  determine  the  cause  of 
this  defect.  It  is  often  possible  to  realize  the  first 
objective,  often  impossible  to  attain  the  second. 

The  history  should  emphasize  information  about 
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Laboratory  Tests  in  Hemorrhagic  Conditions 


Syndrome 

Defect 

Bl.  T. 

T.  T. 

Plate 

Co.  T. 

Pr.  T. 

Cl.  R. 

Thrombocytopenia 

Primary 

Secondary 
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Capil. 

+ 

+ 

— 

N 

N 

— 

Pseudohemophilia 

Capil.  (?) 

H- 

N 

N 

N 

N 

N 

Allergic  Purp. 

“Sympt”  Purp. 

Infect.,  Uremia,  etc. 

Capil. 

N 

+ /N 

N 

N 

N 

N 

Vit.  “C”  Defic. 

Capil. 

N 

-1- 

N 

N 

N 

N 

Liver  Damage 

Obstr.  Jaund., 
Dicoumarin,  etc. 

Prothrombin 

N 

N 

N 

N 

+ 

N 

Hemophilia 

Glob. 

N 

N 

N 

+ 

N 

N 

Fibrinogenopenia 

Liver  Dis. 

Constitut. 

Fibrinogen 

N 

N 

N 

+ 

N 

N 

N Normal 

+ 

Increased 

— 

Diminished 

Chart  II 


the  diet,  allergic  manifestations,  recent  infections, 
recent  drugs,  exposure  to  toxic  industrial  agents  or 
radiation,  previous  episodes  of  bleeding  and  familial 
bleeding  history. 

Particularly  important  in  the  physical  examina- 
tion are  ecchymoses,  petechiae,  telangiectases,  lym- 
phadenopathy,  splenomegaly,  hepatomegaly,  sternal 
tenderness  and  jaundice. 

Laboratory  procedures  should  include  a complete 
blood  count,  careful  examination  of  the  smear, 
bleeding  time,  coagulation  time,  prothrombin  time 
and  clot  retraction.  The  platelets  should  be  counted 
or  estimated  and  if  reduced,  examination  of  the  bone 
marrow  is  indicated.  Examination  of  the  bone  mar- 
row is  also  indicated  if  there  is  suspicion  of  leu- 


kemia or  aplastic  anemia.  With  the  exception  of 
the  prothrombin  time  and  examination  of  the  bone 
marrow,  no  special  equipment  is  necessary  for  these 
tests.  .Allergic  studies,  renal  function  tests  or  liver 
function  tests  may  be  indicated. 

Usually  the  hemostatic  defect  is  disclosed  by 
tests  concerned  with  the  bleeding  and  clotting  mecha- 
nism. Results  of  these  tests  in  various  hemorrhagic 
conditions  are  shown  in  chart  II.  Of  course  the  di- 
agnosis depends  on  the  cause  of  the  defect.  For 
example  the  results  of  these  tests  in  various  patients 
with  primary  thrombocytopenic  purpura  are  identi- 
cal with  those  found  in  thrombocytopenic  purpura 
secondary  to  leukemia,  aplastic  anemia,  drug  tox- 
icity or  allergy. 


Classification  of  Hemorrhagic  Disorders 

Defect  Clinical  Syndrome 

I.  Platelets  (1)  Thrombocytopenic  Purp. — “Primary” 

(2)  Thrombocytopenic  Purp. — “Secondary” 
(Leukemia,  Allergy,  Aplasia,  etc.) 

II.  Capillaries  (1)  Allergic  Purp.,  “Toxic”  Purp. 

(2)  Vitamin  “C”  Deficiency 

(3)  Hereditary  Telangiectasia 

(4)  Thrombocytopenic  Purp. 

(5)  Pseudohemophilia  (?) 
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III.  Blood  Coag. 

A.  Prothrombin 

B.  Fibrinogen 

C.  Euglobulm  ( ?) 

D.  Heparin  Incr. 


(1)  Liver  Damage 

(2)  Obstr.  Jaundice 

(3)  Hem.  Dis.  Newlyborn 
(,4)  Dicoumarol  Therapy 

(1)  Severe  Liver  Damage 

(2)  Constitutional 

(1)  Hemophilia 

(1)  Heparin  Therapy 

(2)  Anaphylaxis 

Chart  III 


With  our  present  knowledge  classification  of  the 
hemorrhagic  disorders  according  to  etiology  is  un- 
satisfactory. While  not  ideal,  classification  accord- 
ing to  the  defect  in  hemostasis  helps  to  systematize 
our  thinking  about  these  diseases  and  aids  in  diag- 
nosis. Such  a classification  is  presented  in  Chart  III. 

Heaiorrhagic  Disorders  Associated  With 
Reduced  Pl.atelets 

Thrombocytopenic  purpura  is  characterized  by 
spontaneous  bleeding  into  the  skm  or  from  the  mu- 
cous membranes,  reduced  platelet  count,  prolonged 
bleeding  time,  normal  clotting  time  and  poor  clot 
retraction.  The  tourniquet  test  is  usually  positive 
if  active  bleeding  is  present.  The  anemia  and  leu- 
kocAte  count  are  not  out  of  proportion  to  the  amount 
of  bleeding  present  and  pathological  cells  are  ab- 


sent from  the  peripheral  blood  and  bone  marrow. 
The  spleen  and  h-mph  nodes  are  not  appreciably 
enlarged. 

Many  fundamental  details  of  the  disease  have 
not  been  established.  The  abnormal  bleeding  has 
been  attributed  to  a capillar}'  defect  and  to  reduc- 
tion of  the  platelets.  The  cause  of  either  of  these 
defects  has  not  been  satisfactorily  explained.  By 
direct  visualization,  McFarlane^  noted  faulty  con- 
traction of  the  capillaries  after  puncture  and  felt 
that  this  exnlained  the  abnormal  bleeding.  In- 
creased capillary  fragilitv  has  been  demonstrated 
bv  the  tourniquet  test.  A “critical”  le\'el  of  platelets 
has  not  been  established.  It  is  general!}’  agreed  that 
the  platelets  are  formed  from  megakarocytes  in  the 
bone  marrow  and  that  in  primary  thrombocytopenic 
purpura  the  megakaryocytes  are  present  in  normal 


M.B.  71  C.F.  CC  “Bleeding  Gums”  S Mo. 

Hist.:  5 Mo.  Bleeding  Gums,  Increasing  Severity 

3 Wks.  Epistaxis.  Purpura,  Vertigo,  Syncope 


Exam. 

: Nasal, 

Conjunct., 

Retinal,  Dermal  Hemorrhages 

Unable 

to  Speak, 

No  Localized 

Neurolog. 

Signs, 

Date 

Hb. 

R.  B.  C. 

W.  B.  C. 

Bl.  T.  T.  T. 

Plate 

Co.  T. 

Pro.  T. 

Cl.R. 

5-12-46 

7.5 

2.5 

7.2 

15  -b 

25 

12 

15/14 

0 

5-14 

2.9 

60 

5-16 

8.5 

2.9 

7.8 

42 

5-18 

7.0 

2.6 

7.6 

30 

5-20 

7.0 

3.1 

6.4 

9 

30 

9 

0 

5-22 

8.5 

2.7 

30 

5-24 

5.0 

1.4 

12 

26 

9 

Death 

Marrow:  Erythrold  and  Megakaryocytic  Hyperplasia 
Diag. : Thrombocytopenic  Purpura,  Primary 

Autopsy:  Mucosal  Hem.  Throughout  GI  Tract,  Esp. 

Stomach.  Diffuse  Cerebral  Hemorrhages. 
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or  increased  numbers.  The  thrombocytopenia  has 
lieen  attributed  to  excessive  destruction  by  the 
spleen®  and  to  diminished  production  due  to  an 
inliibiting  influence  exerted  by  the  spleen'^.  It  has 
been  our  experience  that  most  patients  of  this  type, 
wlien  abnormal  bleeding  is  present,  have  evidence 
of  both  capillary  defect  and  a platelet  deficiency  as- 
sociated with  a normal  or  increased  number  of 
megakaryocytes,  many  of  which  are  abnormal  in 
appearance. 

Primary  thrombocytopenic  purpura  may  occur  at 
any  age,  in  any  race,  and  in  either  sex.  The  onset 
may  be  gradual  or  sudden;  the  manifestations  may 
be  mild  or  severe  and  the  spontaneous  duration  of 
the  p}’mptoms  may  be  short  or  long.  Although  some 
individuals  may  have  a single  episode  of  bleeding, 
in  most  instances  the  disease  is  characterized  by  a 
more  or  less  chronic  state  in  which  spontaneous 
relapses  of  varying  degrees  of  severity  alternate  with 
remissions  which  vary  in  duration.  Some  individ- 
uals, especially  in  the  younger  age  group,  have 
spontaneous  remissions  that  are  apparently  perma- 
nent. On  the  other  hand  an  apparently  mild  case 
or  one  in  remission  may  suddenly  develop  a fatal 
or  crippling  intracranial  hemorrhage  or  an  ex- 
sanguinating hemorrhage  from  the  G.I.  tract.  It 
is  this  variation  in  the  clinical  course  that  makes 
evaluation  of  prognosis  and  therapy,  especially  the 
advisability  of  splenectomy,  so  difficult. 


Therapy  with  transfusions,  vitamin  C,  vitamin 
K,  irradiation,  and  snake  venom  probably  do  little 
beyond  giving  the  patient  time  for  spontaneous  im- 
provement to  occur.  If  possible  the  patient  should 
have  advantage  of  an  allergic  study  that  includes 
skin  tests  and  basal  allergy  diet.  Foci  of  infection 
of  the  teeth,  sinuses,  etc.,  should  be  sought  and 
corrected  if  possible.  If  no  other  cause  for  throm- 
bocytopenia can  be  found,  the  decision  regarding 
splenectomy  must  be  made.  This  operation  is  often 
followed  by  dramatic  cure  but  it  carries  a definite 
risk,  especially  in  the  acute  stage,  and  there  is  no 
assurance  that  a disappointing  relapse  will  not 
occur  at  any  time  after  splenectomy. 

We  believe  that  splenectomy  is  indicated  in 
chronic  or  recurrent  cases  and  is  best  performed 
during  a remission  if  possible.  If  the  initial  at- 
tack is  mild  or  improvement  prompt,  splenectomy 
may  be  postponed  temporarily  or  indefinitely  in 
the  hope  of  a spontaneous  remission.  The  patient 
with  severe  bleeding  in  the  initial  attack  or  in  re- 
lapse presents  the  most  difficult  problem.  We  feel 
that  if  improvement  in  the  clinical  manifestations 
and  laboratory  tests  does  not  occur  within  a few 
days,  it  is  safer  to  proceed  with  splenectomy,  being 
prepared  to  give  numerous  transfusions  during  the 
operation  and  in  the  postoperative  period.  We  have 
had  one  j)atient  who  required  40  transfusions  dur- 
ing a period  of  a few  days  who  made  a satisfactory 


B.K.H.  17  W.M.  No.  227996.  CC  “Bleeding” 

Hist.:  Mumps  and  Orchitis.  2 Mo.  Before  Adm. 

For  1 Mo.  Epistaxis,  Bleeding  Gums, 
Purpura,  Hematuria,  Melena. 

Family  Hist.,  Past  Hist.,  Allergy  Hist. — Neg. 


Exam. : 

: Num. 

Ecchymoses 

i,  Petechiae,  Spleen  Palpable 

Date 

Hh. 

R.  B.  C. 

W.  B.  C. 
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7-17 

23 

+ 
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18 
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Splenectomy 

5 Transfusions 

8-3 

5-2 

60 

8-4 

85 

8-5 

15.5 

5.5 

2 

0 450 

Marrow:  Many  Immature  Megakaryocytes : 6%  Eosinophils 
Elimination  Diet,  Allergy  Study — Neg. 

Diag. : Thrombocytopenic  Purpura,  Primary 
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recovery.  Our  experience  has  led  us  to  believe 
that  if  adequate  blood  is  available  practically  all 
of  these  patients  can  be  carried  through  the  opera- 
tion and  immediate  post-operative  period,  thereby 
giving  them  the  maximum  chance  of  relief  from  the 
bleeding  tendency. 

Chart  4 shows  the  course  of  the  disease  in  an 
elderly  negro  woman  seen  during  the  first  mani- 
festation of  purpura.  All  characteristics  of  the  dis- 
ease were  present.  Because  of  her  poor  general 
condition,  her  age,  the  difficulty  in  obtaining  blood 
of  the  proper  type  and  numerous  mild  transfusion 
reactions  which  occurred,  it  was  decided  to  give 
her  supportive  therapy  in  the  hope  of  spontaneous 
remission.  Signs  of  intracranial  hemorrhage  were 
present  on  admission.  Despite  therapy  with  blood, 
vitamin  C,  vitamin  K,  liver  extract,  and  other  meas- 
ures, bleeding  continued  and  deatli  ensued.  Au- 
topsy revealed  widespread  intracranial  hemorrhage 
and  diffuse  bleeding  from  the  mucous  membrane  of 
the  gastro-intestinal  tract.  This  case  is  presented 
as  an  example  of  fatal  bleeding  from  thrombo- 
cytopenic purpura  which  was  not  treated  with 
splenectomy. 

In  chart  5 are  shown  data  of  a patient  with 
thrombocytopenic  purpura  who  has  now  had  a 15 
month  remission  following  splenectomy.  At  the  time 
of  operation  he  was  not  in  complete  remission  but 
there  was  little  clinical  evidence  of  active  bleeding. 
Following  operation  the  platelets  began  to  increase 
within  24  hours  and  in  a few  days  reached  normal 
limits  coincident  with  return  of  the  tourniquet  test 
and  bleeding  time  to  normal. 


The  data  on  another  patient  with  thrombocyto- 
penic purpura  and  a normal  leukocyte  count  is 
presented  in  chart  6.  In  addition  to  thrombocytopenia 
this  patient  had  a positive  tourniquet  test,  pro- 
longed bleeding  time  and  hemorrhagic  manifesta- 
tions. Examination  revealed  a rather  firm  spleen 
which  was  somewhat  enlarged  and  a careful  study 
of  the  blood  smear  and  bone  marrow  revealed  that 
the  thrombocytopenia  was  secondary  to  chronic 
myelogenous  leukemia  with  a normal  total  leu- 
kocyte count.  Splenectomy  in  such  patients  gen- 
erally results  in  death. 

Hemorrhagic  Disorders  Due  Primarily  to 
Capillary  Detect 

A.  Purpura  Due  to  Capillary  Deject.  This  group 
is  characterized  by  petechiae  or  abnormal  bleeding 
associated  with  normal  bleeding  time,  normal  plate- 
let count,  normal  coagulation  time,  normal  clot  re- 
traction and  normal  prothrombin  time.  The  tourni- 
quet test  is  abnormal  in  some  of  these  patients  but 
not  in  all. 

Purpura  may  occur  in  many  disorders  and  may 
be  the  presenting  symptom.  It  occurs  in  meningoc- 
cemia.  Rickettsial  infections,  scarlet  fever,  cardio- 
vascular disease,  particularly  when  associated  with 
uremia  or  bacterial  endocarditis,  disseminated  lupus, 
vitamin  C deficiency  and  allergic  disorders.  In 
most  instances  the  proper  diagnosis  can  be  made 
by  clinical  observation  combined  with  the  proper 
study  of  die  bacteriology  and  chemistry.  Usually 
the  bleeding  in  this  group  is  confined  to  tlie  skin 
and  mucous  membranes  and  is  not  severe.  When 


G.P.  64  W.M.  C.C.  “Hemorrhages” 

Hist.:  12  Mo.  Ago — Hem.  After  Tooth  Extracted.  4 Mo.  Duration 
Epistaxis.  Bleeding  Gums,  Melena,  Petechiae  on  Extrem. 

Poor  Response  to  Transfusion,  Liver  Extr.,  Folic  Acid,  Rutin. 

Exam.:  Pallor,  Petechiae,  Ecchymoses,  Bleeding  Gums. 

Liver  8 CM.  Spleen  7 CM.  Sternum  Tender. 

Lab.: 

Hb.  R.B.C.  W.B.C.  Bl.  T.  T.T.  Plate  Co.  T.  Pro.  T.  Cl.  R. 
6.6  2.1  6.0  30  + 0 N 15/13  ? 

Differential  Count: 

Bl.  Pro.  Myel.  Juv.  Bland.  Seg.  Lym.  Mon.  Nrc.  Mega. 
Blood  1 4 32  1 7 32  15  5 23  — 

Marrow  8 12  32  10  19  11  6 0 15  Pres. 

Diag. : Leukemia,  Chronic,  Myelogenous,  Thrombocytopenia,  Secondary. 
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allergy  is  the  responsible  factor,  transudation  of 
fluid  and  blood  into  the  intestinal  wall  or  periar- 
ticular tissue  may  present  a puzzling  and  compli- 
cated picture.  Such  cases  are  known  as  Henoch’s 
or  Schonlein’s  purpura.  Fortunately  such  isolated 
manifestations  of  allergy  are  rare.  Most  often  they 
are  accompanied  by  more  common  allergic  signs 
and  symptoms. 

Therapy  in  this  group  is  directed  towards  cor- 
recting the  underlying  defect.  Vitamin  C and  rutin 
may  be  of  benefit  in  some  cases. 

A case  of  this  type  is  presented  in  chart  7.  This 
youngster  had  joint  pain  and  swelling,  abdominal 


sex  may  transmit  the  disease  with  or  without  mani- 
festation of  abnormal  bleeding. 

The  etiology  and  pathogenesis  are  generally  con- 
sidered unknown.  Direct  visualization  of  the  cap- 
illaries in  patients  with  this  disorder  is  said  to 
reveal  that  tlie  capillaries  are  distorted  in  appear- 
ance and  fail  to  contract  properly  after  needle  punc- 
ture. Other  authors  have  not  confirmed  these  ob- 
servations®’^®. We  have  studied  the  capillaries  in 
two  patients  of  this  type  and  in  both,  the  capillaries 
appeared  distorted  and  in  one  capillary  contraction 
appeared  to  be  faulty. 

Fortunately  pseudohemophilia  is  rare.  Only  about 


H.  K.  2Y2  W.M.  No.  144009.  CC  "Pain  In  Abdomen” 

Hist.:  3 Wks.  Prev. — Pain,  Redness,  Swelling  Knee  and 
Upper  Leg  of  5 Days’  Duration. 

2 Wks.  Prev. — Vomited  Small  Amt.  Blood 
1 Wk.  Dur. — Red,  Pruritic  Papules  Legs 
1 Da — Rio  Pain,  Vomiting,  2 Normal  B.M. 

Exam.:  Red  Maculopapular  Lesions  Legs  and  Buttocks 
No  Fading  on  Pressure;  Older  Ones  Pigmented. 

E K G,  Sed.  R.,  X-ray  Chest — Normal. 

Hb.  R.B.C.  W.B.C.  Bl.  T.  T.T.  Plate  Co.  T.  Pro.  T.  Cl.  R. 
12.0  5.0  11.0  2 0 500  3 15/15  N 

Elimination  Diet — Lesions  Faded. 


Tomatoes — In  6 Hrs.  Pruritus  Erythematous  and  Purpuric  Lesions. 
Diag. : Allergic  Purpura. 

Chart  VII 


pain  and  vomiting,  fortunately  associated  with  some 
skin  lesions.  The  character  of  the  skin  lesions  and 
the  character  of  the  swelling  of  the  knee  were  very 
helpful  in  this  diagnosis.  The  disappearance  of  the 
lesions  on  an  elimination  diet  and  their  reappear- 
ance on  the  administration  of  tomatoes  clearly 
established  it  as  a sensitivity  reaction. 

B.  Pseudohemophilia.  Pseudohemophilia  is  char- 
acterized by  prolonged  bleeding  time,  normal  coagu- 
lation time,  normal  clot  retraction,  and  normal 
platelet  count.  The  tourniquet  test  is  said  to  be 
positive  in  about  half  the  cases.  The  abnormal 
bleeding  is  generally  manifested  by  ecchymoses,  oc- 
casionally by  hemarthroses,  rarely  by  petechiae. 
This  unusual  disease  was  first  described  by  Von 
Willebrand®  in  1926.  When  he  investigated  a fam- 
ily of  58  members,  23  of  whom  had  abnormal  bleed- 
ing. There  appears  to  be  a familial  factor  in  the 
disease  which  affects  both  male  and  female.  Either 


73  cases  have  been  reported  in  the  literature  up  to 
November,  1946^®.  Twenty-seven  per  cent  had  some 
familial  history  of  bleeding.  Hemorrhage  most  fre- 
quently occurred  from  the  nose,  skin,  gums  and 
surgical  incisions. 

Treatment  is  unsatisfactory.  It  is  confined  to 
the  prevention  of  trauma,  reduction  of  surgical  and 
dental  risks  to  a minimum  and  the  use  of  pressure 
and  local  hemostatics  when  active  bleeding  is  pres- 
ent. Transfusions  are  not  accompanied  by  the  dra- 
matic cessation  of  the  bleeding  that  sometimes  occurs 
in  patients  with  hemophilia. 

Chart  8 is  presented  as  an  example  of  this  rare 
disease.  The  family  history  and  laboratory  tests 
are  typical. 

C.  Hereditary  Telangiectasia.  Hereditary  hemor- 
rhagic telangiectasis  is  a rare  di.sease  characterized 
by  small  localized  groups  of  maldeveloped  blood 
vessels.  All  tests  concerned  with  hemostasis  are  nor- 
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F.S.  i W.M.  No.  133643 

Hist:  11  Hosp.  Adm.  in  3 Yrs.  For  Bleeding  After  Slight 
Trauma  of  Mouth,  Gums,  Nose.  Ecchymoses  Oc- 
curred, No  Petechiae  or  Hemarthrosis. 

One  Sister  Died  at  9 Mo.  With  Purp.  and  Bleeding 
4 Other  Siblings,  Mother  and  Father  Alive,  Well 

Bl.  T.  T.T.  Plate  Co.  T.  Pro.  T.  Cl.  R. 


Patient 27  0 304  6 N N 

Mother 3 0 N 12  — N 

Father  3 0 N 12  — N 


HB.  R.B.C.,  W.B.C.,  Smears — Normal. 

Diagnosis:  Pseudohemophilia. 

Died  Before  4 Years  of  Age.  ' 

Autopsy:  .Ml  Abnormalities  Could  be  Attributed 
To  Bleeding. 

Chart  VIII 

mal  in  these  patients.  However,  the  bleeding  time 
from  the  faulty  vessels  is  prolonged.  Both  sexes 
are  affected  and  transmit  the  disease  with  or  with- 
out abnormal  bleeding. 

Bleeding,  particularly  epistaxis,  usually  first 
manifests  itself  late  in  the  first  decade,  while  visible 
telangiectases  are  frequently  not  present  before  the 
tliird  or  fourth  decade. 

Characteristic  lesions  are  small  angiomata  which 
most  usually  occur  on  the  nose,  mouth,  face  or  neck. 

Since  the  clotting  mechanism  is  normal,  treat- 
ment is  confined  to  local  pressure  or  cauter>’  when 
active  bleeding  is  present. 

Hemorrhagic  Disorders  Associated  With 
Faulty  Blood  Coagulation 

A.  Hemophilia.  Hemophilia  is  a blood  dyscrasia 
generally  familial  in  nature  which  is  confined  to 
males  and  transmitted  by  females.  Thus  the  sons  of 
an  affected  male  are  normal  and  do  not  transmit  the 
disease,  while  the  daughters  are  clinically  normal 
but  are  capable  of  transmitting  the  defect  to  their 
sons  and  the  recessive  characteristic  to  their  daugh- 
ters. Although  it  is  theoretically  possible  for  hemo- 
philia to  occur  in  females  if  the  hemophilic  patient 
marries  a hemophilic  carrier,  Wintrobe  states  that 
no  authentic  ca,se  of  a female  bleeder  of  the  hemo- 
philic type  is  known. 

Hemorrhage  manifests  itself  early  in  life  and 
occurs  in  response  to  trauma  which  at  times  is 
quite  slight.  Bleeding  may  occur  in  the  subcuta- 
neous tissue,  muscles,  joints  or  mucous  membranes 
of  the  nasopharynx,  gastro-intestinal  tract  or  genito- 
urinary tract.  Some  joint  deformity  is  nearly  al- 


ways present  in  the  hemophiliac  of  long  standing. 
The  diagnosis  can  be  established  by  laboratory  pro- 
cedures. An  abnormally  long  coagulation  time  is 
characteristic  but  there  is  marked  spontaneous  va- 
riation in  the  result  of  this  test  from  time  to  time. 
Although  the  blood  may  not  coagulate  for  hours, 
when  clotting  has  occurred,  clot  retraction  is  nor- 
mal. Bleeding  time,  prothrombin  time  (Quick 
method),  tourniquet  test  and  platelet  counts  are 
normal. 

Numerous  theories  have  been  advanced  to  ex- 
plain  the  faulty  coagulation  of  the  blood  in  patients 
with  hemophilia.  One  is  tlie  conception  that  the 
platelets  in  this  condition  do  not  disintegrate  nor- 
mally and  coagulation  fails  to  occur  because  of  the 
lack  of  active  thromboplastin.  This  theory  is  based 
on  the  observation  that  the  platelets  are  normal  in 
number.  Whereas  the  addition  of  calcium,  fibrinogen 
or  prothrombin  does  not  affect  coagulation,  the  ad- 
dition of  thromboplastin  reduces  the  coagulation 
time  to  normal.  A recent  investigator'*  has  con- 
cluded that  the  platelet  is  the  source  of  an  enzyme 
which  activates  the  precursor  of  thromboplastin, 
which  is  a plasma  constituent.  The  idea  that  the 
platelets  do  not  disintegrate  normally  is  consistent 
with  this  new  conception.  Studies  by  other  au- 
thors’^-^®-^^  have  indicated  that  the  factor  deficient 
in  hemophilia  is  a plasma  component  and  that  it 
is  most  abundant  in  Fraction  of  the  plasma 
proteins.  This  substance  is  commonly  referred  to  as 
the  “globulin  substance”. 

Treatment  of  hemophiliac  bleeding  consists  of 
supplying  this  globulin  substance  by  means  of 
plasma,  transfusions,  or  more  concentrated  prepara- 
tions. This  concentrated  “globulin  substance”  is 
still  in  the  experimental  stage  and  is  not  available 
to  the  general  public.  Good  reports  of  the  use  of 
this  substance  locally  and  parenterally  have  been 
made^^-^^’^^.  We  have  had  no  experience  with  the 
use  of  this  preparation. 

B.  Prothrombin  Deficiency.  Prothrombin  defi- 
ciency is  characterized  by  abnormal  bleeding  asso- 
ciated with  a prolonged  prothrombin  time.  The 
bleeding  time,  clotting  time,  clot  retraction,  platelet 
count  and  tourniquet  test  are  normal. 

The  deficiency  arises  as  a result  of  failure  of 
absorption  of  vitamin  K in  optimal  amounts  from 
the  intestine  or  as  a result  of  hepatic  damage  suf- 
ficient to  reduce  prothrombin  formation  even  though 
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vitamin  K may  be  present  in  optimal  amounts. 
Similar  deficiencies  have  been  reported  in  some 
cases  characterized  by  severe  diarrhea  and  there 
have  been  reported  a few  cases  of  unexplained 
prothrombin  deficiency  of  the  so  called  “constitu- 
tional type”.  Quick^  has  pointed  out  that  abnormal 
bleeding  rarely  occurs  until  the  prothrombin  level 
falls  below  20  per  cent  of  normal.  Treatment  con- 
sists of  efforts  to  correct  the  underlying  disease  and 
administration  of  vitamin  K and  whole  blood. 

The  findings  in  a patient  with  liver  disease  as- 
sociated with  prothrombin  deficiency  are  presented 
in  chart  9.  Further  evidence  of  liver  damage  is 


ly  enough,  some  of  the  cases  of  afibrinogenemia 
have  survived  until  adult  life.  We  have  not  recog- 
nized any  instances  of  this  rare  disorder. 

Summary  and  Conclusions 

1.  A classification  of  the  states  characterized  by 
abnormal  bleeding  has  been  presented. 

2.  Our  present  concept  of  these  states,  differen- 
tial diagnosis,  and  treatment  is  discussed  briefly. 

3.  Although  our  knowledge  of  the  hemorrhagic 
diseases  is  incomplete,  usually  the  correct  diagno- 
sis can  be  made  with  the  aid  of  procedures  that  are 
relatively  easy  to  perform  and  interpret  even  though 


G.W.L.  45  W.M.  CC  “Nose  Bleeds”  3 Yrs. 


Hist.:  Bled  Freely  All  His  Life,  As  Did  Twin  Brother. 

Epistaxis  Hemoptysis  Hoarseness  Incr.  3 Yrs. 

Hematemesis  and  Tarry  Stools  6 Wk.  Ago. 
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given  by  alcoholic  history,  splenomegaly,  hepa- 
tomegaly, edema  of  the  feet  and  results  of  the  other 
liver  function  tests.  Many  spider  telangiectases 
were  present  on  the  face,  trunk  and  extremities, 
fl'herapy  was  directed  toward  improving  liver  func- 
tion and  consisted  of  high  protein,  high  carbohy- 
drate, low  fat  diet  and  large  amounts  of  vitamins. 

C.  Fibrinogen  Deficiency.  Abnormal  bleeding 
may  be  associated  with  a prolonged  coagulation 
time  and  low  fibrinogen  content  of  the  blood.  Such 
a condition  is  unusual  but  may  arise  in  the  presence 
of  severe  liver  disease. 

A very  rare  condition  known  as  constitutional 
fil)rinogenemia  has  been  reported  a few  times  in  the 
literature’®.  In  this  xare  condition  the  blood  fails 
to  coagulate.  It  may  be  differentiated  from  hemo- 
philia by  the  fact  that  in  hemophiliac  blood,  coagu- 
lation is  delayed  but  does  occur  and  can  be  ac- 
celerated by  addition  of  thromboplastin.  The 
addition  of  thromboplastin  will  not  cause  coagula- 
tion of  blood  in  which  fibrinogen  is  absent.  Strange- 


the  mechanisms  involved  are  complex  and  poorly 
understood. 
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Discussion 

Dr.  Juli.4Ni  R.  Beckwith,  Clifton  Forge:  This  is  cer- 
tainly a concise  valuable  review  which  gives  a lot  of 
useful  information  in  a short  space.  The  mechanism  of 
blood  clotting  is  clearly  reviewed  and  the  classification  of 
hemorrhagic  disease  given  is  one  that  should  be  very 
helpful,  particularly  when  used  in  conjunction  with  the 
table  of  laboratory  tests  for  working  out  a given  case 
with  hemorrhagic  manifestations. 

I should  like  to  comment  briefly  on  several  points: 
First,  thrombocytopenic  purpura.  It  has  also  been  our 
experience  that  the  question  of  splenectomy  is  difficult  to 
decide;  that  is,  which  cases  should  have  splenectomy 
and  when  it  should  be  done.  The  patient  who  is  doing 
poorly  appears  to  need  a radical  procedure  but  looks  as 
if  he  cannot  survive  it,  while  with  the  patient  who  is  in 
remission  and  doing  well,  one  hesitates  to  advise  a 
serious  abdominal  operation  such  as  splenectomy.  How- 
ever, individuals  who  have  chronic  idiopathic  thrombo- 
cytopenic purpura  and  who  have  had  one  or  more  severe 
crises  should  very  probably  have  their  spleens  removed. 
This  is  particularly  true  for  females.  The  crux  of 
safety  probably  lies  in  having  plenty  of  blood  available 
during  and  after  the  operation,  as  so  well  brought  out  by 
Dr.  Holt. 

Second,  I should  like  to  ask  Dr.  Holt  about  the  value 
of  rutin  in  hereditary  hemorrhagic  telangectasia.  We 
have  one  case  who  is  typical  and  another  who  has  a 
number  of  telengectasic  areas  on  the  skin  and  a history 
of  recurrent  episodes  of  gastro-intestinal  hemorrhage. 

Third,  dicumarol  therapy  has  recently  been  used  a 
great  deal  in  thromboembolic  disease  and  to  a lesser 


extent  in  coronary  thrombosis  with  myocardial  infarc- 
tion. We  have  had  the  experience  that  occasionally  it 
is  very  difficult  to  produce  an  effect  on  the  prothrombin 
time  by  the  administration  of  the  usual  dose  while  at 
other  times  this  same  dose  will  produce  marked  lengthen- 
ing. I should  also  like  to  ask  what  Dr.  Holt  and  Dr. 
Leavell  consider  a safe,  yet  therapeutic  level  for  the 
prothrombin  time. 

Dr.  Edwin  P.  Lehman,  Charlottesville:  No  more  dif- 
ficult problem  is  faced  by  the  surgeon  than  the  choice 
of  time  for  splenectomy  in  thrombocytopenic  purpura. 
One  always  hopes  that  bleeding  will  cease  and  that 
splenectomy  can  be  done  in  the  interval  between  crises. 
With  modern  advances  in  anesthesia  and  the  support  of 
the  patient  on  the  operating  table,  particularly  with  trans- 
fusions, it  might  be  expected  that  immediate  operative 
death  from  splenectomy  even  in  the  presence  of  active 
hemorrhage  should  not  occur.  There  is  a definite  tend- 
ency toward  operation  during  the  crisis  when  it  becomes 
certain  that  the  bleeding  episode  is  a major  one.  I be- 
lieve that  this  tendency  is  justified  and  that  we  can  ex- 
pect with  adequate  transfusions  to  carry  these  people 
through  not  only  the  operation  but  the  immediate  post- 
operative period  in  a considerable  proportion  of  cases 
until  the  effect  of  the  splenectomy  is  established.  It 
does  not  seem  justified  at  the  present  day  to  allow  per- 
sons to  bleed  to  death  while  waiting  for  what  has  tra- 
ditionallj'  been  considered  the  optimum  time  for  operation. 

Dr.  Hoi.t,  closing  discussion:  We  have  had  very  little 
experience  with  rutin  and  there  are  only  a few  reports 
in  the  literature  concerning  its  use.  Judging  from  in- 
formation in  these  reports  and  from  descriptions  of  the 
pathological  defect  of  familial  hemorrhagic  telangiectasia, 
I do  not  believe  that  rutin  will  be  of  much  benefit,  if 
any,  in  this  disease. 

We  have  had  experiences  similar  to  those  of  Dr. 
Beckwith  with  the  use  of  dicumarol.  However  in  reply 
to  his  question  we  consider  a prothrombin  time  in  the 
neighborhood  of  24  to  30  seconds  with  a control  of  12 
seconds  to  be  a safe  and  effective  prothrombin  level 
with  dicumarol  therapy 

In  relation  to  this  question,  I would  like  to  mention 
a recent  report  by  Dr.  E.  V.  Allen,  et  al,  on  the  use 
of  dicumarol  in  more  than  2,000  patients  in  the  Mayo 
Clinic.  In  their  discussion  of  the  dose  of  dicumarol  they 
mention  the  confusion  which  exists  over  the  terms  of 
“prothrombin  time”  and  “prothrombin  percentage”.  They 
state  that  there  is  no  linear  relationship  between  these 
terms.  They  have  found  that  a prothrombin  percentage 
within  the  range  of  10  per  cent  to  30  per  cent  has  been 
safe  and  effective. 

Prothrombin  “time”  can  be  converted  to  prothrombin 
“percentage”  or  vice  versa  only  by  use  of  a graph  pre- 
pared by  plottin,-;  the  prothrombin  times  of  known  serial 
dilutions  of  normal  plasma  with  the  dilutions  which  are 
expressed  as  percentage  of  prothrombin.  The  normal 
undiluted  plasma  is  considered  to  be  100  per  cent.  The 
prothrombin  time  for  normal  plasma  may  vary  from  12 
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to  19  seconds.  This  normal  variation  is  due  to  dif- 
ference in  lots  of  thromboplastin  used  in  the  determina- 
tions. 

For  illustration  a prothrombin  time  of  35  seconds  with 
a normal  control  of  12  seconds  does  not  have  the  same 
significance  as  a prothrombin  time  of  35  seconds  with  a 
control  of  17  to  19  seconds.  The  prothrombin  percent- 


age of  the  first  example  may  appear  to  be  about  33  per 
cent  and  the  second,  about  50  per  cent.  However,  when 
properly  calculated  from  a graph  these  are  about  12 
per  cent  and  20  per  cent,  respectively. 

Reports  can  be  standardized  and  some  confusion  avoided 
by  use  of  prothrombin  percentage  in  reports  by  all  labora- 
tories. 


Floral  Eponym 

Shortia  Galacifolia — Gray 
Charles  Wilkins  Short,  1794-1863 

' I ’HIS  plant  which  Dr.  Asa  Gray  pronounced  “perhaps  the  most  interesting  plant 
in  North  America”  has  a particularly  personal  interest  for  me,  since  the  material 
that  was  the  basis  for  this  sketch  was  loaned  to  me  bv  Mrs.  John  W.  Price,  Jr.,  of 
Louisville,  a great  granddaughter  of  Dr.  Short,  and  I was  privileged  this  Spring  to 
see  this  rare  plant  growing  in  Dr.  William  T.  Sanger’s  lovely  woods  garden. 
Shortia  is  a genus  consisting  of  two  species  of  low  growing  evergreen  herbs,  which 
are  natives  of  North  and  South  Carolina  and  of  Japan.  How  this  plant  was  dis- 
covered by  .^sa  Gray  in  the  unnamed  section  of  the  Michaux  herbarium  in  Paris  and 
how  Dr.  Gray  named  it  for  his  friend.  Dr.  Short,  is  an  interesting  ston^  as  told  by 
Charles  F.  Jenkins  in  the  .Arnoldia  (2:13,1942).  .\ndre  Michaux  discovered  the 
plant  in  the  high  mountains  of  North  Carolina  in  December  1788.  Dr.  Gray  searched 
in  vain  for  a living  specimen  for  more  than  forty  years.  It  was  not  until  May  1877 
that  the  plant  was  rediscovered  on  the  banks  of  the  Catawba  River  near  Marion,  N.  C. 
Since  then  it  has  been  found  in  many  places  in  the  western  parts  of  the  Carolinas. 
It  usually  is  found  growing  on  steep  banks  in  the  shade  of  rhododendrons  or  tall 
kalmias.  ' 

Charles  Wilkins  Short,  a native  of  Kentucky,  graduated  from  the  University  of 
Pennsylvania  in  1815,  his  thesis  being  “The  Virtues  of  Jun'perus  Sabina”.  ^Vhile 
a student  in  Philadelphia,  he  became  the  favorite  of  Caspar  Wistar.  He  first  located 
in  Hopkinsville  where,  as  Kelly  expressed  it,  “he  gathered  patients  and  plants”.  In 
1828  he  and  John  Esten  Cook  founded  The  Transylvania  Journal  of  Medicine.  Later 
he  was  professor  of  materia  medica  and  medical  botany  in  Transvlvania  University 
where  Benjamin  W.  Dudley  and  Daniel  Drake  were  his  colleagues.  In  1837  on 
account  of  faculty  squabbles,  he  and  Drake  went  to  the  UniversiW  of  Louisville. 
Twelve  years  later  he  retired  to  “Hayfield”  five  miles  out  of  Lou'sville  to  enjov  “an 
elegant  leisure”  in  his  herbarium.  Short’s  writings  v,'ere  almost  entirelv  botanical 
and  he  carried  on  an  extensive  correspondence  with  botanists  on  both  sides  of  the 
Atlantic.  .A.ccording  to  Kelly  (Some  American  Medical  Botanists)  other  plants  besides 
Shortia  galacifolia  were  named  for  him:  Ve.sicaria  Shortia,  Phaca  Shortia.  Astor 
Shortia,  and  Carex  Shortia,  but  only  tbe  Astor  Shortia  appears  in  the  garden  dic- 
tionaries and  cyclopedias  of  today. 
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THE  SUCCESSFUL  TREATMENT  OF  GOLD  DERMATITIS  WITH 
BRITISH  ANTI-LEWISITE:  A CASE  REPORT* 


Lloyd  F.  Moss,  M.D., 

and 

Elam  C.  Toone,  Jr.,  M.D., 

Richmond,  Virginia. 


It  is  the  oj)inion  in  many  of  the  large  arthritic 
clinics  of  this  country  that  gold  therapy  judiciously 
used  and  combined  with  general  supportive  meas- 
ures offers  the  best  therajx^utic  a])proach  to  rheuma- 
toid arthritis'-^-^’^. 

Because  of  the  high  incidence  of  toxic  reactions 
reported  (10^4  to  45%),  there  h as  been  a hesitancy 
( n the  part  of  many  physicians  to  employ  this  use- 
ful but  potentially  dangerous  drug.  Some  of  the 
more  serious  reactions  encountered  during  gold 
therapy  have  lieen  acute  yellow  atrophy  of  the  liver, 
agranulocytosis,  aplastic  anemia,  severe  exfoliative 
dermatitis,  ulcerative  enteritis,  and  purpura  hemor- 
rhagica. Fatal  reactions  have  been  reported  in  as 
high  as  3%  of  the  cases  treated  but  recently  under 
more  careful  management,  this  has  been  reduced  to 
less  than  .5%^.  Many  types  of  skin  reactions  other 
than  exfoliative  dermatitis  have  been  reported  fol- 
lowing gold  therapy.  These  include  herpes,  leu- 
koplakia, lichen  planus,  papular  eruptions,  mor- 
billiform rash,  erythema  nodosum,  and  folliculitis^. 
Most  of  the  milder  forms  of  rash  have  usually  dis- 
appeared spontaneously  within  several  weeks  fol- 
lowing the  discontinuance  of  the  drug. 

Recently  there  have  been  reported  in  the  litera- 
ture several  cases  of  untoward  reactions  to  gold 
therapy  successfully  treated  with  British  anti-Lewis- 
ite  (B.A.L.)®’®-'^’*’^.  This  drug  was  developed  dur- 
ing the  last  war  as  an  antidote  to  arsenic  which 
was  the  principal  toxic  agent  of  many  poisonous 
gases.  It  has  also  been  used  extensively  and  suc- 
cessfully in  the  numerous  manifestations  of  arsenic 
intoxication  arising  from  other  sources  such  as  that 
encountered  in  anti-luetic  therapy.  Further  studies 
have  demonstrated  its  value  in  acute  systemic  mer- 
cury poisoning'®. 

The  toxic  action  of  arsenic  has  been  explained 

*From  the  Medical  Service,  McGuire  Veterans  Ad- 
ministration Hospital,  Richmond,  Virginia,  and  the  De- 
partment of  Medicine,  Medical  College  of  Virginia, 
Richmond,  Virginia. 

Published  with  permission  of  the  Chief  Medical  Di- 
rector, Department  of  Medicine  and  Surgery,  Veterans 
Administration,  who  assumes  no  responsibility  for  the 
opinions  expressed  or  conclusions  drawn  by  the  authors. 


Ity  demonstrating  that  arsenic  combines  with  the 
sulfhydryl  (-SH)  comjxrund  in  the  tissues  and 
prevents  these  compounds  from  taking  part  in  the 
essential  oxidation  and  reduction  processes  of  tis- 
sue metabolism.  British  anti-Lewisite  was  found  to 
have  a greater  affinity  for  the  arsenic  than  the  sulf- 
hydr}-l  groups  and  to  form  with  it  a more  stable 
cempound,  thereby  releasing  the  sulfhydryl  groups 
to  carry  on  their  vital  enzymic  action". 

Because  of  its  successful  use  in  other  heavy  metal 
]ioisoning,  British  anti-Lewisite  was  used  in  gold 
toxicity  and  has  been  successful  in  the  majority  of 
cases  so  far  reported. 

The  following  is  a case  report  of  a patient  with 
advanced  psoriatic  rheumatoid  arthritis,  who,  after 
showing  a good  response  to  gold  therapy  developed 
a toxic  dermatitis  which  Avas  treated  successfully 
with  British  anti-Lewisite  (B.A.L.)  : 

Case  Report 

This  51  year  old  white  male  was  admitted  to  the 
Veterans  Administration  Hospital,  Richmond,  Vir- 
ginia, on  November  1,  1946,  complaining  of  ar- 
thritis of  14  years’  duration.  His  history  revealed 
that  he  was  well  and  working  as  an  auditor  until 
1932  when  he  developed  pain,  swelling,  heat,  and 
'•edness  of  his  left  ankle.  This  subsided  spontane- 
ously. Following  this,  the  left  knee  and  ankle  be- 
came swollen  and  painful.  For  the  next  12  years 
the  patient  had  numerous  exacerbations  and  remis- 
sions of  his  arthritis,  always  involving  his  left  knee 
and  ankle.  He  was  hospitalized  on  numerous  oc- 
casions and  treated  with  heat  and  salicylates.  Be- 
tween attacks,  the  patient  was  able  to  work  but 
noticed  increasing  stiffness  and  progressive  enlarge- 
ment of  the  left  knee.  In  the  spring  of  1945,  the 
])atient  developed  an  infection  of  the  nails  of  his 
right  hand  and  right  foot.  The  arthritis  of  his  left 
knee  and  ankle  became  much  worse  at  this  time.  He 
nas  liosp'talized  and  treated  for  a “fungous  infec- 
tion” of  his  nails  and  arthritis.  He  liecame  pro- 
gressively worse  and  by  July,  1946,  there  was  in- 
volvement of  the  right  knee,  both  elbows,  and  the 
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right  shoulder.  As  the  arthritis  became  worse,  there 
developed  oval  areas  of  scaly  red  rash  on  both 
knees,  the  forehead,  and  buttocks.  The  patient  lost 
weight,  from  160  to  111  pounds.  He  then  applied 
for  admission  to  this  hospital. 

Physical  examination  on  admission  revealed  a 
thin,  emaciated,  pale,  poorly  nourished  white  male 
unable  to  walk  because  of  severe  flexion  deformities 
of  the  knees  and  appearing  chronically  ill.  Tem- 
perature 100°F,  pulse  100  per  minute,  blood  pres- 
sure 120/70,  and  weight  115  pounds.  There  was  a 
pallor  of  all  mucous  membranes.  The  skin  revealed 
dry,  reddish,  oval  patches  covered  with  whitish, 
silvery  scales  located  on  the  forehead,  elbows,  knees, 
and  both  buttocks  which  were  typical  of  psoriasis. 
The  fingernails  and  toenails  were  brittle,  very  pitted, 
crumbling,  and  deformed.  Surrounding  the  nails, 
the  periungual  tissue  was  red,  swollen,  and  pus 
could  be  expressed  on  pressure.  Both  elbows  were 
slightly  swollen,  warm,  and  extension  was  limited 
to  about  150  degrees.  There  was  only  slight  dis- 
comfort on  extreme  motions  of  the  wrists  but  no 
heat,  swelling  or  deformity.  Both  knees  were  very 
much  enlarged,  warm,  and  painful  on  movement. 
Motion  of  the  left  knee  was  limited  from  85  to  115 
degrees  and  the  right  knee  from  65  to  175  degrees. 
There  was  marked  muscle  atrophy  of  both  the 
lower  and  upper  extremities  and  both  ankles  were 
moderately  enlarged  and  stiff.  Examination  of  the 
spine  was  essentially  negative  and  the  ch-'st  expan- 
sion was  two  inches.  Pliysical  examination  of  the 
head,  neck,  chest,  heart,  abdomen  and  the  nervous 
system  was  negative. 

Laboratory — Blood:  Hemoglobin  7 _gm.,  red  blood 
cells  2,400,000,  white  blood  cells  7,700,  polymor- 
phonuclears  66%,  lymphocytes  28%,  monocytes  6%. 
Sedimentation  rate  21  mm.  Hematocrit  24.  The 
Kahn  test  was  normal.  Urinalysis:  Clear,  amber, 
albumen  negative,  sugar  negative,  1-3  red  blood 
cells,  3-5  white  blood  cells,  specific  gravity  1.015. 

X-ray:  “Examination  of  the  spine  (.A-P  and 
lateral  views)  from  the  first  cervical  down  to  and 
including  the  sacrum  shows  a loss  of  the  normal 
lordotic  curve  of  the  cervical  spine.  Aside  from  a 
moderate  degree  of  osteoporosis  of  all  the  bcmes,  no 
abnormality  is  noted.  Left  hand:  A marked  de- 
gree of  osteoporosis  of  all  the  bones  is  noted.  There 
is  a fusiform  swelling  of  a moderate  degree  in  the 
region  of  the  proximal  interjjhalangeal  joints  of  all 


the  fingers.  Roentgen  appearance  is  that  of  rheu- 
matoid arthritis.  Right  hand:  Changes  such  as 
described  in  the  left  hand  are  present  here.  Left 
knee:  A moderate  degree  of  osteoporosis  of  all  the 
bones  comprising  the  joint  is  noted.  A moderate 
soft  tissue  swelling  is  present  about  the  entire  joint 
as  well  as  in  the  joint  proper.  There  is  evidence 
of  erosion  of  the  bone  on  the  lateral  and  mesial 
surfaces  of  the  head  of  the  tibia  just  below  its  ar- 
ticular surface.  An  irregular  calcific  shadow  is  seen 
just  below  the  posterior  border  of  the  head  of  the 
fibula,  which  is  probably  within  the  joint  proper. 
The  condyles  of  the  femur  show  irregularity  of  all 
the  surfaces  as  does  the  patella.” 

Eor  the  first  four  months  of  hospitalization, 
therapy  was  directed  toward  improving  the  nutri- 
tion and  general  well  being  of  the  patient.  He  re- 
ceived a high  protein,  high  caloric,  high  vitamin 
diet,  supplemental  vitamins,  iron,  crude  liver  ex- 
tract, analgesics  for  discomfort,  and  a 500  cc.  whole 
blood  transfusion  once  a week.  The  psoriatic  le- 
sions with  secondary  infection  were  treated  with  wet 
dressings  of  1:2000  bichloride  of  mercury  solution 
and  penicillin,  30,000  units  every  three  hours  for 
five  days.  This  was  followed  by  crude  coal  tar 
ointment  and  ultraviolet  light.  In  spite  of  therapy 
and  correction  of  the  anemia,  the  arthritis  became 
progressively  worse,  especially  in  the  hands  and 
wrists.  The  metacarpophalangeal  and  proximal  in- 
terphalangeal  joints  of  both  hands  became  swollen, 
stiff,  hot,  and  painful.  There  developed  atrophy  of 
the  interossei  muscles  and  typical  ulna  deviation 
of  the  fingers  and  also  a pronounced  flexion  of  the 
distal  interphalangeal  joints  with  hyperextension  of 
the  proximal  interphalangeal  joints  of  the  third, 
fourth,  and  fifth  fingers  of  the  left  hand.  X-ray 
showed  additional  narrowing  of  the  joint  spaces 
and  osteoporosis. 

On  Eebruary  28,  1947,  sodium  aurothiomalate 
(myochrysine)  therapy  was  initiated.  He  received 
10  mgms.,  intramuscularly  once  a week  for  two 
weeks.  There  were  no  untoward  reactions  and  the 
dose  was  increased  to  25  mgm.  weekly  for  two  ad- 
ditional weeks 'and  then  increased  to  50  mgm.  once 
a week.  A complete  blood  count,  sedimentation  rate, 
and  platelet  count  were  done  once  a week,  and  a 
urinalysis  twice  a week.  Transfusions  and  general 
supportive  therapy  were  continued.  Posterior  plas- 
ter splints  were  applied  to  prevent  further  flexion 
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deformity  of  the  knees  but  because  of  the  severe 
pain  and  discomfort  caused  the  patient,  this  had 
to  be  discontinued.  Dry  heat  was  given  to  both 
knees  daily  by  use  of  the  heat  cradle. 

There  were  remissions  and  exacerbations  of  all 
the  joints  involved  but  the  exacerbations  became 
milder  and  shorter  and  the  remissions  longer.  The 
patient  developed  a sense  of  well  being  and  began 
to  get  up  in  a wheel  chair  and  be  about  the  ward. 
By  June,  1947,  both  knees  had  become  much  smaller 
and  appeared  quiescent.  Physiotherapy,  consisting 
of  heat,  massage,  and  passive  motion  was  started. 
Motion  of  the  right  knee  increased  to  180  degrees 
and  the  left  knee  to  about  130  degrees,  and  pain 
on  motion  became  much  less  in  the  knees  and  hands. 
There  remained  the  residual  deformity  of  the  hands 
and  feet.  The  sedimentation  rate  remained  ele- 
vated to  between  20  and  32  mm.  per  hour. 

Co-existent  with  the  joint  improvement,  there  was 
a very  marked  improvement  in  the  psoriasis.  At 
this  time,  the  patient  w'as  also  receiving  “Sas-Par” 
(Bischoff).  The  lesions  on  the  forehead,  knees, 
and  elbows  disappeared.  Those  on  the  buttocks  be- 
came much  less  and  the  nails  improved  to  a strik- 
ing degree. 

On  .\ugust  10,  1947,  the  patient  noticed  pruritus 
of  the  lower  abdomen,  inguinal  folds,  and  upper 
thighs.  The  next  day,  a fine  maculo-papular  rash 
was  noticed  starting  on  the  lower  abdomen.  He 
had  received  890  mgm.  of  myochrysine  and  the 
drug  was  discontinued  at  once.  By  August  15,  1947, 
the  pruritus  had  become  intense  and  the  rash  had 
spread  up  over  the  abdomen  to  the  flexor  surfaces 
of  both  arms  and  down  over  the  upper  thighs.  Some 
papules  had  developed  pustular  crusts.  British  anti- 
Lewisite  (2,3  dimercaptopropanol,  B.A.L.),  10% 
in  peanut  oil,  was  given  in  doses  of  150  mgm.  four 
times  a day.  There  was  relief  from  the  pruritus 
and  on  August  17th,  the  dose  of  B.A.L.  was  reduced 
to  150  mgm.,  three  times  a day.  The  rash  was  fad- 
ing rapidly  and  on  August  18th,  the  dose  of  B.A.L. 
was  reduced  to  150  mgm.  twice  a day.  On  August 
19th,  there  was  an  exacerbation  of  the  rash  at  the 
original  sites  and  it  spread  also  to  both  axillae  and 
pectoral  folds,  across  the  chest  and  down  the  thighs. 
The  pruritus  again  became  intense.  The  dose  of 
B..\.L.  was  increased  to  150  mgm.  three  times  a 
day  for  eight  days.  The  pruritus  ceased  and  the 
rash  gradually  faded,  completely  disappearing  on 


.August  30th,  20  days  after  the  onset  and  15  days 
after  beginning  therapy  with  B.A.L.  There  has 
been  no  recurrence  since  the  drug  was  discontinued. 

While  receiving  the  B.A.L.,  the  patient  complained 
of  anorexia  and  a bad  taste  in  his  mouth  and  there 
was  an  odor  of  the  drug  on  his  breath  and  body.  No 
other  reactions  w’cre  noticed  and  these  all  disap- 
jieared  promptly  when  the  B.A.L.  was  stopped. 

About  five  days  after  the  B.A.L.  was  discon- 
tinued, there  was  an  exacerbation  of  pain,  swelling, 
and  heat  of  both  knees  and  both  wrists.  Concomi- 
tantly with  the  exacerbation  of  joint  involvement, 
there  was  a recurrence  of  the  psoriatic  lesions  on 
the  left  knee  and  palms  of  the  hands. 

Comment 

Statistics  have  shown  that  the  association  of  the 
psoriasis  and  rheumatoid  arthritis  is  of  real  sig- 
nificance and  more  than  a chance  occurrence.  Daw- 
son^^  reported  an  incidence  of  2.6%  in  1,000  cases 
of  rheumatoid  arthritis  as  compared  with  a much 
less  incidence  in  a large  number  of  cases  of  osteo- 
arthritis. Bauer^®  reported  2.7%  of  his  patients 
with  rheumatoid  arthritis  had  psoriasis  as  compared 
to  .7%  in  a similar  number  of  controls. 

Whether  there  is  some  factor  of  common  etiology 
is  a matter  of  conjecture,  since  the  etiology  of  both 
diseases  is  unknown. 

This  case  followed  the  pattern  of  many  other 
cases  reported  in  that  the  exacerbation  of  the  ar- 
thritis was  accompanied  by  exacerbation  of  the 
psoriatic  lesions  and  as  the  joint  manifestations  im- 
proved under  therapy,  the  psoriasis  improved  also. 

The  rapid  fading  of  the  toxic  dermatitis  under 
B.A.L.  therapy  is  very  encouraging.  This  case  and 
other  reported  cases  suggest  that  this  drug  has  defi- 
nite value  as  an  antidote  in  this  and  other  heavy 
metal  poisoning. 

Summary 

1 ( ) .A,  case  of  toxic  dermatitis  from  gold  is  pre- 
sented which  was  treated  successfully  with  British 
anti-Lewisite  (B..A.L.). 
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Women  Past  49  Respond  Best  To  Treatment 
For  Cancer  of  Cervix. 

Drs.  Harr>"  H.  Bowing  and  Robert  E.  Fricke  of 
the  !Mayo  Clinic,  in  July  10  issue  of  J.A.M.A., 
state  that  women  past  49  respond  more  favorably 
to  treatment  for  cancer  of  the  cervix  than  do  youngei 
women,  based  on  a study  made  of  3,798  patients  at 
the  clinic  from  1915  through  1944. 

\\’omen  49  or  older  responded  better  to  all  types 
of  treatment,  except  that  younger  women  were  more 
able  to  withstand  the  effects  of  surgery. 

Twenty-nine  per  cent  of  the  women  between  the 
ages  of  30  and  49  who  were  treated  before  1940 
and  who  were  traced  by  the  physicians  were  living 
five  or  more  years  after  leaving  the  hospital,  while 
in  the  40  to  69  group,  nearly  37  per  cent  were  living 
five  or  more  years  after  leaving  the  hospital. 

The  importance  of  early  treatment,  systematic 
examination  after  treatment,  individualized  ther- 
apy, and  the  harmful  effects  of  treatment  by  in- 
adequate methods  were  also  emphasized  in  the  study. 
Seven  types  of  treatment  were  used,  the  type  being 
determined  by  the  stage  of  the  disease,  the  patient’s 
condition  and  previous  treatment,  and  other  factors: 

(1)  Radium  therapy  (2)  Roentgen  therapy  (3) 
Surgery  (4)  Surgery,  radium  therapy,  and  roentgen 


therapy  (5)  Combined  radium  therapy  and  ro- 
entgen therapy  (6)  Surgery  and  radium  therapy, 
and  (7)  Surgery  and  roentgen  therapy. 

Combined  methods  are  often  more  successful  than 
any  method  used  alone,  the  study  points  out. 

The  importance  of  early  treatment  is  shown  by 
the  fact  that  among  the  patients  at  the  clinic  from 
1915  through  1939,  65  per  cent  of  those  treated 
in  an  early  stage  of  the  disease  and  who  were  traced 
by  the  physicians  were  living  five  years  after  leav- 
ing the  clinic. 

Joseph  Lister  and  Socialized  Medicine. 

Following  the  introduction  of  the  National  Health 
Serv’ce  in  Scotland  in  1865,  Joseph  Lister  was  ex- 
cluded from  the  government  employment  because 
“the  Minister  of  Health  had  been  fully  informed 
. . . that  the  use  of  carijolic  acid,  since  it  prevented 
the  formation  of  laudable  ])u^  was  inimical  to  the 
patient.  . . . The  IMiniHcr  of  Health  then  rose  to  say 
that  he  was  proposing  to  introduce  regulations  mak- 
ing the  use  of  carbolic  acid  and  sim  lar  sul)stances, 
loosely  de.scribed  by  Mr.  Lister  as  ‘antiseptics' 
(whatever  that  might  mean),  illegal  . . .".  (Walls, 
J.  C.  Brilish  Medical  Journal,  page  dlS  February 
14,  1948.) 
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SMALL  BOWEL  TUMORS- 
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♦ 

In  reviewing  the  literature,  and  standard  texts 
of  Surgery  and  Pathology,  it  soon  becomes  appar- 
ent that  small  bowel  tumors  have  been  neglected. 
This  is  surprising  when  it  is  considered  how  many 
different  types  of  tissue  make  uj)  the  structure  of  the 
bowel  wall,  and  hence  the  variety  of  tumors  which 
may  be  present.  Baker  and  Halley^  list  as  the  com- 
monest lesions  the  following:  lipomas,  adenomas, 
hemangiomas,  pancreatic  rests,  cysts,  and  fibromas, 
the  rarest  of  which  are  the  latter.  Botsford  and 
Seibel’s  series^  discloses  that  adenocaivinomas  are 
the  more  common,  especially  so  in  the  upper  reaches 
of  the  intestinal  tract,  .\rgentaffinomas  (carcinoids) 
were  second  and  lymphosarcoma  third  in  number. 
According  to  their  series,  benign  tumors  produced 
symptoms  much  less  frequently  than  did  malignant. 
W hether  malignant  tumors  are  more  prevalent  than 
benign  seems  to  vary  from  clinic  to  clinic.  Of  813 
tumors  of  the  entire  gastro-intestinal  tract  at  the  Army 
Institute  of  Pathology,  54  involved  the  small  bowel. 
Nine  were  carcinoma,  two  were  sarcoma,  and  the 
remainder  were  benign.^ 

The  literature  reveals  that  small  bowel  tumors 
vary  from  1 to  3%  of  all  tumors  of  the  gastro- 
intestinal tract.  It  has  been  conjectured  that  many 
exist  SATnptomless  which  may  account  for  their  rar- 
ity. Tumors  may  occur  anywhere  in  the  circum- 
ference of  the  bowel.  Pedunculated  tumors  are  more 
apt  to  cause  intussusception.  Natural  processes  may 
amputate  the  tumor,  and  cause  obstruction  at  a 
lower  level. 

-Ml  tumors  of  the  intestinal  tract  are  found  in  the 
search  for  melena  or  intussusception,  or  their  dis- 
covery is  accidental.  The  presence  of  melena  de- 
pends on  the  vascularity  of  the  tumor,  whether 
mucosal  changes  have  been  effected,  as  a result  of 
necrosis  or  ulceration,  or  with  ischemic  necrosis  of 
the  tumor. 

lason^  states,  of  all  the  intussusception  found, 
that  in  adults  is  only  about  5%.  It  may  occur  any- 

*From  the  Clinch  Valley  Clinic,  Richlands,  Va. 


where  from  the  stomach  to  the  rectum,  altliough  the 
laree  lx)wel  is  more  commonly  involved,  as  neo- 
plasms occur  more  commonly  at  that  site.  He  states 
further  that  in  adults  symptoms  are  vague  and  those 
of  mild  obstruction  predominate.  Differentiation 
from  ])eptic  ulcer  may  be  difficult  and  lason  states 
that  the  diagnosis  is  usually  made  surgically. 

Botsford  and  SeibeP  in  their  paper  present  meth- 
ods of  x-ray  diagnosis.  This  depends  on  early  barium 
contrast  studies.  They  illustrate  intussusception  of 
the  ileum  into  the  caecum  by  barium  enema.  They 
also  list  two  techniques  whereby  the  small  bowel 
may  be  studied.  One  method  consists  of  taking 
films  at  thirty  minute  inteiA’als  following  the  in- 
gestion of  the  barium  meal  until  it  clears  the  small 
intestine.  The  other  method  is  the  passage  of  a 
'Miller-Abbott  tube  and  the  introduction  of  a thin 
barium  mixture  at  various  stages  of  its  descent. 
They  mention  the  difficulty  of  revealing  benign  tu- 
mors due  to  the  overlap  of  succeeding  loops  of 
bowel;  however,  the  associated  intussusception  may 
be  discovered. 

Treatment  is,  of  course,  surgical,  following  ade- 
quate preparation  of  the  patient  with  transfusions, 
and  infusions  depending  on  the  condition  of  the 
patient.  lason  (ibid)  states  that  palliative  treat- 
ment of  intussusception  should  be  reserved  for  chil- 
dren. 

W’e  recently  had  a patient  whose  symptoms  were 
rather  characteristic,  but  who  was  much  more  ob- 
structed than  her  examination  would  have  led  us 
to  believe.  She  was  a thirty-eight  year  old,  un- 
married white  female  who  complained  of  rectal 
bleeding  of  one  week’s  duration,  associated  with  peri- 
umbilical pain.  Bowel  habits  were  normal  except 
for  the  bleeding.  She  had  vomited  twice  in  the  week 
preceding  admission.  The  blood  in  the  stools  was 
described  as  dark  in  color. 

The  patient  had  had  a barium  enema  two  years 
previously  and  it  revealed  a mild  colitis.  She  also 
had  had  surgery  for  “locked  bowels”  but  other  de- 
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tails  were  lacking  as  the  surgery  was  done  else- 
where. System  review  was  negative. 

Examination  revealed  a well  developed  and  nour- 
ished white  female  who  was  not  acutely  ill.  Blood 
pressure  was  120/68,  pulse  104,  temperature  was 
99.  Physical  examination  was  essentially  negative 
except  for  the  following  findings:  there  was  lower 
abdominal  tenderness  without  rigidity.  No  masses 
could  be  felt  and  the  bowel  sounds  were  normal. 
Pelvic  examination  revealed  a mass  in  the  right 
adnexa  but  it  was  vague  in  outline.  Sigmoido- 
scopic  examination  was  normal,  except  for  bloody 
stool.  flat  plate  of  the  abdomen  w'as  negative  and 
barium  enema  revealed  a moderate  colitis  of  the  de- 
scending colon  and  sigmoid. 

Blood  count,  urinalysis,  and  serology  were  normal. 
Hemoglobin  w^as  52%. 

The  patient  w'as  prepared  for  surgery  and  a lapa- 
rotomy was  done.  There  were  several  loops  of 
bowel  adherent  to  the  old  scar.  The  uterus  w'as 
found  to  contain  a fibroid  on  the  right  side.  In 
the  low'er  ileum,  a fibromyoma  was  found  and  it 
protruded  from  the  outer  layer  of  an  intussuscep- 
tion. Within  the  intussusception,  more  masses  could 
be  felt.  It  W’as  decided  to  do  a resection,  the  in- 
tussusception was  removed  and  the  continuity  of  the 
bow'el  re-established  by  an  end-to-end  anastomosis. 

Figures  1 and  2 show’  the  tumors.  The  patholo- 
gist reported  a 12  cm.  segment  of  bowel  w’hich  con- 
tained three  rounded  masses  which  bulged  into  the 
lumen  stretching  but  not  breaking  the  mucosa.  Cut 
surfaces  presented  a glistening  appearance.  Part 
was  w’hite  and  striated  and  some  areas  of  brown  were 
thought  to  represent  old  hemorrhage.  The  largest 
of  the  masses  was  three  centimeters  in  diameter.  The 
smallest  was  one-and-one-half. 

Microscopic  examination  revealed  that  the  outer 
layer  of  muscle  was  apparently  replaced  by  fibrils 
with  just  here  and  there  a nucleus.  There  was  con- 
siderable interstitial  hemorrhage,  and  the  mucosa 
was  normal.  Diagnosis:  fibro-myoma  of  the  ileum. 

The  post-operative  course  was  smooth.  A Miller- 
Abott  tube  was  started  w'ith  Wangensteen  drainage. 
Twenty  cubic  centimeters  of  mercury  were  placed 
in  the  balloon  to  hasten  its  descent.  On  the  second 
post-operative  day,  the  temperature  spiked  to  101.8 
and  the  patient  was  placed  on  a gram  of  streptomy- 
cin daily  until  the  temperature  returned  to  normal. 
The  tube  was  clamped  on  the  fourth  day  and  re- 


moved on  the  fifth.  The  patient  was  ambulator)-  on 
the  fifth  day  and  discharged  on  the  seventh  day. 
She  W’as  seen  six  weeks  after  surgery  and  again  in 
four  months  and  she  was  symptom  free. 

We  are  frank  to  admit  that  the  possibility  of  a 
small  bowel  tumor  was  only  vaguely  considered,  and 
still,  upon  reviewing  the  history,  the  syTnptoms  pre- 


Fig.  1.  Specimen  of  resected  bowel  showing  tumors  after 
fixation  and  inversion  of  the  bowel. 


Fig.  2.  Bowel  split  longitudinally  to  reveal  sources  of  the 
tumors. 


sented  were  rather  characteristic.  This  case  falls 
into  the  vast  majority  of  small  bowel  tumors  in 
which  the  diagnosis  is  made  on  the  operating  table. 

We  were  puzzled  upon  opening  the  peritoneum 
that  so  much  obstruction  was  present  with  such  mild 
pain.  Of  course,  it  is  possible  that  obstruction  oc- 
curred shortly  before  surgery.  Exploration  of  the 
entire  gastro-intestinal  tract  failed  to  reveal  any 
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other  pathology  and  still,  in  the  course  of  a few 
inches,  there  were  three  tumors  large  in  size.  We 
believe  it  possible  that  the  patient’s  obstruction  five 
years  previously  could  have  been  from  tumor  but 
we  are  unable  to  secure  the  records. 

Summary 

1.  — Tumors  of  the  small  bowel  constitute  from 

1-3%  of  all  tumors  of  the  gastro-intestinal 
tract. 

2.  — Melena  and  obstruction  are  the  most  promi- 

nent symptoms.  Diagnosis  is  usually  sur- 
gical. 


3. — A case  is  presented  in  which  there  were  three 
tumors  in  the  space  of  a few  centimeters. 
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Club  Foot  in  Children. 

A new  technic  of  treating  club  foot  with  a co- 
hesive bandage  gives  most  babies  born  with  the 
deformity  a normal  foot,  says  Emil  D.  W.  Hauser, 
M.D.,  of  Chicago. 

Writing  in  the  September  4 issue  of  The  Journal 
of  the  American  Medical  Association,  Dr.  Hauser 
points  out  that  treatment  w^th  the  bandage,  which 
will  not  adhere  to  or  irritate  the  skin,  can  be  begun 
immediately  after  birth. 

The  earlier  treatment  of  clubfoot  is  begun,  the 
better  the  correction  that  will  be  obtained,  he  em- 
phasizes, as  the  younger  the  child  the  more  rapid  is 
growth  and  the  softer  and  more  easily  changed  are 
structures  of  the  foot.  With  former  methods,  such 
as  the  use  of  plaster  casts  and  splints,  treatment 
could  not  be  begun  until  a baby  was  from  one  to 
three  months  of  age,  he  says. 

The  entire  foot  and  leg  are  covered  with  the 


cohesive  bandage  and  a reinforcement  of  adhesive 
tape  to  hold  the  foot  in  as  nearly  a normal  posi- 
tion as  is  piossible. 

“The  interval  between  changes  of  bandage  is  va- 
riable, depending  on  the  age  at  which  the  correc- 
tion is  started  and  the  severity  of  the  deformity,” 
says  Dr.  Hauser. 

For  the  newborn  baby  the  bandage  is  reinforced 
daily  and  changed  once  a week,  with  more  correc- 
tion at  each  treatment.  Since  the  deformity  is 
corrected  rapidly  at  an  early  age,  it  is  important  for 
parents  to  realize  the  necessity  of  continuing  treat- 
ment until  the  child  walks,  according  to  Dr.  Hauser. 
If  treatment  is  stopped  too  soon,  the  deformity  may 
reoccur,  he  says. 

Although  in  some  cases  a tight  tendon  in  the  foot 
will  not  allow  a full  correction  with  the  bandage 
alone,  the  tendon  can  be  lengthened  by  surgery,  he 
indicates.  In  only  a few  cases  does  the  child  fail 
to  develop  a normal  foot. 
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UNICAMERAL  CYST  OF  THE  CALCANEUS 


Robert  G.  Dunn,  Jr.  M.D., 

Department  of  Radiology,  Medical  College  of  Virginia, 
Richmond,  Virginia. 


Cystic  lesions  of  the  long  bones,  either  single  or 
multiple,  are  relatively  common,  but  solitary  cyst 
of  the  calcaneus  is  a rare  lesion.  Up  to  the  present 
time,  only  16  cases  have  been  recorded  in  the  medi- 
cal literature.  In  1930,  Smith^®  reported  a single 
case  which  he  considered  to  be  a localized  osteitis 
fibrosa  or  the  result  of  a structural  defect  of  the 
bone.  Four  cases  were  recorded  by  Fitte  and  Mul- 
cahy®  in  1939.  One  proven  case  each  was  con- 
tributed by  SobeF^  and  Beclere,^  in  1936,  with 
CaritaU  adding  another  case  in  1941.  IMcLachlin® 
in  1943  lists  a single  case  of  solitary  cyst  of  the  os 
calcis  in  an  eight  year  old  girl.  A solitary  cyst 
of  the  calcaneus  is  illustrated  by  Brailsford.^  Cople- 
man,  Vidoli,  and  Crimmings,^  together,  reported 
three  cases  in  1946,  and  Janes*  added  another  case, 
the  same  year.  Two  cases  were  reported  by  Tri- 
velli’^  in  1947. 

It  is  the  impression  of  Copieman,  Vidoli,  and 
Crimmings*  that  these  cysts  are  the  same  as  the 
solitary  cysts  seen  in  the  long  bones,  both  grossly 
and  microscopically.  The  pathogenesis  of  solitary 


Figure  1.  Case  1 

cyst  of  the  bone  is  debatable.  Geschickter  and  Cope- 
land® believe  that  the  solitary  bone  cyst  is  a lo- 
calized osteitis  fibrosa  or  the  healing  of  a giant 
cell  tumor.  This  view  is  not  held  by  Jaffe  and 
Lichtenstein,"  who  agree  with  Mikulicz,  and  think 


that  this  is  a disease  entity  with  no  relationship  to 
any  other  condition.  It  is  their  belief  that  the 
solitary  bone  cyst  is  the  result  of  a localized  dis- 
turbance of  bone  growth  with  resulting  cyst  for- 
mation. Copieman,  Vidoli,  and  Crimmings*  sup- 
port this  view  and  think  that  stress  or  trauma  may 
contribute  to  the  disturbance  of  bone  growth.  The 


Figure  2.  Case  2 


lesion  is  benign,  and  no  reports  of  malignant  de- 
generation are  found  in  the  literature. 

The  clinical  signs  and  symptoms  are  not  promi- 
nent. There  may  be  localized  pain  and  tenderness 
with  a resulting  limp  on  walking  or  there  may  be 
no  symptoms,  as  in  case  one.  This  condition  is 
most  frequent  in  the  early  years  of  life,  being  seen 
most  frequently  in  the  first  three  decades.  The  le- 
sion is  most  often  in  males  with  only  three  re- 
ported cases  in  females. 

The  roentgenologic  findings  are  rather  typical, 
so  much  so  that  Copieman,  Vidoli,  and  Crimmings* 
state:  “that  once  recognized,  they  seem  to  make 
operative  proof  unnecessary  for  the  acceptance  of 
the  diagnosis.”  A triangular  area  of  radiolucency 
is  seen  in  the  anterior  portion  of  the  os  calcis.  Fre- 
quently a multilocular  appearance  is  noted  and  fine 
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trabeculations  may  be  seen  crossing  the  cyst.  There 
is  lateral  expansion  of  the  cortex  which  remains 
intact,  as  in  the  solitary  cyst  of  the  long  bones.  No 
periosteal  changes  are  present,  and  there  is  no 
destruction  of  the  bone. 

Treatment  consists  of  curettage  and  packing  with 
bone  chips.  None  of  the  cases  seen  or  reported  were 
treated  by  radiation.  It  is  unlikely  that  this  type  of 
therapy  w’ould  be  of  value.  Jaffe  and  Lichtenstein'^ 
noted  no  benefit  in  radiation  of  cysts  of  the  long 
bones. 

The  two  cases  below  w'ere  recently  seen  at  this 
hospital. 

Case  I:  40  year  old  wdiite  male  was  seen 

in  the  emergency  room  of  the  Medical  College  of 
Virginia  Hospital  complaining  of  pain  in  the  ankle, 
following  a fall  at  home  a short  time  before.  There 
was  swelling  and  deformity  of  the  right  ankle  and 
the  clinical  diagnosis  of  simple  fracture  of  the 
fibula  was  made.  A roentgenogram  at  this  time  re- 
vealed an  oblique  fracture  of  the  external  malleolus 
and  a fracture  of  the  posterior  end  of  the  tibia, 
with  the  incidental  finding  of  a cystic  area  of  the 
anterior  portion  of  the  calcaneus  which  measured 
1.3  cms.  in  diameter.  There  was  no  previous  his- 
tor}'  of  s>Tnptoms  or  injury. 

Case  II:  35  year  old  white  male  was  seen  in 

the  emergency  room  of  this  hospital  with  the  com- 
plaint of  pain  in  the  left  heel.  His  symptoms  had 
been  present  for  about  two  weeks.  Physical  ex- 
amination was  essentially  negative  and  there  was 
no  swelling,  ecch\Tnosis,  or  particular  pain  on  mo- 
tion of  the  left  foot.  A roentgenogram  revealed  a 
somewhat  multilocular,  cystic  lesion  located  in  the 
anterior  portion  of  the  calcaneus  measuring  2.3  x 3.9 
cms.  The  patient  refused  further  treatment  and  was 
discharged. 


Summary  and  Conclusions 

1.  Solitary  cyst  of  the  calcaneus  is  a rare  con- 
dition, with  sixteen  cases  reported.  Two  more  cases 
have  been  added.  Clinical  signs  and  symptoms  may 
or  may  not  be  present. 

2.  A triangular  area  of  radiolucency  in  the  an- 
terior portion  of  the  calcaneus  with  no  bone  de- 
structive changes  should  suggest  the  unicameral 
cyst. 
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CYANOSIS  IN  INFANTS  FROM  POLLUTED  WELL  WATER- 


ED win  A.  Harper,  M.D., 

Lynchburg,  Virginia. 


The  discover}'  that  well  water,  even  though  boiled, 
may  be  toxic  for  young  infants  was  first  made  by 
Coml}d  in  1945.  He  reported  two  cases  of  his  own 
and  nineteen  observed  by  others  in  whom  the  in- 
gestion of  polluted  well  water  caused  cyanosis  and 
listlessness.  In  his  first  case  the  cyanosis  had  pre- 
viously been  shovm  to  be  due  to  methemoglobinemia; 
a peculiar  gaseous  poison  arising  from  a defective 
oil  burner  was  suspected.  Comly’s  contribution 
consisted  in  showing  that  the  methemoglobinemia 
was  due  to  the  use  in  the  formula  of  well  water 
which  contained  619  mg.  per  liter  of  nitrate  ion. 

The  November,  1946,  issue  of  the  Journal  of 
Pediatrics  contains  two  articles  reporting  further 
instances  of  cyanosis  in  infants  from  the  use  of  well 
water  in  their  formulae.  One  article  is  by  Ferrant^, 
of  Louvain,  Belgium,  and  the  other  by  Faucett  and 
Miller^,  of  Kansas  City. 

Methemoglobin  is  a changed  form  of  hemoglobin 
in  which  the  capacity  for  transporting  oxygen  to 
the  tissues  is  blocked  by  an  OH  group.  This  chemi- 
cal change  is  brought  about  in  many  different  ways; 
poisoning  with  aniline,  nitrophenol,  sulfanilamide, 
potassium  chlorate  are  all  well  known  agents  in  its 
production.  The  ingestion  of  nitrates  has  also  been 
known  to  produce  methemoglobinemia.  The  nitrate 
is  apparently  reduced  to  nitrite  in  the  bowel  and 
is  absorbed  in  this  form.  Cyanosis  has  followed  the 
use  of  bismuth  subnitrate  in  the  treatment  of  diar- 
rhea or  as  a contrast  medium  in  gastro-intestinal 
radiology.  Ferrant  calculates  that  the  quantity  of 
nitrate  ion  ingested  in  reported  cases  of  poisoning 
from  bismuth  subnitrate  is  of  the  same  order  of 
magnitude  as  the  nitrate  ion  ingested  in  the  re- 
ported cases  of  cyanosis  from  well  water. 

Ordinary  clin  cal  cyanosis  such  as  one  sees  in 
cardiac  and  pulmonary  disease  is  due  to  the  pres- 
ence of  reduced  hemoglobin  in  the  circulating  blood. 
If  the  disease  is  such  that  it  permits  the  adminis- 
tration of  high  concentrations  of  oxygen,  the  latter 
corrects  the  cyanosis.  In  contrast,  the  cyanosis  due 
to  methemoglobin  is  not  improved  by  oxygen,  and, 
as  Comly  states,  it  gives  the  skin  an  unusual  brown- 

Read  before  the  Staff  Meeting  of  the  Baptist  Hospital, 
Lynchburg,  November,  1947. 

*From  the  Pediatric  Service  of  the  Virginia  Baptist 
Hospital. 


gray  color,  noticeably  different  from  the  color  of  re- 
duced hemoglobin.  Everyone  is  familiar  with  the 
cherry  red  color  of  the  lips  in  asphyxiation  with 
carbon  monoxide;  this  is  the  color  of  still  another 
form  of  hemoglobin — carboxyhemoglobin. 

In  the  seven  cases  of  cyanosis  from  well  water 
which  were  personally  studied  by  the  three  authors 
quoted  the  ages  of  the  infants  ranged  from  two  to 
six  weeks.  The  well  water  used  in  Comly’s  first 
case  contained  619  mg.  of  nitrate  ion  and  0.4  mg. 
of  nitrite  ion  per  liter,  and  in  his  second  case  388 
mg.  of  nitrate  and  1.3  mg.  of  nitrite.  In  Ferrant’s 
cases  the  nitrate  concentrations  were  497  and  180 
mg.  per  liter.  Faucett  and  Miller  found  310  and 
1329  mg.  per  liter.  A survey  of  2000  Iowa  wells  in 
1934  and  1935  revealed  a nitrate  ion  content  which 
varied  from  zero  to  554.  Comly  suggests  as  an 
upper  limit  of  safety  44,  or,  at  most,  88  milligrams 
per  liter  of  nitrate  ion. 

The  nitrate  appears  in  well  water  as  the  result 
of  the  disintegration  by  bacterial  action  of  organic 
matter  of  plant  or  animal  origin — not  necessarily 
from  sewage. 

It  is  interesting  that  adults  who  drink  this  same 
water  do  not  exhibit  cyanosis  or  other  untoward 
effects.  In  a few  of  these  cases  the  blood  of  the  par- 
ents was  tested  and  found  to  contain  not  more  than 
the  physiological  maximum  of  methemoglobin — 
about  1 per  cent  of  total  hemoglobin.  Comly  sug- 
gests that  infants  are  more  susceptible  because  their 
intestinal  mucosa  is  more  delicate  and  allows  a 
more  ready  passage  of  nitrate  ions;  also,  they  may 
have  more  nitrite  producing  bacteria  in  their  in- 
testinal flora.  It  is,  of  course,  a fact  that  infants 
have  a much  greater  fluid  intake  in  proportion  to 
total  body  weight  than  adults.  Thus  a formula  made 
largely  of  polluted  well  water  would  contain  much 
more  nitrate  in  proportion  to  the  amount  of  circu- 
lating hemoglobin  than  would  be  the  case  with  an 
adult.  In  the  cases  so  far  reported  the  infants  have 
all  suffered  from  some  gastro-intestinal  disturbance, 
mild  or  severe,  at  the  time  the  cyanosis  occurred. 
Possibly  this  disturbance  damaged  the  mucosa  of 
the  intestine  sufficiently  to  permit  the  passage  of 
the  nitrite  ions. 

Once  recognized,  the  treatment  of  this  condition 
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is  fortunately  simple.  A change  of  water  in  the  for- 
mula, alone,  may  be  all  that  is  necessary.  Follow- 
ing this  change,  the  methemoglobin  is  converted  to 
normal  hemoglobin  in  from  one  to  four  days  by 
physiological  processes.  Hartmann*  in  1938,  and 
later  WendelF,  standardized  the  use  of  intravenous 
methylene  blue  in  reversing  methemoglobinemia.  The 
drug  is  given  in  a dose  of  1 to  2 mg.  per  kilo  of 
body  weight.  It  is  rapidly  effective.  In  their  sec- 
ond case  Faucett  and  Miller  found  a methemo- 
globin of  9.2  gm.  per  100  cc.  of  blood  and  a total 
hemoglobin  of  13.5  gm.  per  100  cc.,  thus  leaving 
4.3  gm.  of  functioning  hemoglobin  per  100  cc.  of 
whole  blood.  Twenty  minutes  after  the  intravenous 
injection  of  0.6  cc.  of  1%  methylene  blue  the  baby’s 
color  was  normal.  In  thirty  minutes  the  methemo- 
globin concentration  had  fallen  to  0.7  gm.  per 
100  cc. 

Case  Report. — S.  J.,  a five  weeks  old  white  female 
infant  was  admitted  to  the  Virginia  Baptist  Hos- 
pital at  8 P.M.  on  November  3,  1946,  with  the 
complaint  of  blue  spells  for  two  days. 

She  was  born,  her  mother’s  first  child,  on  Sep- 
tember 26,  1946,  at  Cairo,  Illinois,  after  a long  and 
difficult  labor.  An  episiotomy  was  done  and  forceps 
were  used,  leaving  marks  that  were  still  visible. 
Following  birth  she  behaved  normally,  with  no 
cyanosis,  jaundice,  bleeding  or  convulsions.  The 
birth  weight  was  8 lbs.,  3 ozs.  She  was  fed  a for- 
mula of  SMA  and  boiled  water. 

-■^t  the  age  of  one  month  she  was  brought  East 
for  a visit,  arriving  in  Clover,  Virginia,  on  October 
30.  Three  days  after  arrival,  on  November  2,  she 
alarmed  her  parents  greatly  by  becoming  quite  blue. 
Within  a few  hours  the  degree  of  blueness  became 
less.  She  was  still  somewhat  blue  on  the  following 
morning.  Later  in  the  day  she  became  very  blue 
and  was  seen  by  Dr.  James  Hagood  who  was  unable 
to  find  a cause  for  the  cyanosis.  There  had  been  no 
fever,  choking  spell,  nasal  discharge,  cough,  nor  di- 
arrhea. She  continued  to  nurse  well,  but  occasion- 
ally spit  up  or  vomited  a small  amount  of  milk. 

Examination  on  admission  showed  an  active,  well- 
developed  and  nourished  infant  with  generalized 
cyanosis  of  a moderate  degree.  The  admitting  nurse 
was  shocked  at  the  deep  blue  color  and  felt  certain 
that  the  baby  was  critically  ill.  Close  observation 
showed  no  signs  of  distress,  however.  Respiration 
was  regular,  not  unduly  rapid,  and  not  labored.  The 
pulse  was  regular  with  a rate  of  120.  The  baby 


was  alert  and  appeared  to  notice  her  surroundings. 

The  fontanel  was  soft.  Eye  movements  and  pupil- 
lary reactions  were  normal.  The  nose,  ears,  and 
throat  were  free  of  any  evidence  of  infection.  The 
chest  was  well  formed  and  there  was  a normal  note 
of  resonance  over  the  lung  fields.  No  rales  or 
bronchial  breathing  could  be  heard.  The  heart  was 
not  enlarged  to  percussion  and  there  were  no  mur- 
murs. The  abdomen  was  soft,  easily  palpated  and 
revealed  no  enlarged  organs  nor  abnormal  masses. 
Genitalia  and  extremities  were  normal. 

Since  no  obvious  physical  cause  for  the  cyanosis 
could  be  found,  the  ingestion  of  poison  was  sus- 
pected. Careful  questioning  of  the  mother  and 
grandparents  uncovered  no  source  of  poison.  The 
baby  had  not  received  any  drug,  nor,  indeed,  any 
food  except  the  SMA  and  boiled  water.  She  had 
taken  this  same  formula  since  birth.  At  this  point 
the  article  by  Comly  was  recalled  and  the  grand- 
father was  asked  about  the  quality  of  water  used. 
He  admitted  readily  that  the  well  was  obviously 
contaminated.  It  was  located  near  a barn  and  was 
often  muddied  by  the  inflow  of  dirty  surface  water. 
This  water  was  used  simply  because  there  was  no 
nearer  source  of  good  water.  He  stated  that  all 
water  for  drinking,  and,  of  course,  the  water  used 
for  the  baby’s  formula,  was  boiled  before  using. 
No  one  had  ever  suffered  any  ill  effects  from  using 
the  water. 

After  this  description  of  the  source  of  the  water, 
methemoglobinemia  was  considered  the  most  likely 
reason  for  the  cyanosis.  An  attempt  was  made  to 
find  methylene  blue  for  injection  but  none  was  avail- 
able in  townf.  Also  it  was  found  that  the  necessary 
reagents  were  not  on  hand  for  measuring  the  degree 
of  methemoglobinemia.  Oxygen  was  administered 
for  a few  minutes  but  no  change  was  noted  in  the 
degree  of  cyanosis.  Therefore,  the  baby  was  given 
a formula  of  evaporated  milk  and  water. 

On  the  following  day  the  cyanosis  was  noticeably 
less  and  the  baby  still  showed  no  distress.  A roent- 
genogram of  the  heart  and  lungs  showed  no  enlarge- 
ment of  the  heart  and  perfectly  clear  lung  fields. 

Blood  studies  on  the  same  day,  November  4th, 
showed  a hemoglobin  of  78%  (Sahli),  a red  count 
of  3,580,000,  and  a white  count  of  10,300.  A smear 

fAt  the  present  time  no  pharmaceutical  firm  supplies 
methylene  blue  solution  in  ampoules.  Such  a solution 
can  be  readily  prepared  by  weighing  1 gram  of  U.S.P. 
XII  methylene  blue  on  a sheet  of  clean  filter  paper  and 
adding  it  to  100  c.c.  of  freshly  boiled  and  partially  cooled 
distilled  water. 
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showed  normal  platelets,  39%  PMN’s  and  61% 
small  lymphocytes. 

Two  days  after  entry,  November  5th,  the  cyanosis 
had  practically  disappeared.  The  family  was  well 
satisfied  with  the  explanation  of  the  cyanosis  as 
due  to  the  dirty  well  water  and  were  anxious  to  take 
the  baby  home.  She  was  sent  home  on  the  same 
evaporated  milk  fonnula  to  which  water  from  a 
neighbor’s  well  was  to  be  added.  A follow-up  call 
in  one  week  revealed  no  further  trouble. 

In  April,  1947,  the  mother  wrote  to  say  that  the 
baby  had  had  no  further  blue  spells  and  had  grown 
and  developed  well. 

week  after  leaving  the  hospital  the  grandfather 
sent  a sample  of  the  well  water  to  the  Virginia 
State  Department  ‘of  Health  for  analysis.  By  error 
this  sample  was  thrown  out.  Because  the  family 
moved  about  in  the  meantime,  no  further  sample 
could  be  obtained  until  .A.pril,  1947.  At  that  time 
the  Laboratory  of  the  Department  of  Health  found 
the  nitrate  content  to  be  266  mg.  per  liter.  This 
figure  indicates  gross  contamination  of  the  well  water. 
It  is  unfortunate  that  this  water  anaylsis  was  not 
made  at  the  time  of  the  baby’s  illness.  However, 
in  the  meantime,  no  attempt  had  been  made  to  clean 
the  w'ell,  so  that  the  analysis  is  probably  pertinent. 

Summary 

I'he  use  of  contaminated  well  water  containing 
from  70  to  619  mg.  per  liter  of  nitrate  ion  is  capable 
of  causing  a severe  cyanosis  in  young  infants  when 
used  in  their  formulae. 

case  is  reported  of  cyanosis  in  a five  weeks  old 
infant  which  was  probably  due  to  nitrate  in  polluted 
well  water. 


AODENDUXr 

Since  the  above  was  submitted  for  publication 
in  January,  1948,  a new  study  of  the  problem  has 
appeared  in  the  literature:  Cornblath,  Marvin,  and 
Hartmann,  Alexis  F.,  “Methemoglobinemia  in 
Young  Infants”,  Journal  of  Pediatrics:  33:421, 
October  1948.  These  authors  show  that  the  in- 
gestion of  nitrate  will  cause  methemoglobinemia  in 
only  those  infants  who  have  a low  acidity  of  the 
gastric  juice,  (a  pH  higher  than  4.0).  The  low 
acidity  permits  the  growth  of  several  organisms 
which  are  capable  of  reducing  nitrate  to  nitrite  in 
the  upper  gastro-intestinal  tract.  The  absorption 
of  this  nitrite  by  the  blood  stream  then  produces 
the  methemoglobinemia  and  cyanosis.  The  nor- 
mally high  values  of  gastric  acidity  in  adults 
explain  why  they  never  exhibit  cyanosis  from  drink- 
ing water  with  a higher  nitrate  content.  Such  ni- 
trate is  absorbed  in  the  upper  portion  of  the  gastro- 
intestinal tract  before  it  has  come  in  contact  with 
the  bacteria  present  in  the  lower  bowel. 
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A CASE  OF  PREGNANCY  COMPLICATED  BY  A UTERUS  DIDELPHYS 


Gordon  W.  Jones,  M.D., 

Fredericksburg,  Virginia. 


Congenital  anomalies  due  to  improper  fusion  of 
tlie  Mueller i an  ducts  are  relatively  uncommon  com- 
plications of  pregnancy.  E.xtreme  forms  of  the 
anomaly  are  found  only  once  in  1500  deliveries^. 
Despite  this  scarcity,  a goodly  number  is  to  be  an- 
ticipated yearly  in  large  populations.  For  instance, 
fifty  annually  might  be  expected  in  Virginia.  Be- 
cause of  this  fact  and  because  a majority  of  the  re- 
cently reported  cases  have  come  to  operation^,  a 
case  recently  handled  successfully  from  below  was 
thought  worth  reporting. 

Case  Report 

Mrs.  E.  W.,  age  26,  white,  primigravida,  EDC 
October  21,  1946,  was  first  seen  prenatally  at  6 
months  with  a moderately  severe  pyelitis  of  preg- 
nancy. This  was  successfully  treated  with  sulfa- 
drugs.  PelvTc  examination  at  this  time  revealed  two 
equal-sized  vaginas  separated  by  a fairly  thick  sep- 
tum. In  the  vault  of  each  vagina  was  a normal- 
appearing cerv'ix.  Abdomino-pelvic  palpation  re- 
vealed a mass  the  size  of  a fist  to  the  left  of  the 
pregnant  uterus.  This  “left’’  uterus  gave  no  evi- 
dence of  incarceration. 

The  pelvic  measurements  taken  at  this  time  were : 
Intercristal  27  cm.,  interspinous  23  cm.,  external 
conjugate  19,  diagonal  conjugate  121/2  cm.,  bisis- 
chial  10  cm.  Her  blood  pressure  was  114^74; 
weight  134. 

The  prenatal  course  was  uneventful  except  for  a 
slight  tendency  to  edema  which  was  controlled  by 
diet  and  epsom  salts,  and  a moderately  increased 
blood  pressure  which  was  controlled  by  rest  and 
mild  sedation. 

On  January  13,  1947,  she  fell  into  active  labor. 
\\’hen  first  seen  in  the  hospital,  the  cervix  was  4 
cm.  dilated,  the  head  was  at  tlie  spines,  and  there 
was  no  evidence  of  incarceration  of  the  non-preg- 
nant  uterus.  Under  excellent  demerol-scopolamine 
analgesia,  labor  progressed  rapidly  to  full  dilata- 
tion 2 hours  later,  making  the  total  duration  of  the 
first  stage  5 hours,  45  minutes.  The  head  descended 
rapidly  and  the  patient  was  taken  to  the  delivery 
room,  where,  under  ether  anesthesia,  after  a fleshy 
median  vaginal  band  was  cut  and  an  episiotomy 


done,  the  baby  was  delivered  easily  by  low  for- 
ceps. Duration  of  second  stage;  28  minutes.  The 
placenta  was  delivered  by  expression  17  minutes 
later.  Blood  loss  estimated  at  150  cc.  The  postpartum 
course  was  afebrile. 

Examinations  at  delivery,  at  6 weeks,  and  at  6 
months  revealed  that  the  septum  between  the  cer- 
vices and  vaginas  had  been  destroyed  by  the  pas- 
sage of  the  baby,  so  that  now,  to  casual  observation 
there  is  no  suggestion  of  a uterus  didelphys.  In- 
terestingly enough,  destruction  of  these  apparently 
thick  septa  resulted  in  no  complications.  Bleeding 
from  torn  surfaces  was  negligible. 

Discussion 

It  is  generally  agreed  that,  in  the  absence  of 
other  complications,  every  woman  with  double  uterus 
and  vagina  deserves  at  least  a conscientious  trial  of 
labor.  .According  to  Taylor^,  incarceration  of  the 
non-pregnant  horn  with  a breech  at  term  is  the 
only  absolute  indication  for  section  referaljle  to 
the  anomaly  alone.  Nevertheless,  relatively  few  re- 
ported cases  are  delivered  vaginally.  One  writer 
records  11  operative  deliveries  out  of  15  cases,  mo.st 
of  these  being  sections^. 

It  is  thus  obviously  true  that  these  cases  have  an 
increased  tendency  to  complications.  The  abortion 
rate  is  high,  53%  in  one  series^.  Premature  labors 
also  are  frequent.  And  when  the  pregnancy  goes  to 
term  there  are  a number  of  other  possibilities. 
Uterine  inertia,  prolonged  labor,  and  even  rupture 
of  the  uterus  due  to  faulty  arrangement  of  the  mus- 
cle fibers,  while  not  as  frequent  as  cne  might  ex- 
pect, are  possibilities.  Incarceration  of  the  non- 
pregnant horn  and  abnormal  jiresentations  account 
for  other  operative  deliveries.  Of  equal  importance 
is  the  possibility  that  there  may  be  a contracted 
pelvis  associated  with  the  defective  development  of 
the  generative  tract.  The  resultant  cephalo-pelvic 
disproportion  accounts  in  large  measure  for  the  high 
incidence  of  cesarean  sections,  .\mong  cases  deliv- 
ered vaginally,  retention  of  the  placenta  is  common 
— in  as  many  as  37.9%  of  the  cases  in  Smith’s 
series. 

The  present  case  presents  a striking  contrast  to 
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all  tliese  dire  possibilities.  The  pelvis  was  more 
than  ample,  there  was  no  threat  of  abortion,  the 
non-pregnant  uterus  presented  no  difficulties.  Labor 
itself  was  well  nigh  precipitous,  and  the  placenta  was 
secured  readily.  The  torn  septa  showed  no  tend- 
ency to  bleed  upon  inspection  after  delivery.  The 
lesson  is  obvious.  Such  cases  merit  thorough  study, 
frequent  prenatal  visits,  and  in  the  absence  of  com- 
plications outside  the  generative  tract,  deserve  a 
trial  with  conservative  treatment. 

SUMMAEY 

1.  A case  of  pregnancy  in  a uterus  didelphys 
managed  conservatively  with  marked  ease  is  pre- 
sented. 


2.  The  possible  complications  are  briefly  re- 
viewed. 

3.  It  is  concluded  that  the  average  case  deserves 
a trial  with  conservative  treatment. 
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Professional  Building. 


Impressionistic  Medical  Art. 

A new  type  of  impressionistic  medical  art,  cre- 
ated for  Winthrop-Stearns  Inc.,  pharmaceutical 
manufacturer,  by  John  Arnold,  Viennese  artist  now 
in  New  York,  is  attracting  widespread  attention 
among  physicians  and  scientists. 

The  idea  is  to  form  the  profile  of  a human  head 
using  a variety  of  objects  either  symbolic  of  the 
condition  to  be  treated,  or  of  the  plants,  animal 
tis’sues,  or  human  organisms  involved  in  the  medi- 
cation. 

In  one  painting,  entitled  “Fruits,  Vegetables  and 
Vitamins”,  Arnold  has  assembled  oranges,  grapes, 
onions,  garlic,  tomatoes,  beets,  peas  and  other  vita- 
min-rich fresh  fruits  and  green  vegetables  to  form 
a feminine  face.  To  portray  the  protein  values  in 
fish  and  meats  as  obtained  in  amino  acid  prepara- 
tions, a man’s  head  with  a goatee  cleverly  emerges 
from  an  array  of  raw  steak,  chops,  frankfurters, 
lobsters  and  several  different  kinds  of  fish. 


The  beauties  of  spring  and  the  pleasures  of  sum- 
mer are  often  marred  for  many  a patient  suffering  the 
discomforts  of  hay  fever,  and  Arnold  has  created 
a woman’s  features  from  a variety  of  botanical 
species,  flowers  and  grasses,  many  of  which  cause 
allergic  reactions. 

Described  as  “gruesome,  but  humorous”,  another 
.•\rnold  oil  painting  depicts  a head  composed  en- 
tirely of  detailed  colored  drawings  of  human  in- 
ternal organs:  intestines,  lungs,  brain,  heart,  kid- 
ney and  gallbladder  among  others.  This  is  the  lat- 
est work  in  the  collection.  It  is  entitled  “Vitamins 
and  Viscera”.  Others  are  scheduled  to  follow  to 
complete  the  series,  according  to  Cook. 

Arnold  came  to  the  United  States  in  1941  from 
Paris,  where  his  paintings  have  been  exhibited. 
While  he  has  developed  the  new  medical  art  form, 
he  emphasized  that  he  received  his  original  inspira- 
tion from  a jiainting  by  the  old  Italian  master 
Ercimboldo,  now  hanging  in  the  Kaiserlich  Art  Mu- 
seum in  Vienna. 
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WHAT  ARE  THE  MOVIES  DOING  TO  OUR  YOUNG  PEOPLE? 


E.  P.  Tompkins,  M.D., 

Lexington,  Virginia. 


A tragic  occurrence  which  constitutes  another 
terrific  indictment  of  sensational  movies  and  the 
sort  of  program  which  is  fed  to  the  youth  of  the  land 
far  too  often  by  radio  broadcasts,  came  under  my 
observation  as  County  Coroner,  when  called  to  in- 
vestigate the  recent  death  of  a fifteen-year-old  boy. 

Briefly  the  circumstances  were:  The  boy,  son  of 
moderately  well-to-do  parents,  living  on  a farm, 
used  his  father’s  typewriter  to  leave  a farewell  note 
immediately  before  he  fired  a bullet  into  his  brain. 
In  most  respects  he  was  apparently  a normal  boy — 
fond  of  animals  and  especially  his  riding-horse 
mentioned  in  his  note.  He  was  a good  swimmer,  and 
rather  daring  in  diving  and  water  sports.  Not  bril- 
liant in  school,  but  passed  his  examinations  without 
difficulty.  But  his  chief  hobby  was  attending  lurid 
movies — the  more  sensational,  the  more  he  enjoyed 
them.  He  would  frequently  walk  the  five  miles  to 
town,  and  back  late  at  night,  to  see  such  a movie. 
And  he  would  sit  for  hours  by  the  radio  if  he  could 
get  a program  of  this  sort.  Like  many  adolescent 
boys  he  was  resentful  of  family  discipline,  and  in 
his  note  blamed  his  mother,  and  his  much  older 
brother,  who  aided  the  mother  is  maintaining  dis- 
cipline, inasmuch  as  the  father’s  business — a rail- 
road mail  clerk — kept  him  from  home  a large  part 
of  the  time.  (The  family  consisted  of  father,  mother, 
and  nine  children,  from,  say,  28  to  13  years  of  age.) 

The  boy  was  an  expert  rider,  and  had  trained  his 
horse  to  “buck”,  and  execute  various  tricks  in  true 
“western”  style — a part  of  the  lad’s  sensation- 
hungry  disposition.  He  was  very  devoted  to  this 
horse. 

He  did  some  work  on  the  farm,  and  likewise  for 
neighbors,  most  likely  for  the  purpose  of  earning 
money  to  spend  on  movies. 


He  ajjparently  had  no  just  appreciation  or  com- 
prehension of  the  real  meaning  of  death;  and  it 
would  seem  as  if  his  mind  dwelt  on  a sensational 
finale  and  a dramatic  exit.  His  tragic  death  pre- 
sents an  appalling  arraignment  of  the  sort  of  men- 
tal pabulum  supplied  to  the  youth  of  the  land. 

A fellow-practitioner  relates  this  experience,  of 
recent  occurrence:  He  was  called  to  see  a girl  in 
early  teens;  found  her  in  apparently  very  serious 
condition — gasping  for  every  breath  she  drew,  and 
trembling  violently  all  over.  At  first  he  had  an 
idea  it  might  be  due  to  a thymus  gland  trouble, 
and  so  at  once  took  the  child  to  the  hospital  and 
had  an  x-ray  made  of  neck  and  upper  chest.  This 
showed  nothing  abnormal.  Upon  delving  deeper 
into  her  history  and  her  thoughts,  he  found  the  con- 
dition was  entirely  brought  on  by  fear — the  girl  had 
been  reading  the  so-called  “Comics”,  with  various 
sorts  of  horrors  therein  depicted,  and  had  acquired 
such  a fright  of  robbers  or  house-breakers  and  such 
that  she  was  in  mortal  terror  of  her  life.  Isolation 
from  this  disturbing  element  for  a few  weeks  re- 
stored her  to  a normal  condition.  Mothers  who  are 
at  a loss  to  account  for  bad  dreams  and  nightmares 
in  their  children  may  well  look  to  this  as  a source 
of  such  disturbances. 

It  would  certainly  seem  as  if  some  sort  of  legis- 
lation is  in  order  to  do  away  with  what  is  getting 
to  be  a real  menace  to  youth.  Having  a bad  influ- 
ence on  children  and  adolescents,  these  malicious 
agencies  will  undoubtedly  result  in  later  life  in  law- 
breaking and  various  offences  against  society.  They 
should  be  curbed  before  the  damage  done  is  no 
greater  than  it  already  is.  Immature  minds  are  not 
competent  to  realize  that  the  so-called  “heroes”  are 
flouting  not  only  civic  but  moral  laws  as  well. 
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CORRESPONDENCE 


Dejarnette  State  Sanatorium. 

To  THE  Editor: 

Despite  the  thousands  of  Virginians  who  have 
received  treatment  at  the  Dejarnette  State  Sanato- 
rium, there  are  a good  many  ^ irginia  physicians 
who  do  not  appear  to  know  much  about  the  Insti- 
tution. In  the  interest  of  the  people  of  the  Com- 
monwealth and  of  the  physicians  who  serve  them, 
I am  submitting  the  following  information  in  the 
hope  that  you  will  see  fit  to  publish  it  in  the  “Vir- 
ginia INIedical  Monthly.” 

The  Sanatorium  was  founded  in  1932,  as  a unit 
of  the  \\Tstern  State  Hospital.  It  is  located  about 
two  miles  east  of  Staunton,  Virginia,  on  the  south 
side  of  U.  S.  Highway  250. 

It  was  largely  through  the  efforts  of  Dr.  J.  S. 
Dejarnette,  now  retired,  that  the  Sanatorium  was 
erected.  Money  was  borrowed  from  the  State  treas- 
ury for  this  purpose,  and  the  indebtedness  was 
liquidated  from  the  earnings  of  the  Institution  with- 
in a few  years.  The  first  hospital  building  con- 
structed was  named  after  the  Institution’s  founder 
and  was  called  the  Dejarnette  Building.  The 
Perry  Building  was  subsequently  erected,  and  these 
two  jdus  several  smaller  buildings  for  personnel, 
etc.,  constitute  the  physical  plant. 

The  Sanatorium  was  established  by  Common- 
wealth statute  as  an  autonomous  institution,  sepa- 
rate from  Western  State  Hospital,  in  1946.  It  was 
])rovided  by  statute,  from  the  Ireginning  (1932) 
that  the  Sanatorium  should  be  self-sustaining  and 
have  no  access  to  State  tax  revenues.  The  found- 
ing statute  also  specified  that  its  mission  should 
be  to  provide  psychiatric  care  and  hospitalization 
for  the  citizens  of  the  Commonwealth  at  approxi- 
mately cost  and  of  a quality  comparable  with  that 
of  care  ])rovided  by  jmivate  institutions.  It  was 
anticipated  that  a reasonable  net  should  be  realized 
to  amortize  obligations  incurred  in  old  construction 
and  to  provide  for  necessary  future  construction. 

Initially,  there  was  strong  opposition  in  the  medi- 
cal [)rofession  to  the  operation  of  such  an  in.stitu- 
tion  by  tlie  Commonwealth.  Tlie  tliought  was  that 
it  would  place  the  latter  in  the  position  of  competing 
with  private  institutions.  However,  it  has  never 
actually  been  in  sucli  a position  and,  happily,  there 
remains  hardly  a vestige  of  the  initial  opposition. 


The  Institution  fills  a very  real  need  not  only  for 
the  people  but  in  the  medical  practice  of  the  State’s 
physicians.  The  basic  concept  of  the  Sanatorium 
is  unique,  but  it  has  stood  the  test  of  time. 

The  buildings  are  fireproof.  They  are  constructed 
of  brick  and  concrete  and  embody  a modified  co- 
lonial style.  Male  patients  are  housed  in  the  De- 
jarnette Building  and  female  patients  are  accom- 
modated in  the  Perry  Building.  They  each  have 
three  stories.  Actual  bed  capacity  is  161  but  work- 
ing capacity  is  about  150. 

The  Sanatorium  has  previously  been  l^adly 
crowded,  but  in  the  past  twelve  months,  the  patient 
census  has  not  been  permitted  to  exceed  151.  The 
patient  turnover  is  very  rapid.  For  this  reason, 
there  is  seldom  ever  a waiting  list.  When  there 
was  such  a list  during  the  past  year,  the  applicants 
did  not  exceed  five  or  six,  and  they  were  admitted 
within  a few  days. 

We  are  committed  to  a policy  of  caring  for  acute 
cases  and  those  which  could  reasonably  be  expected 
to  benefit  from  treatment.  Many  elderly  patients 
are  generally  referred  to  as  “seniles”  with  the  im- 
jilication  that  they  are  hopeless.  This  is  actually 
far  from  the  truth.  The  depressions  of  old  age 
are  very  numerous.  Hardly  any  conditions  respond 
more  dramatically  to  psychiatric  treatment  than 
these.  We,  therefore,  do  not  reject  any  patient  sim- 
ply on  the  basis  of  advanced  age. 

There  are  no  common  wards  in  the  institution. 
Accommodations  consist  of  doulile  rooms  without 
private  bath,  single  rooms  without  private  bath, 
and  double  rooms  with  private  bath.  Ever}-  room 
is  provided  with  running  water  except  those  few 
which  are  utilized  for  protective  seclusion.  Recrea- 
tional facilities  available  include  movies,  library, 
golf  course,  badminton  court,  tennis  court,  croquet, 
dances,  card  parties,  and  others.  There  is  a full 
time  occupational  therajiist  and  a volunteer  who 
works  al)0ut  half  time.  Occupational  therapy  fa- 
cilities include  leather  and  metal  work,  music, 
l)ainting  and  drawing,  sewing  classes,  letter  writ- 
ing class,  garden  ng,  calisthenics,  etc. 

There  is  also  a full  time  physiotlierajnst.  Tliese 
facilities  include  infra  red,  ultra  violet,  galvanism, 
acetylcholine  iontophorresis,  caliinet  baths,  massage, 
continuous  tubs,  sitz  baths,  Scotch  douche,  etc. 
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The  medical  staff  includes  two  full  time  physi- 
, cians  and  one  part  time,  all  psychiatrists.  The  con- 
sultant staff,  all  practicing  in  Staunton,  includes 
specialists  in  general  surgery,  orthopedics,  internal 
medicine,  eye,  ear,  nose,  and  throat,  roentgenology, 
gynecology,  and  dentistry.  Laboratory  work  is  done 
by  a full  time  laboratorian.  Serology  is  done  by 
the  laboratory  of  the  State  Health  Department. 
Pathology  is  done  at  the  University  of  Virginia 
Hospital.  A psychiatric  and  a neurological  con- 
sultant are  members  of  the  staff  of  the  University 
of  Virginia  Hospital.  There  are  four  graduate 
nurses  in  full  time  status  and  sixty  attendants. 
There  is  a total  of  119  employees  of  all  categories. 

Treatment  facilities  at  the  Sanatorium  include 
conventional  electroshock,  brief  stimulus  therapy, 
deep  insulin  shock,  individual  and  group  psycho- 
therapy, occupational  therapy,  physiotherapy,  ma- 
larial and  other  antisyphilitic  pyrexial  therapy, 
massive  penicillin  and  chemotherapy,  lactic  acid 
therapy  for  agitated  depressions,  and  certain  neu- 
rological procedures  such  as  paravertebral,  caudal, 
and  transsacral  blocks,  alcohol  and  procaine  nerve 
injections,  iontophorresis,  etc.  Prefrontal  leukotomy 
is  done  at  places  selected  by  families  of  patients 
but  usually  at  the  University  Hospital  or  in  Rich- 
mond. Diagnostic  facilities  of  the  psychiatric  va- 
riety include  the  individual  intervnew,  observation, 


and  psychometric  testing.  The  Rorschach  test  is 
very  frequently  employed. 

Cases  accepted  for  treatment  include  the  major 
psychoses,  both  organic  and  functional,  the  psy- 
choneuroses, psychopathies,  alcoholism,  and  the  ad- 
dictions. The  treatment  of  alcoholism  is  chiefly 
along  psychological  lines  but  the  physical  condi- 
tions of  these  patients  are  also  accorded  consider- 
able attention.  Insulin  in  tonic  doses  is  employed 
for  inappetence.  Electroshock  is  used  in  those  cases^ 
showing  more  tension  than  usual.  The  acute  phase 
of  alcoholism  is  treated  with  sedation  and  a gradual 
liquor  wihdrawal  schedule  which  reduces  the  in- 
cidence of  alcoholic  hallucinosis  almost  to  the  zero 
point.  The  reduction  schedule  takes  three  or  four 
days  for  completion.  As  to  how  long  an  alcoholic 
should  be  hospitalized,  we  do  not  speak  in  definite 
terms  but  recommend  a minimum  of  two  weeks. 
The  addictions  are  treated  with  a reduction  schedule 
lasting  from  one  to  two  weeks.  We  require  that 
these  patients  be  committed  to  us  and  that  they  re- 
main for  at  least  four  weeks.  Electroshock  is  also 
used  in  the  addictions  in  selected  patients,  as  are 
tonic  doses  of  insulin. 

C.  Earle  Johnson,  Jr.,  M.D., 

Superintendent 

*Published  with  the  permission  and  approval  of  the 
Virginia  Department  of  Mental  Hygiene  and  Hospitals. 


Bibliotheca  Obstetrica 

Hoboken,  Nicolaus  (1632-1678);  Anatomia  secundinae  humanae,  quindecim 
figuris  ad  vivum  propria  autoriis  manu  delineatis,  illustrata.  Ad  nobilissimum  araplis- 
simumque  virum,  D.  Nicolaum  Tulpium,  Medicum  excellentissimura,  Reip.Amstelr. 
E.xconsulem,  & Senatorum,  & illustr.  & Prepot.  D.D.  Hollandiae  ac  West-Frisiae 
Ordd.  Delegat.  Collegio  adscriptum.  Cum  annexo  S.  Spicilegio  Epistolarum,  rem 
potissimum  generatorium  referendum.  Trajecti  ad  Rhenum  Apud  Johannem  Rib- 
bium,1669.  221  (11)  p.  Front.port.  engr.title  page.  9 plates,  15.9  cm 

Hoboken  was  a pupil  of  Diemerbroeck  and  professor  at  Utrecht  and  Harderwyk. 
These  beautiful  pictures  of  the  placenta,  umbilical  cord  and  vessels,  and  the  fetal 
membranes,  drawn  from  life  by  the  author  show  that  he  well  understood  the  anatomy 
of  the  secundines.  This  little  book  was  of  considerable  value  in  its  time.  According 
to  Ricci  (The  Genealogy  of  G)Tiecology)  the  1675  edition  described  the  development 
of  the  corpus  luteum  during  the  pregnant  state,  but  failed  to  mention  whether  it  ex- 
isted otherwise. 
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PUBLIC  HEALTH 

L.  J.  Roper,  M.D., 

State  Health  Commissioner  of  Virginia 


The  report  of  the  Bureau  of  Communicable  Dis- 
eases of  the  State  Department  of  Health  for  Novem- 
ber 1948  as  compared  with  the  same  month  in 
1947,  and  for  the  period  of  January  through  No- 
yember  1948  compared  with  the  same  period  in 
1947,  is  as  follows: 


Jan.- 

Jan.- 

Nov. 

Nov. 

Nov. 

Nov. 

1948 

1947 

19+8 

19+7 

Typhoid  and  Paratyphoid  . 

6 

29 

127 

160 

Diarrhea  and  Dysentery 

285 

142 

4,219 

4,809 

Measles 

. 219 

100 

6,498 

7,661 

Scarlet  Fever 

. 91 

182 

807 

1,184 

Diphtheria 

- 37 

39 

229 

227 

Poliomyelitis 

. 45 

18 

562 

172 

Meningitis 

- 10 

4 

84 

95 

TJndiilant 

1 

9 

7+ 

72 

Rocky  Mountain  spotted  fever_ 

0 

1 

63 

67 

Tularemia 

. 3 

3 

51 

50 

Diphtheria  in  Virginia 

Diphtheria  in  Virginia  in  Last  Five  Years 


Cases  Deaths  Case  Fatality  Rate 

19+3-1944  349  17  4.9 

1944-19+5  3+5  29  8.4 

19+5-1946  ^ 669  52  7.8 

1946- 19+7  460  30  6.5 

1947- 1948  254  21  8.3 


With  the  return  of  American  soldiers  from  Eu- 
rope in  1945-46  it  was  feared  that  there  would 
be  an  increase  in  diphtheria.  Fortunately,  these 
fears  have  not  been  substantiated.  It  will  be  re- 
called that  during  the  winter  of  1945-46  there 
was  a high  incidence  of  diphtheria  in  Europe,  Ger- 
many reporting  17,000  cases  in  a month,  the 
Netherlands  5,000,  Poland  4,000  and  Czechoslo- 
vakia 3,000,  for  a like  monthly  period.  Not  only 
was  there  high  incidence,  but  the  case  fatality  was 
high.  It  was,  therefore,  felt  that  the  exposure  of 
thousands  of  American  soldiers  to  this  organism 
of  apparently  high  virulence  made  it  probable  that 
many  of  these  soldiers  would  return  as  diphtheria 
carriers.  The  Virginia  figures  for  the  year  July  1, 


1945-June  30,  1946,  appeared  to  justify  this  ap- 
prehension. From  a low  of  345  in  1944-45,  the 
case  reports  soared  to  a high  of  669  in  1945-46, 
but  for  some  reason  there  has  been  a progressive 
decline  in  incidence  since  that  year.  There  were 
460  cases  reported  in  1946-47,  254  in  1947-48,  and 
for  the  first  five  months  of  the  current  reporting 
year.  111.  Case  fatality  rates  have  been  relatively 
high. 

For  the  country  as  a whole  the  Public  Health 
Service  reports  a corresponding  decline.  Through 
December  4,  1948,  a total  of  8,908  cases  of  diph- 
theria has  been  reported,  the  lowest  figure  for  the 
corresponding  period  on  record.  This  may  be  com- 
pared with  11,220  in  1947;  14,777  in  1946;  16,- 
744  in  1945;  and  a five-year  median  of  12,643 
cases  for  the  corresponding  periods. 

However,  these  fluctuations  downward  should  not 
give  a sense  of  false  security.  lii  control  of  diph- 
theria, eternal  vigilance  is  still  the  price  of  security. 
This  vigilance  is  two-fold,  widespread  immuniza- 
tion and  the  detection,  wherever  possible,  of  car- 
riers. 

Immunization  should  be  given  during  the  last 
half  of  the  first  year  of  life.  It  is  dangerous  to 
wait  until  the  child  reaches  school  age  before  im- 
munization, since  two-thirds  of  the  deaths  from 
diphtheria  occur  before  school  age.  In  public 
health  practice  the  immunization  program  is  pushed 
actively  until  at  least  half  of  the  children  in  all 
age  groups  have  been  protected. 

The  handling  of  the  carrier  is  a “headache” 
for  the  health  officer.  Among  the  numerous  chemi- 
cal and  physical  agents  that  have  been  tried,  the 
best  so  far  is  the  removal  of  diseased  tonsils  and 
adenoids.  Some  success  has  been  reported  in  the 
use  of  penicillin  and  warrants  trial  before  surger)L 
Organisms  should  be  tested  for  virulence  before 
resorting  to  nose  and  throat  surgery  as  a method  of 
eliminating  carriers. 
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MEDICAL  SOCIETY  OF  VIRGINIA 
COUNCIL 
Special  Meeting 


A special  meeting  of  the  Council  was  held  at  the  So- 
ciety’s office,  Richmond,  December  16th  at  4:30  P.M.,  with 
the  president.  Dr.  M.  Pierce  Rucker,  presiding.  Others 
attending  were:  Dr.  \V.  C.  Caudill,  president-elect;  Dr. 
C.  L.  Outland,  first  vice-president;  Dr.  L.  J.  Roper,  State 
Health  Commissioner;  Drs.  R.  B.  Bowles,  C.  L.  Harrell, 
Guy  W.  Horsley,  V^^  J.  Ozlin,  \V.  A.  Porter,  John  T.  T. 
Hundley,  R.  P.  Bell,  Jr.,  V.  \V.  Archer  and  James  P. 
King,  councilors;  Dr.  Walter  B.  Martin,  member  of  the 
Board  of  Trustees  of  the  American  Medical  Association; 
Drs.  J.  M.  Hutcheson  and  H.  B.  Mulholland,  delegates 
to  the  A.M.A. ; and  Mr.  Henry  Johnson,  public  relations 
director. 

There  being  a quorum,  the  President  said  he  would 
take  up  a few  matters  while  waiting  for  the  others  to 
come.  On  motion,  minutes  of  the  last  meeting  of  the 
Council  were  accepted  as  printed  in  the  December,  1948, 
Virginia  Medical  Monthly. 

Dr.  Rucker  said  that  the  Chamberlin  Hotel,  Old  Point 
Comfort,  had  been  selected  for  the  1949  meeting  but,  as 
he  had  heard  some  criticism  of  starting  the  business  ses- 
sions on  Sunday,  he  would  like  to  know  the  wishes  of  the 
Council.  Several  felt  this  had  proved  very  satisfactory 
at  the  last  meeting  and  it  was  decided  that  the  Council 
and  House  of  Delegates  meet  on  Sunday  afternoon  again 
in  1949.  Dates  were  named  as  October  9-12. 

In  accordance  with  vote  taken  by  mail,  it  was  stated  that 
the  view  boxes  for  scientific  exhibits,  owned  by  the  So- 
ciety, have  been  given  the  Medical  College  of  Virginia,  in 
view  of  other  arrangements  for  these  exhibits. 

The  President  then  announced  that  the  special  purpose 
of  this  meeting  was  to  consider  the  action  taken  by  the 
House  of  Delegates  of  the  American  Medical  Association, 
at  its  recent  meeting  in  St.  Louis,  with  regard  to  an  assess- 
ment of  $25.00  on  each  member  of  the  American  Medical 
Association.  The  secretary  was  asked  to  read  the  fol- 
lowing telegram: 

Recent  interim  session  House  of  Delegates  unan- 
imously decided  to  assess  each  member  of  the  American 
Medical  Association  twenty-five  dollars.  You  are  re- 
quested to  collect  this  assessment  through  your  county 
units  or  any  other  way  you  desire.  Bill  Association 
for  any  extra  expense  in  connection  with  collection. 

George  F.  Lull,  Secretary 
American  Medical  Association. 
Dr.  Rucker  asked  Dr.  Martin,  Am'rican  Medical  Asso- 
ciation Trustee,  who  had  been  named  a member  of  the 
Planning  Committee  for  this  campaign,  for  further  in- 
formation. He  said  it  was  reasonably  sure  that  the 
Murray-Wagner-Dingell  Bill  with  some  modifications 
would  come  up  in  Congress  again  this  year,  and  it  was 
felt  the  American  Medical  Association,  state  and  county 
societies  and  individual  doctors  should  be  aroused  to  meet 
the  issue.  The  Trustees  and  House  of  Delegates  were 
opposed  to  any  form  of  socialized  medicine  and  felt  the 
best  way  to  combat  this  was  to  put  on  a nationwide  plan 
of  education  on  the  progress  of  American  medicine,  stress- 


ing the  advantages  of  the  American  system  in  giving  a 
high  quality  of  medical  care.  To  do  this,  it  was  necessary 
to  have  funds  and,  for  this  purpose,  it  was  decided  to 
levy  an  assessment  of  $25.00  on  each  member  of  the 
Association.  A Planning  Committee  was  appointed  to 
govern  the  over-all  policies  of  the  campaign  and  the 
Committee  had  already  decided  to  employ  Whitaker  and 
Baxter  of  San  Francisco  as  public  relations  counsel.  They 
will  direct  the  campaign  from  a Chicago  and  Washing- 
ton office,  working  closely  with  headquarters.  This  is  the 
firm  which  last  year  directed  the  campaign  of  the  Cali- 
fornia State  Medical  Association  in  defeating  the  pro- 
gram for  compulsory  health  insurance  as  proposed  by 
Governor  Warren. 

In  addition  to  paying  the  assessment.  Dr.  Martin  said 
it  would  be  necessary  for  doctors  to  know  how  their 
representatives  in  Congress  stand  and  inform  them  if 
necessary  as  to  the  type  of  medical  care  to  the  public  that 
would  result  from  President  Truman’s  proposed  com- 
pulsory sickness  insurance  program.  Drs.  Mulholland 
and  Hutcheson  felt  it  would  take  salesmanship  but  that 
the  immediate  responsibility  is  to  collect  the  assessment 
and  then  to  help  in  every  way  in  carrying  out  the  ob- 
jective. This  Dr.  Hutcheson  felt  could  best  be  handled 
through  component  societies  and  district  councils. 

Question  was  asked  as  to  how  the  assessment  should  be 
collected.  Dr.  Martin  suggested  that  it  should  first  be 
decided  if  the  Council  approves  the  plan  and  then  how  to 
collect  it.  Dr.  Mulholland  asked  if  all  the  money  would 
be  used  for  the  educational  program  or  for  any  other 
purpose.  Dr.  Martin  said  the  Board  of  Trustees  would 
like  to  be  empowered  to  use  the  money  as  they  felt  it 
was  needed.  They  are  going  ahead  with  the  funds  they 
have,  borrowing  if  necessary,  but  wish  to  be  reimbursed. 

Dr.  Harrell  moved  that  this  body  go  on  record  as  ap- 
proving the  action  of  the  American  Medical  Association 
in  assessing  all  members  $25.00  for  this  campaign,  and 
that  we  give  them  our  hearty  support.  This  was  seconded. 
Dr.  Hundley  said  his  society  was  enthusiastic  about  help- 
ing and  he  did  not  feel  there  would  be  any  trouble  in 
raising  the  fund.  Dr.  Archer  cited  the  work  done  in 
California,  stating  that  with  what  they  raised  they  were 
able  to  secure  v'ery  able  public  relations  counsel,  which 
Dr.  Martin  said  is  the  counsel  already  engaged  by  the 
American  Medical  Association.  Dr.  Harrell’s  motion  then 
put  to  v'ote  was  carried  unanimously. 

The  next  question  was  how  to  collect  the  assessment. 
In  the  discussion  which  followed,  it  was  felt  this  matter 
should  be  handled  on  the  local  level  through  the  com- 
ponent societies  but  it  would  not  affect  the  membership 
of  anyone  who  would  not  pay.  Dr.  Bell  asked  if  this 
could  be  taken  up  through  jhe  Public  Relations  depart- 
ment, but  Dr.  Martin  felt  the  councilors  should  inform 
the  local  societies.  Dr.  Bowles  asked  if  it  might  be  dis- 
cussed at  the  Public  Relations  conference  to  be  held  short- 
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ly.  Mr.  Johnson  said  if  the  Council  wished  they  can 
have  a discussion  of  this  subject  fit  in  their  program. 

Dr.  Hundley  then  offered  the  motion  that  a letter  be 
sent  immediately  to  the  secretary  of  each  component  so- 
ciety, and  to  each  member  of  the  district  councils,  request- 
ing that  immediate  steps  be  taken  to  collect  the  $25.00 
assessment  to  combat  compulsory  insurance;  that  copies 
of  these  letters  be  sent  to  each  councilor,  together  with  a 
letter  informing  him  that  he  is  responsible  for  securing 
this  collection  within  his  district,  and  also  notifying  him 
that  necessary  expenses  will  be  paid.  This  was  seconded. 
In  the  discussion,  it  was  felt  that  every  councilor  should 
be  given  all  information  possible  and  arrangements  be 
made  to  contact  every  doctor  in  the  State.  Every  con- 
gressman should  be  seen  with  the  idea  of  finding  out  his 
attitude  on  the  subject  of  socialized  medicine;  if  on  the 
fence,  he  should  be  educated.  Dr.  Archer  felt  that  each 
councilor  should  indoctrinate  the  members  of  his  district 
council,  and  should  find  out  the  best  way  of  contacting 
the  congressman,  probably  through  his  family  physician. 
It  was  also  suggested  that  each  local  society  should  collect 
from  its  members,  and  send  the  money  to  the  state  society 
with  a roster  of  contributors.  This  money  should  then 
be  sent  to  the  American  Medical  Association.  Dr.  Hund- 
ley’s motion  was  then  carried. 

There  followed  an  informal  discussion  on  Blue  Cross 
and  Blue  Shield  and  the  need  of  the  doctor’s  support  in 
joining  and  educating  their  patients  in  regard  to  these 
organizations. 

Agnes  V.  Edwards, 

Approved : Secretary. 

M.  Pierce  Rucker, 

President. 

December  20,  1948. 


WOMAN’S  AUXILIARY 
TO  THE 

MEDICAL  SOCIETY  OF  VIRGINIA 


President Mrs.  R.  M.  Reynolds,  Norfolk 

President-Elect Mrs.  C.  E.  Holderby,  Hilton  Village 

Recording  Secretary Mrs.  T.  S.  Chalkley,  Richmond 

Corresponding  Secretary Mrs.  Charles  Lupton,  Norfolk 

Treasurer Mrs.  Reuben  Simms,  Richmond 

Parliamentarian Mrs.  H.  W.  Rogers,  Norfolk 

Historian Mrs.  M.  H.  Harris,  West  Point 


Report  of  National  Conference, 

On  November  4th  and  5th,  Mrs.  R.  M.  Reynolds, 
President  of  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  Virginia,  and  I attended  the  National 
Conference  for  Presidents,  Presidents-Elect  and 
Chairmen  of  Standing  Committees.  The  Confer- 
ence was  held  in  the  Hotel  Sherman  in  Chicago. 
Thirty-five  States  and  Hawaii  were  represented. 

The  meeting  was  called  to  order  by  Mrs.  Luther 


Kice,  National  President,  who  presided.  She  was 
assisted  by  Mrs.  David  Allman,  President-Elect. 

Dr.  Frank  G.  Dickinson,  Bureau  of  Economic 
Research,  A.  M.  A.  gave  a talk  on  Medical  Econo- 
mies in  relation  to  the  Woman’s  Auxiliary. 

Dr.  Fred  Hein,  Consultant  on  Physical  Fitness, 
A.  M.  A.  told  us  about  School  Health  Programs. 
He  suggested  college  courses  in  health  instruction 
for  teachers,  instruction  in  health  and  healthful 
living  for  pupils,  and  school  health  councils;  one 
member  to  be  a representative  of  the  medical  pro- 
fession, to  meet  with  parents,  teachers  and  super- 
visors to  discuss  health  needs  of  the  school. 

Mr.  William  Doscher,  Assistant  Director  of  Pub- 
lic Relations,  A.  M.  A.  spoke  on  Auxiliary  Public 
Relations. 

Mr.  Thomas  .A.  Hendricks,  Secretary,  Council  on 
Medical  Service,  A.  M.  A.  reported  on  the  Hoover 
Commission.  Mr.  Hendricks  said,  “new  health  leg- 
islation can  be  expected.”  “Mr.  Oscar  Ewing,  Fed- 
eral Security  Administrator,  who  advocates  Free 
Health  and  Free  Medical  Service  for  every  one  in 
the  United  States  within  ten  years,  will  be  head  of 
any  National  Health  Program.”  We  were  told,  “it 
will  cost  $10,000,000,000  to  start  this  program, 
not  support  it.”  “If  everything  is  free  who  will 
pay  it?”  “Where  will  the  money  come  from?” 

Mr.  Arthur  Conrad,  Assistant  Administrator,  Na- 
tional Physicians  Committee  for  the  Extension  of 
(Medical  Care  gave  a spirited  talk  on  Communism 
and  the  forces  behind  the  drive  for  Socialized  Medi- 
cine. He  said,  “Wake  up,  doctor’s  wives,  Educate 
Yourselves,  Read  the  Communist  Manifesto.”  He 
told  of  the  use  in  some  states  of  school  text  books  to 
spread  communistic  ideas  and  propaganda.  He 
stressed  the  importance  of  right  instruction  and  in- 
structors for  our  young  people  in  our  fight  against 
Communism  and  the  major  role  they  will  play  in 
this  fight. 

Dr.  E.  L.  Bortz,  Past  President  of  the  American 
Medical  Association,  said  the  Auxiliary  is  assum- 
ing its  rightful  role  by  helping  in  Public  Relations. 
Medicine  in  1949  will  be  at  its  cross-roads.  He  said 
organize  and  fight  Socialized  Medicine  by  exposing 
its  evils. 

Dr.  Louis  H.  Bauer,  Vice  Chairman,  Board  of 
Trustees,  A.  M.  A.  told  of  the  organization  in  Sep- 
tember 1947  in  Paris  of  the  World  Medical  Asso- 
ciation and  some  ways  it  promotes  good  will  and 
friendship  between  nations. 
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We  received  a number  of  useful  and  interesting 
ideas  from  the  discussion  of  state  auxiliary  activi- 
ties by  the  presidents. 

Thursday  luncheon  was  served  in  the  Rose  Room 
for  the  conference  members  and  that  evening  at 
7 ;00  o’clock  a conference  dinner  was  held  in  the 
Crystal  Room. 

Mrs.  William  Bergin,  Pepeekeo,  Hawaii,  pre- 
sented to  each  one  present  a Hawaiian  Orchid. 

Friday  luncheon  was  served  in  the  Grey  Room. 
After  a business  session  the  meeting  adjourned. 

Marion  Holderby  (Mrs.  C.  E.) 
President-Elect 

Presidents  of  County  Auxiliaries. 

Northampton- ACCOM  AC 

Mrs.  W.  J.  Sturgis,  Sr.,  Massawadox. 

Richmond 

Mrs.  Thomas  Wheeldon,  6311  Three  Chopt  Road, 
Richmond. 

DaNVILLE-PiTTSYL  VANIA 

Mrs.  J.  L.  Jennings,  Manchester  Avenue,  Dan- 
ville. 

Petersburg 

Mrs.  William  Grossmann,  1762  Matoax  Avenue, 
Petersburg. 

.Arlington 

Mrs.  J.  Robins  McGriff,  McLean. 

Alexandria 

Mrs.  Harrison  Picot,  804  Prince  Street,  Alex- 
andria. 

Mid-Tidewater 

Mrs.  M.  H.  Harris,  Box  250,  West  Point. 
Northern  Neck 

Mrs.  A.  B.  Gravatt,  Kilmarnock. 

Norfolk 

Mrs.  Mallory  S.  Andrews,  7609  Gleneagles  Road, 
Norfolk. 

Warwick 

Mrs.  Chester  D.  Bradley,  222  Pocahontas  Drive, 
Hampton. 


BOOK  ANNOUNCEMENTS 

Pathology.  Edited  by  W.  A.  D.  Anderson,  M.A., 
M.D.,  F.A.C.P.,  Professor  of  Pathology  and  Bac- 
teriology, Marquette  University  School  of  Medicine, 
Milwaukee,  Wisconsin.  St.  Louis,  The  C.  V.  Mosby 
Company,  1948.  xii-1453.  With  1183  Illustrations 

and  10  Color  Plates.  Cloth.  Price  $15.00. 


Clinical  Urology.  Essentials  of  Diagnosis  and  Treat- 
ment. By  LOWRAIN  E.  McCREA,  M.D.,  F.A.C.S., 
F.I.C.S.,  Clinical  Professor  of  Urology,  Temple 
University  Medical  School;  Attending  Urologist, 
Philadelphia  General  Hospital.  Second  Edition. 
Philadelphia,  F.  A.  Davis  Company,  1948.  xii-503 

pages.  With  263  Illustrations,  7 in  Color.  Cloth. 
Price  $6.50. 

A Brief  History  of  the  South  Carolina  Medical  Asso- 
ciation to  which  are  added  short  historical  sketches 
of  various  medical  institutions  and.  societies  of 
South  Carolina,  VI,  197  p.  front,  port,  illustrated. 
Published  by  the  South  Carolina  Medical  Associa- 
tion at  its  Centennial  meeting.  Charleston,  1948. 

This  attractive  little  history  of  the  South  Caro- 
lina Medical  Association  and  its  component  so- 
cieties should  prove  interesting  to  Virginians.  The 
two  States  have  much  in  common.  Both,  until  quite 
recently,  had  an  agricultural  civilization,  but  in 
Virginia  the  planters  lived  on  the  farms  whereas 
in  South  Carolina  the  planters  lived  in  Charleston. 
Possibly  for  this  reason  the  South  Carolina  Medi- 
cal Association  began  its  career  with  a botanical 
garden  and  a library  with  a paid  librarian.  I was 
surprised  that  its  first  fee  bill  makes  no  mention  of 
obstetrics,  especially  since  Dr.  John  Moultrie  of 
Charleston  was  probably  the  first  obstetrician  in 
the  Colonies.  It  is  also  surprising  that  as  late  as 
1821  the  charges  were  still  expressed  in  pounds, 
shillings  and  pence.  In  1850  the  members  of  the 
State  Association  expressed  indignation  at  the 
promiscuous  way  in  which  members  of  the  clergy 
furnished  testimonials  for  nostrums  and  threatened 
to  cease  giving  free  medical  attention  to  the  par- 
sonage. At  a later  date  a subsidiary  society  ac- 
tually took  such  action.  I learned  many  things 
that  I never  knew  before  from  reading  this  book, 
such  as:  The  South  Carolina  Medical  Association 
was  the  Board  of  Health  of  the  State  of  South 
Carolina,  and  that  Dr.  W.  C.  Norwood  of  Nor- 
wood’s tincture  fame  was  a South  Carolinian.  One 
statement,  however,  I must  take  exception  to,  and 
that  is  “There  had  been  no  state  medical  journals 
until  1899.  South  Carolina  was  the  first  Southern 
State  to  undertake  publications  of  its  own  periodi- 
cal.” 

The  book  is  well  illustrated.  At  the  end  of  many 
chapters  are  interesting  vignettes  of  saddle  bags, 
medicine  chests  and  scarifiers.  .Appropriately 
enough  a scarifier  is  at  the  end  of  the  chapter  on 
“The  Doldrums.” 

M.  p.  R. 
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EDITORIAL 

Teaching  Allergy  to  Undergraduates 

A LLERGY  is  a subspecialty  of  internal  medicine,  a subspecialty,  however,  that 

^ because  of  its  numerous  impingements  upon  many  other  fields  of  medicine  and 
the  high  incidence  of  the  diseases  due  to  it,  should  be  accorded  in  its  own  right  a 
prominent  and  respected  position  in  the  family  of  medical  specialties.  To  attempt 
to  separate  allergy  too  far  from  internal  medicine  or  from  the  other  specialties  would 
be  a dangefous  experiment. 

David  P.  Barr,  professor  of  medicine  at  Cornell  University,  several  years  ago  set 
forth  in  clear  language  the  need  of  the  internist  for  a broad  and  sympathetic  under- 
standing of  these  relationships.  He  reminds  us  that  “the  concept  of  altered  reaction 
to  bacterial  and  nonbacterial  substances  is  one  of  the  most  important  ideas  of  medi- 
cine today.  It  ranks  with  psychosomatic  medicine,  with  the  study  of  the  circulatory 
apparatus,  with  bacteriology,  with  metabolism,  and  with  clinical  chemistry.  It  is 
relevant  to  the  pathogenesis  and  affects  the  practical  management  of  much  more  than 
one-half  of  all  the  diseases  to  which  flesh  is  heir.  It  is  part  and  parcel  of  internal 
medicine  and  no  internist  can  be  regarded  as  completely  trained  who  is  not  thoroughly 
cognizant  of  the  principles  of  sensitivity,  of  anaphylaxis  and  of  the  altered  reaction  of 
the  body  to  proteins.” 

The  allergist  stands  equally  in  need  of  knowledge  of  internal  medicine,  and  he 
must  not  neglect  the  techniques  by  wdiich  the  internist  conducts  his  comprehensive 
and  searching  studies  of  the  patient.  It  is  incumbent  upon  the  allergist  to  cultivate 
an  awareness  of  related  metabolic,  upper  and  lower  respiratory,  circulatory,  dermato- 
logic, pediatric,  and  psychosomatic  problems.  A good  allergist  must  first  of  all  be  a 
good  internist. 

The  question  naturally  arises  where  and  how  these  concepts  are  to  be  inculcated. 
That  is  a problem  to  which  the  American  Academy  of  Allergy  is  now  addressing 
itself,  believing  that  the  start  must  be  made  in  our  schools  of  medicine.  Such  surveys 
as  have  been  conducted  to  date  indicate  in  many  instances  a surprising  deficiency  in 
undergraduate  instruction  in  allerg}-.  Dr.  Oscar  Swineford’s  survey,  reported  in 
1946,  showed  that  of  31  schools  questioned,  12  “offered  little  or  no  organized  in- 
struction in  allergy”,  while  in  14  others,  instruction  was  obviously  inadequate.  It 
is  astonishing  to  learn  that  in  one  of  our  top  medical  schools  only  two  one-hour 
lecture  periods  are  devoted  to  the  subject.  Inadequate  undergraduate  instruction  is 
reflected  at  higher  levels,  internes  and  residents  showing  little  interest  in,  or  compre- 
hension of  the  problems  of  allergy.  Barr  remarking  on  the  sequel  says,  “It  is  more 
than  deplorable  that  many  young  internists  have  been  permitted  to  finish  their  train- 
ing almost  without  contact  with  allergy  and  allergic  thought.  Some  of  them  have  been 
so  crassly  ignorant  as  to  regard  the  whole  specialty  as  a somewhat  unnecessary  and 
undesirable  field.” 

There  is  evidence  to  show,  however,  that  professors  of  medicine,  deans  of  medical 
schools  and  curriculum  committees  are  becoming  increasingly  anxious  to  assign  al- 
lergy its  proper  place  in  the  medical  course.  The  approach  appears  to  lie  along  a 
number  of  roads.  It  is  beginning  to  be  realized  that  the  study  of  allergy  as  an  un- 
dergraduate discipline  is  handicapped  by  the  lack  of  coordination  among  various 
departments  of  the  medical  school,  most  of  which  are  concerned  at  one  time  or  another 
with  the  fundamental  principles  of  allergy.  Unnecessary  overlapping  and  serious 
omissions  can  be  avoided  by  the  heads  of  departments  sitting  down  with  the  cur- 
riculum committee  and  planning  for  the  student’s  instruction  in  allergy  and  its  asso- 
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ciated  specialty,  immunology,  from  the  day  he  enters  the  medical  college  until  his 
graduation.  , . .. 

The  Academy  of  Allergy  has  set  up  what  it  regards  as  a minimal  allergy  curriculum. 
In  its  opinion  each  student  should  have  at  least  twelve  hours  of  instruction,  in 
anaphylaxis,  the  pathologic  physiology  of  allergy,  the  clinical  recognition  of  its  mani- 
festations, its  etiologic  diagnosis  and  its  treatment.  An  allergy  clinic  in  a teaching 
institution  is  regarded  as  a sine  qua  non.  Like  every  other  clinic  in  such  an  institu- 
tion a good  allergy  clinic  has  two  problems — ^the  care  of  the  sick  and  the  education  of 
future  doctors  of  medicine.  It  will  perform  these  functions  best  when  its  staff  is 
composed  of  trained  allergists;  and  when  its  laboratory  equipment  and  technical 
assistants  are  not  hampered  by  inadequate  budgets.  For  those  students  who  wish  to 
emphasize  allergy  or  to  pursue  it  later  as  a specialty,  elective  courses  should  be  a part 
of  the  curriculum. 

Instruction  in  allergy  promises  to  be  best  in  those  institutions  in  which  research  in 
the  many  unsolved  problems  of  botli  immunology  and  allergy  are  attacked  on  the 
level  of  the  basic  sciences.  So  closely  interknit  are  the  problems  of  allergy  and  im- 
munology and  so  intimately  do  they  concern  the  internist  that  the  allergist  should 
become  the  hospital  consultant  not  only  in  the  situations  involving  clear  cut  allergic 
disease  but  also  in  those  border-line  cases  in  which  the  fundamental  concepts  of  im- 
munology and  allergy  may  be  involved.  Such  cooperation  would  mean  much  in  a teach- 
ing institution  where  students  are  so  sensitive  and  responsive  to  the  attitudes  of  their 
professors. 

After  all  is  said  and  done  however,  much  as  we  regret  to  admit  it,  undergraduate 
instruction  in  allergy  depends  largely  for  its  success  upon  the  resources,  chiefly  mone- 
tar}’,  that  are  at  its  disposal.  These  corne  naturally  from  two  sources,  the  budgetary 
allowances  of  the  institution  to  the  department,  and  funds  earmarked  for  research  by 
some  public  spirited  individual  or  by  one  of  the  foundations  w’hich  have  so  admirably 
furthered  the  progress  of  medicine  in  a number  of  other  specialties.  One  still  has  to 
put  something  into  the  hopper  if  one  expects  to  get  something  out. 


Wyndham  B.  Bl.anton 


Public  Schools  and  Public  Health 


HE  immediate  Past-President  of  the  American  Public  Health  Association  is  a 


staunch  advocate  of  Federalized  medicine.  As  Associate  Chief  of  the  United 
States  Children’s  Bureau  she  had  much  to  do  with  initiating  and  the  conduct  of  the 
Emergency  Maternal  and  Infant  Care  and  she  was  an  advocate  of  enlarging  that 
service  and  extending  it  into  the  post-war  period.  At  the  recent  meeting  of  the 
American  Public  Health  Association  in  Boston,  in  her  presidential  address,  she  said 
that  the  only  way  of  bringing  health  care  to  all  the  people  is  through  a public  pro- 
gram that  is  as  freely  available  to  the  mothers  and  children  as  is  our  public  educa- 
tional system. 

When  so  great  an  authority  as  Dr.  Martha  Eliot  makes  such  a statement  it  be- 
hooves us  to  pursue  her  analogy  and  to  determine  just  what  are  its  implications. 
Since  1860  the  public  school  system  has  been  in  operation  in  every  State  in  the  Union. 
The  public  school  system  is  sometimes  called  tlie  free  school  system,  especially  in 
the  West.  It  is  free  only  in  the  sense  that  the  individual  can  patronize  the  school 
without  incurring  additional  expense.  He  pays  for  it  indirectly  in  taxes  and  these 
keep  up  as  long  as  he  lives. 

What  has  been  accomplished  in  the  past  88  years  in  the  way  of  the  quality  and 
quantity  of  education  and  how  have  the  teachers  fared? 
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The  public  schools  in  England,  which  are  anything  but  free  or  public  in  the  sense 
that  we  use  the  term  in  this  country,  and  the  private  academies  in  this  country  like 
Phillips  Andover,  the  Episcopal  High  School,  Woodberry  Forest,  Staunton  Military 
Academy,  Randolph-Macon  Academy,  St.  Christopher’s  or  McGuire’s  here  in  Rich- 
mond, provide  much  sounder  education  than  do  the  public  high  schools.  This  is 
true  in  spite  of  the  fact  that  many  problem  children  are  sent  to  the  private  schools. 

The  location  and  management  of  the  public  schools  have  been  the  province  of 
government  for  the  past  88  years.  Nevertheless  it  has  failed  to  reach  all  the  people. 
The  percentage  of  illiteracy  is  still  high.  The  figures  of  the  draft  boards  have  been 
frequently  used  to  show  that  medicine  has  fallen  down  on  its  job,  yet  illiteracy  was 
the  cause  for  rejecting  more  draftees  than  any  other  factor. 

How  have  the  teachers  fared  under  the  public  school  system?  It  is  notorious  that 
public  school  teachers  are  the  poorest  paid  of  any  educated  class.  Typists  and  sec- 
retaries get  more  money.  Laboratory  technicians  are  much  better  paid  as  are  trained 
nurses.  Beauty  shop  managers  earn  from  $1820  to  $6500  in  comparison  to  high 
school  teachers  whose  salaries  range  from  $1056  to  $1807.  Manual  labor  pays  much 
better  than  school  teaching  and  even  a cook  or  a domestic  servant  has  more  “take- 
home  money”. 

In  all  fairness  it  should  be  borne  in  mind  that  in  1860  the  need  was  great  and 
much  had  to  be  done.  At  the  same  time  the  conditions  in  medicine  were  deplorable. 
There  was  little  real  knowledge  of  disease  and  the  teaching  in  the  medical  schools 
was  anything  but  good.  Hospitals  were  few  and  their  patients  were  either  well-to-do 
or  the  ver}"  poor.  The  building  of  a hospital  is  much  more  expensive  than  the  build- 
ing of  a school  and  the  maintenance  of  a hospital  is  tremendously  more  expensive 
than  the  running  of  a school.  The  education  of  a doctor  is  a long  and  expensive 
process  whereas  the  education  of  a teacher  is  comparatively  simple.  Yet  in  spite  of 
these  differences,  medicine  put  its  own  house  in  order — unaided.  The  people  in  the 
United  States  are  getting  better  medical  care  than  any  people  on  earth.  The  best  of 
medical  care  is  available  to  all  who  care  to  pay  for  it,  and  there  are  plans  by  which 
the  people  can  budget  their  hospital  and  medical  care  costs.  Any  Blue  Shield-Blue 
Cross  subscriber  can  tell  you  that  it  is  not  expensive. 


The  Cost  o£  Medical  Care 


T the  recent  Middle  Atlantic  States  Regional  Conference  in  Philadelphia  the 


^ cost  of  hospital  care  was  seriously  considered.  The  morning  session  was  de- 
voted to  “What  is  the  Resp>onsibility  of  the  Practitioner  in  Relation  to  Hospital 
Financing.”  Rufus  Rorem  presented  the  viewpoint  of  hospital  administration,  Rubin 
C.  Buerki  the  professional  viewpoint  and  F.  A.  Arestad  the  viewpoint  of  the  American 
Medical  Association.  From  the  discussion,  several  definite  impressions  stand  out.  The 
accounting  system  should  be  such  that  the  cost  of  every  department  at  least,  should 
be  known,  and  as  far  as  possible,  the  hospital  charges  should  be  so  adjusted  that  each 
department  should  pay  its  own  way.  The  day  when  endowments  can  be  expected  to 
take  care  of  deficiencies  is  past,  for  the  simple  reason  that  no  new  endowments  seem 
to  be  forthcoming  and  the  existing  endowments  yield  so  little.  Nor  should  anesthesia 
or  x-ray  department  be  made  to  pay  for  room  and  board  or  for  the  laboratory.  The 
American  Medical  Association  is  concerned  with  corporations  practicing  medicine. 
The  courts  have  held  that  this  is  illegal.  Where  diagnostic  clinics  come  in  under 
these  rulings  was  not  made  clear.  Someone  suggested  that  they  were  not  practicing 
medicine,  but  they  were  certainly  adding  to  the  overall  cost  of  medical  care.  Dr. 
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Buerki  said  that  doctors  could  do  a lot  to  keep  down  the  cost  of  hospital  care.  He 
cited  an  example  that  occurred  when  streptomycin  was  first  available.  He  asked  a 
doctor  why  he  used  $1700  worth  of  the  new  drug  on  a patient  when  it  did  not  seem 
to  be  indicated.  The  reply  was,  “What  difference  did  it  make  to  the  hospital,  the  pa- 
tient could  pay  for  it”.  Dr.  Buerki’s  reply  was  that  the  publicity  given  to  such  bills 
made  for  unfavorable  public  opinion. 

At  the  luncheon.  Dr.  Joseph  Lawrence  spoke  on  the  “Washington  Horoscope”. 
The  question  that  was  asked  him  in  Washington  most  frequently  and  the  one  he 
had  the  most  trouble  in  answering  was,  “What  can  be  done  about  the  cost  of  medical 
care”.  It  was  easy  to  say  that  it  had  not  advanced  more  than  the  cost  of  everything 
else; — food,  clothing  and  housing,  but  that  did  not  keep  the  legislators  from  taking  a 
hand  in  solving  the  problem.  The  afternoon  was  devoted  to  discussing  “Blue  Cross- 
Blue  Shield  Commission  Proposals”,  which  is  medicine’s  answer  in  helping  the 
public  meet  this  rising  cost. 

On  our  way  home,  we  had  the  opportunity  of  visiting  the  newest  teaching  hospital, 
a beautiful  example  of  plain  surfaces,  bright  with  glass  and  shining  metal.  It  has 
74  beds  for  obstetrical  patients  and  accommodations  to  meet  the  needs  of  every  sort 
of  obstetrical  patient,  except  the  one  with  the  lean  pocketbook.  There  was  a wing 
for  infectious  cases,  a four  bed  ward  and  a four  bed  bassinet  nursery  for  infected 
babies,  a four  bed  ward  and  a four  bed  bassinet  nursery  for  infected  mothers  and 
other  accommodations  for  the  patient  who  did  not  fit  into  either  of  the  above  cate- 
gories. The  entire  wing  was  absolutely  empty,  which  speaks  for  the  good  technic  of 
the  hospital.  There  were  groups  of  two  bed  rooms  with  a glass  enclosed  four 
bassinet  nursery  in  between,  so  that  the  mothers  and  fathers  could  see  their  offspring 
at  all  times.  Other  rooms  had  glass  enclosed  nurseries  in  the  corner  of  the  room. 
Then  there  were  conventional  rooms  that  were  served  by  the  general  nursery,  but  here 
the  infants  had  individual  cubicles.  All  of  this  filled  us  with  envy,  but  having  just 
come  from  the  conference  on  the  cost  of  hospital  care,  we  wondered  if  the  architects 
had  not  sold  the  public  “a  bill  of  goods”.  If  the  public  wants  such  luxury  and  can 
pay  for  it,  ($23  a day  with  nurses’  and  obstetrical  fees  extra)  it  is  all  right  of  course, 
but  the  public  should  stop  griping  about  the  cost  of  medical  care. 

In  this  connection,  at  the  Congress  to  Celebrate  the  300th  Anniversary  of  the 
Rotunda  Hospital,  the  statement  was  made  and  backed  up  by  figures,  that  the  Dublin 
Hospital  with  the  oldest  and  most  primitive  accommodations,  got  better  results  with 
the  newborn  baby  than  the  National  Hospital  with  all  the  latest  nursery  improvements. 
In  our  thinking  and  practices  we  should  draw  the  line  clearly  between  necessities  and 
luxuries. 


The  World  Medical  Association 

The  organization  and  purposes  of  the  World  Medical  Association  was  .discussed 
in  the  January  issue  of  the  Monthly  (75:49,  1948.)  In  the  November  issue 
of  the  Connecticut  State  Medical  Journal,  Dr.  Creighton  Barker  has  an  interesting 
account  of  the  Second  Annual  Assembly ‘of  the  World  Medical  Association  that  was 
held  in  Geneva,  September  8,  9,  10,  and  11.  The  first  major  item  to  be  considered 
was  the  international  pledge;  what  might  be  called  a modern  Hippocratic  Oath  ex- 
cept that  the  word  oath  has  so  many  connotations  in  the  many  countries  represented 
that  the  word  pledge  had  to  be  substituted.  It  is  called  The  Declaration  of  Geneva  and 
is  to  be  subscribed  to  “At  the  time  of  being  admitted  as  Member  of  the  Medical 
Profession : 
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“I  solemnly  pledge  myself  to  consecrate  my  life  to  the  service  of  humanity; 

“I  will  give  to  my  teachers  the  respect  and  gratitude  which  is  their  due; 

“I  will  practice  my  profession  with  conscience  and  dignity; 

“The  health  of  my  patient  will  be  my  first  consideration; 

“I  will  respect  the  secrets  which  are  confided  in  me; 

“I  will  maintain  by  all  the  means  in  my  power,  the  honor  and  the  noble  traditions 
of  the  medical  profession; 

“My  colleagues  will  be  my  brothers; 

“I  will  not  permit  considerations  of  religion,  nationality,  race,  party  politics  or 
social  standing  to  intervene  between  my  duty  and  my  patient; 

“I  will  maintain  the  utmost  respect  for  human  life,  from  the  time  of  conception; 
even  under  threat,  I will  not  use  any  medical  knowledge  contrary  to  the  laws  of 
humanity. 

“I  make  these  promises  solemnly,  freely  and  upon  my  honor.” 

The  Association  discussed  such  subjects  as  “The  Status  of  the  Medical  Profession  in 
Twenty-Three  Countries”,  “The  Advertisement  of  Patent  Medicines”,  “Proposals 
Relative  to  Universal  Medical  Qualifications”,  “Unqualified  Medical  Practice”, 
“Postgraduate  Medical  Education”,  “The  Training  of  Specialists”,  “An  International 
Code  of  Medical  Ethics”.  The  last  subject  to  be  discussed.  National  Health  Insur- 
ance came  in  for  the  longest  discussion.  There  seemed  to  be  no  question  but  that  the 
lot  of  physicians  in  national  health  insurance  countries  was  far  from  happy.  The 
Association  finally  adopted  unanimously  the  following  twelve  points  which  should 
govern  whenever  medical  care  becomes  a part  of  Social  Security; 

1.  Freedom  of  choice  of  physician  by  the  patient.  Liberty  of  physician  to  choose 
patient  except  in  cases  of  urgency  or  humanitarianism. 

2.  No  intervention  of  third  party  between  physician  and  patient. 

3.  Where  medical  service  is  to  be  submitted  to  control,  this  control  should  be  exer- 
cised by  physicians. 

4.  Freedom  of  choice  of  hospital  by  patient. 

5.  Freedom  of  physician  to  choose  the  location  and  type  of  his  practice. 

6.  No  restriction  of  medication  or  mode  of  treatment  by  physician  except  in  case 
of  abuse. 

7.  .Appropriate  representation  of  medical  profession  in  every  official  body  dealing 
with  medical  care. 

8.  It  is  not  in  the  public  interest  that  physicians  should  be  full  time  salaried  ser- 
vants of  the  government  or  Social  Security  bodies. 

9.  Remuneration  of  medical  services  ought  not  to  depend  directlv  on  the  financial 
condition  of  the  insurance  organization. 

10.  Any  Social  Security  or  insurance  plan  must  be  open  to  the  participation  of 
any  licensed  physician,  and  no  physician  should  be  compelled  to  participate  if  he 
does  not  wish  to  do  so. 

11.  Compulsory  health  insurance  plans  should  cover  only  those  persons  who  are 
unable  to  make  their  own  arrangements  for  medical  care. 

12.  There  should  be  no  exploitation  of  the  physician,  the  physician’s  services  or  the 
public  by  any  person  or  organization. 

Dr.  Barker  reports  that  a quarterly  journal  of  international  medicine  is  to  be  es- 
tablished. The  original  contributions  will  be  published  in  the  language  of  the  country 
in  which  it  originated,  and  there  will  be  abstracts  in  French,  Spanish  and  English. 
Dr.  Morris  Fishbein  is  to  be  the  editor. 
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SOCIETIES 


Northern  Virginia  Medical  Society 

The  tri-yearly  meeting  of  the  Society  was  held 
in  Front  Royal,  December  14,  1948.  Doctors  pres- 
ent were:  John  Adams,  L.  F.  Hansbrough,  W.  E. 
Lynn,  J.  A.  Miller,  Conrad  Gossells,  C.  E.  Eoley, 
George  Murphy,  E.  W.  Gearing,  Jr.,  W.  S.  Carter, 
George  Smith,  Charles  Bondurant,  P.  W.  Boyd, 
R.  K.  Butler,  Leslie  Bell,  Monford  Custer,  F.  C. 
Downey,  T.  A.  Gibson,  E.  L.  Grubbs,  E.  L.  Hope- 
well,  J.  M.  Winkfield,  E.  D.  Maphis,  Jr.,  Edmund 
Morgan,  C.  H.  Iden,  T.  C.  Iden,  D.  M.  Kipps, 
George  Long,  J.  B.  McKee,  Harold  Miller,  Her- 
man Pifer,  C.  L.  Riley,  Elizabeth  Sherman,  R.  W. 
Stoneburner,  L.  K.  Woodward  and  John  Cadden. 

The  meeting  was  conducted  by  Dr.  C.  H.  Iden  of 
Berryville,  Va.,  president  of  the  society. 

Case  reports  were  presented  by  Dr.  L.  J.  Hans- 
brough of  Eront  Royal  and  Dr.  John  Adams  of 
Winchester. 

Dr.  Harold  Miller  of  Woodstock,  discussed  some 
of  the  highlights  from  the  Medical  Society  of  Vir- 
ginia State  Convention,  held  in  Richmond  during 
October. 

The  society  was  honored  by  two  guest  speakers. 
Dr.  John  P.  Gallagher  of  Washington,  D.  C.,  As- 
sociate Professor  of  Neuro-surgery  at  Georgetown 
University,  spoke  on  “Surgical  Treatment  Of  In- 
tractable Pain”,  and  Dr.  Theodore  E.  Woodward, 
of  Baltimore,  Md.,  Associate  Professor  of  Medi- 
cine at  the  Maryland  University  School  of  Medicine, 
spoke  on  “Clinical  Uses  Of  Chloromycetin  and 
Auriomycin”.  Both  papers  were  of  unusual  in- 
terest. 

The  following  officers  were  elected  for  the  coming 
year:  President,  Dr.  Harold  Miller,  Woodstock; 
vice-president,  Dr.  James  Miller,  Winchester;  and 
secretary-treasurer.  Dr.  E.  D.  Maphis,  Jr.,  Stras- 
burg. 

Dr.  George  H.  Murphy,  pathologist  for  the  Win- 
chester Memorial  Hospital,  Winchester,  was  re- 
ceived into  the  society. 

Fred  D.  Maphis,  Jr.,  Secretary 

Danville-Pittsylvania  Academy  of  Medicine. 

The  following  have  been  elected  officers  of  this 
Society  for  1949:  President,  Dr.  E.  B.  Robertson; 


vice-presidents,  Drs.  R.  W.  Garnett  and  H.  H. 
Hammer;  and  secretary-treasurer.  Dr.  John  J. 
Marsella. 

The  Fredericksburg  Medical  Society, 

At  its  meeting  on  December  10th,  elected  the  fol- 
lowing officers  for  1949:  President,  Dr.  W.  W. 
Butzner;  vice-president.  Dr.  George  Reynolds;  and 
secretary-treasurer.  Dr.  Lloyd  Moss. 

Lynchburg  Academy  of  Medicine. 

At  the  annual  business  meeting  held  on  Decem- 
ber 13th,  the  following  officers  were  elected  for 
1949:  Dr.  William  T.  Pugh  will  succeed  to  the 
presidency;  Dr.  H.  H.  Hurt,  president-elect;  Dr. 
S.  H.  Rosenthal,  vice-president;  and  Drs.  E.  A. 
Harper  and  J.  G.  Holland,  trustees.  The  secretary 
is  to  be  named  by  the  board  of  tru.stees. 

Richmond  Academy  of  Medicine. 

At  the  annual  meeting  on  December  14th,  the 
following  officers  were  elected  for  1949:  Dr.  Harry 
J.  Warthen,  Jr.,  will  succeed  to  the  presidency; 
Dr.  Henry  W.  Decker  was  named  president-elect; 
Drs.  Emily  Gardner  and  Webster  P.  Barnes, 
vice-presidents;  and  Drs.  Guy  W.  Horsley  and 
R.  D.  Butterworth,  members  at  large  on  the  Board 
of  Trustees.  Dr.  H.  Hudnall  Ware,  Jr.,  retiring 
president,  will  be  chairman  of  the  Board  of  Trustees. 
The  Christmas  party  followed  a business  session. 

The  Fourth  District  Medical  Society 

Held  its  annual  meeting  in  Petersburg  on  De- 
cember 14th,  under  the  presidency  of  Dr.  Herbert 
C.  Jones.  The  scientific  program  consisted  of  talks 
by  Dr.  James  L.  Hamner,  president  of  the  Virginia 
.■\cademy  of  General  Practice;  Dr.  McLemore  Bird- 
song, assistant  professor  of  pediatrics.  University 
of  Virginia;  Dr.  M.  Pierce  Rucker,  president.  Medi- 
cal Society  of  Virginia;  and  Dr.  T.  Duckett  Jones, 
medical  director  of  the  Helen  Jay  Whitney  Founda- 
tion of  New  York  City. 

The  following  officers  for  1949  were  elected: 
president.  Dr.  John  A.  B.  Lowry,  Crewe;  vice-presi- 
dents, Drs.  H.  E.  Whaley,  Victoria,  and  L.  P.  Jones, 
Emporia;  secretary-treasurer.  Dr.  William  S.  Sloan, 
Petersburg  (re-elected) ; and  chairman  of  the  steer- 
ing committee,  Dr.  William  Grossmann,  Petersburg. 
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The  Smyth  County  Medical  Society 

Held  its  regular  meeting  at  Hotel  Lincoln, 
Marion,  on  December  15. 

Dr.  W.  S.  Schiff  and  Dr.  C.  C.  Hatfield  re- 
ported that  a large  number  had  been  typed  on  the 
Red  Cross  Program. 

Report  by  Dr.  R.  D.  Campbell  on  the  1948  an- 
nual meeting  of  the  Medical  Society  of  Virginia 
was  read. 

It  was  voted  that  the  Secretary  write  the  Kiwanis 
Club  of  Saltville  in  appreciation  of  the  dinner  they 
served  the  Society  in  November.  Dr.  R.  H.  Har- 
rington suggested  that  the  Society  meet  with  the 
service  clubs  as  a means  of  promoting  the  medical 
side  in  the  controversy  over  socialized  medicine. 
It  was  also  suggested  that  some  arrangement  be 
made  to  put  a program  on  the  radio  station,  the 
Secretary  to  contact  the  proper  authorities. 

The  following  officers  were  elected  for  the  en- 


suing year:  President,  Dr.  D.  C.  Boatwright, 
Marion;  Vice-President,  Dr.  C.  C.  Hatfield,  North 
Holston;  Secretary-Treasurer,  Dr.  R.  C.  Potter, 
Marion;  Dr.  Walter  S.  Schiff  was  named  to  serve 
on  the  Board  of  Censors  for  three  years. 

Dr.  Lewis  E.  Jarratt  spoke  on  the  progress  which 
has  been  made  by  the  A.M.A.,  the  hospitals,  the 
State  of  Virginia  and  the  physicians  themselves 
toward  combating  the  present  movement  toward 
socialized  medicine.  This  participated  a lively  dis- 
cussion on  the  subject  by  various  members  which 
led  Dr.  C.  C.  Hatfield  to  move  that  the  next  meet- 
ing be  a round  table  discussion  on  the  ways  and 
means  this  society  has  in  the  same  effort.  It  was 
further  moved  that  Dr.  Jarrett  get  further  facts 
and  information  in  regard  to  this  subject  as  it  per- 
tains to  our  local  situation. 

Richard  C.  Potter, 

Secretary-  Treasurer 


NEWS 


A.M.A.  To  Fight  Socialized  Medicine. 

What  might  be  termed  the  “theme  song”  at  the 
recent  meeting  of  the  American  Medical  Associa- 
tion in  St.  Louis  was  its  opposition  to  socialized 
medicine  and  any  form  of  compulsory  sickness  in- 
surance as  proposed  by  Federal  Security  Adminis- 
trator Ewing.  In  order  to  make  this  fight,  it  was 
felt  that  there  should  be  put  on  an  educational 
campaign  to  awaken  the  doctor  as  well  as  the  lay- 
man to  the  danger  of  a politically  controlled  com- 
pulsory health  insurance  system;  that  the  people 
should  be  enlightened  as  to  the  superior  advantages 
of  American  medicine  over  government  controlled 
medicine;  and  that  the  nation  as  a whole  should 
be  urged  to  secure  voluntary  health  insurance  and 
prepaid  medical  care  so  as  to  have  the  kind  of 
medical  service  desired. 

One  feature  of  the  first  meeting  of  the  House  of 
Delegates  was  the  naming  of  the  outstanding  gen- 
eral practitioner  of  the  year.  Twenty-two  names  had 
been  submitted  by  state  societies  from  which  the 
Board  of  Trustees  selected  three  to  be  presented  to 
the  House.  The  winner  by  ballot  was  Dr.  William 
L.  Pressley  of  Due  West,  South  Carolina. 

Dr.  Charles  W.  Putney, 

Staunton,  has  resumed  his  practice  there  after 


taking  a special  course  in  surgery  at  the  Cook 
County  Graduate  School  of  Medicine  in  Chicago. 

University  o£  Virginia  Medical  News. 

On  November  20th,  Dr.  J.  Edwin  Wood,  Jr., 
Professor  of  Practice  of  Medicine,  attended  the 
Postgraduate  Course  of  the  American  College  of 
Physicians,  held  at  the  Massachusetts  General  Hos- 
pital, Boston,  and  addressed  the  group  on  the  sub- 
ject: “Low  Sodium  Diets  in  Vascular  Disease, 
Physiology,  and  Therapeutic  Considerations”. 

On  November  22nd,  the  Postgraduate  Program 
for  House  Officers  presented  as  guest  speaker  Dr. 
Harris  B.  Shumacker,  Jr.,  of  the  Indiana  Univer- 
sity Medical  Center.  Dr.  Shumacker’s  subject  was: 
“The  Treatment  of  Peripheral  Vascular  Disorders”. 

Dr.  Dexter  M.  Bullard,  Superintendent  of  the 
Chestnut  Lodge  Sanitarium,  Rockville,  Maryland, 
lectured  to  the  faculty  and  student  body  on  the  sub- 
ject, “Limitations  of  Psychotherapy”,  on  Novem- 
ber 23rd. 

Dr.  J.  Edwin  Wood,  Jr.,  spoke  before  the  Pere 
Marquette  Association  of  Railway  Surgeons  at 
White  Sulphur  Springs,  West  Virginia  on  Novem- 
ber 29th,  on  the  subject:  “The  .Advantages  and 
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Dangers  of  the  Low  Sodium  Diet  in  the  Treatment 
of  Cardiovascular  Conditions.” 

On  December  3rd,  under  the  auspices  of  Pi  Mu 
Chapter,  Phi  Chi  Medical  Fraternity,  Dr.  Edmund 
B.  Spaeth  of  the  Graduate  School  of  Medicine  of  the 
University  of  Pennsylvania,  spoke  to  the  faculty  and 
student  body  on  the  subject  “Pathological  Oculomo- 
tor Reflexes,  Congenital  and  Acquired”. 

Dr.  L.  G.  Sewall  of  the  Veterans  Administration 
Hospital,  Roanoke,  spoke  to  the  faculty  and  student 
body  on  the  subject,  “Vocational  Rehabilitation”, 
on  December  2nd. 

On  December  9th,  Dr.  J.  Edwin  Wood,  Jr., 
spoke  before  the  Postgraduate  Course  in  Medicine, 
sponsored  by  the  Extension  Division  of  the  Uni- 
versity of  North  Carolina,  Shelby,  North  Carolina, 
on  the  subject;  “The  Management  of  Cardiovas- 
cular Diseases  and  Renal  Diseases  in  General 
Practice.” 

On  December  10th,  Dr.  Charles  Venable,  Chief 
Surgeon,  Nix  Hospital,  San  Antonio,  Texas,  pre- 
sented to  the  faculty  and  student  body  the  second 
lecture  in  the  series  of  Annual  Charles  Scott  Venable 
Lecture  on  Traumatic  Surgery.  Dr.  Venable  spoke 
on  the  subject:  “Transposition  of  Bone  Chips  or 
Muscle  Implants  in  Early  Closure  of  Osteomye- 
litis, with  Antibiotic  Control.” 

Dr.  Harry  Gold  of  the  School  of  Medicine,  Cor- 
nell University,  spoke  to  the  faculty  and  student 
body  on  the  subject  “Digitalis”  on  December  13th. 

On  December  14th,  Alpha  Omega  Alpha,  Na- 
tional Honorary  Medical  Fraternity,  presented  as 
guest  speaker.  Dr.  Leo  H.  Bartemeier  of  Wayne 
University,  Detroit,  Michigan..  Dr.  Bartemeier’s 
subject  was:  “Sleep  and  Its  Disturbances.” 

Industrial  Health. 

The  annual  Congress  on  Industrial  Health  will 
be  held  on  January  18  and  19  at  the  Drake  Hotel, 
Chicago.  The  opening  general  session  on  the  18th 
will  define  the  purposes  of  the  Congress,  and  the 
operation  of  the  panels.  The  keynote  address  on  the 
worker’s  interest  in  health  will  be  presented  by  an 
outstanding  labor  leader.  A symposium  will  also 
be  conducted  on  “New  Horizons  in  Industrial 
Health”  to  be  participated  in  by  Surgeon  General 
Leonard  A.  Scheele  of  the  Public  Health  Service, 


President  Ned  Dearborn  of  the  National  Safety 
Council,  and  President  Joseph  G.  Norby  of  the 
American  Hospital  Association. 

The  Congress  will  then  resolve  itself  into  four 
panels — Scope  and  Distribution  of  Medical  Serv- 
ice in  Industry;  Environmental  Hygiene;  Medical 
Aspects  of  Industrial  Human  Relations;  and  Health 
Education. 

Three  half-day  sessions  are  available  for  each 
panel  on  Tuesday  afternoon,  January  18  and  on 
Wednesday  morning  and  afternoon,  January  19, 
with  a final  summarizing  session  on  the  19th.  Al- 
though intended  primarily  for  professional  people, 
representation  from  labor,  management,  insurance 
and  other  interested  groups  will  be  invited. 

Dr.  A.  Kay  Dawson 

Has  returned  to  Richmond  to  become  chief  of 
physical  medicine  rehabilitation  at  McGuire  Vet- 
erans Administration  Hospital.  For  the  past  year 
he  has  been  with  VA’s  central  office  in  Washing- 
ton where  he  was  in  charge  of  physical  medicine 
rehabilitation  for  the  nation. 

Southern  Surgical  Association. 

At  the  annual  meeting  held  at  White  Sulphur 
Springs  in  December,  Dr.  Alfred  Blalock,  Balti- 
more, was  elected  president,  and  Dr.  J.  M.  Em- 
mett, Clifton  Forge,  first  vice-president. 

Dr.  Robert  P.  Trice, 

Richmond,  has  been  elected  president  of  the  Rich- 
mond alumni  chapter  of  Kappa  Sigma,  social  fra- 
ternity, for  the  year  1949. 

Southern  Psychiatric  Association. 

At  the  meeting  of  this  Association  in  Dallas, 
Texas,  December  6-7,  Dr.  Walter  J.  Otis,  New 
Orleans,  an  alumnus  of  the  Medical  College  of 
Virginia,  succeeded  to  the  presidency.  Dr.  R.  Fin- 
ley Gayle,  Jr.,  Richmond,  was  named  president- 
elect. 

Annual  Spring  Graduate  Course. 

The  Gill  Memorial  Eye,  Ear  and  Throat  Hos- 
pital, Roanoke,  will  present  its  twenty-second  an- 
nual Spring  Graduate  Course  in  ophthalmology, 
otology,  rhinology,  laryngology,  facio-maxillary 
surgery,  bronchoscopy  and  esophagoscopy,  from 
April  4-9,  1949. 

Guest  speakers  include:  Drs.  Banks  Anderson,  H. 
W.  Brown,  W.  B.  Clark,  W.  B.  Dearring,  W.  W. 
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Eagle,  Harold  Falls,  E.  P.  Fowler,  Jr.,  Leslie  Gay, 
L.  P.  Garrod,  Glen  G.  Gibson,  C.  L.  Jackson,  Carl 
C.  Johnson,  A.  C.  Jones,  Harold  H.  Joy,  Peter 
Kronfeld,  John  S.  Lundy,  Louis  Panfique,  Peter  N. 
Pasture,  Bernard  Samuels,  E.  W.  Sheldrup,  Albert 
E.  Sloane,  Claire  L.  Straith,  A.  Earl  Walker,  Henry 
W'illiams,  and  Mr.  L.  A.  Watson. 

Requests  for  registration  should  be  addressed  to 
Dr.  E.  G.  Gill,  711  South  Jefferson  Street,  Roanoke. 

International  Congress  on  Rheumatic  Dis- 
eases. 

The  first  International  Congress  on  Rheumatic 
Diseases  ever  held  in  the  United  States  will  take 
place  at  the  Waldorf  Astoria  in  New  York  May  30 
to  June  3,  1949  inclusive.  This  seventh  Interna- 
tional Congress  is  sponsored  by  the  International 
League  against  Rheumatism.  The  host  is  the  Ameri- 
can Rheumatism  Association  in  cooperation  with 
the  New  York  Rheumatism  Association. 

The  Congress  has  the  official  sanction  of  the 
United  States  Department  of  State  which  will  co- 
operate in  the  issuance  of  official  invitations.  This 
is  an  open  meeting.  Members  of  the  International, 
the  European,  and  the  Pan  American  Leagues 
against  Rheumatism  as  well  as  the  Canadian  Rheu- 
matism .Association,  British  Empire  Rheumatism 
Council,  the  Heberden  Society  of  London,  and  the 
ten  state  or  city  Rheumatism  Societies  affiliated 
with  the  .American  Rheumatism  .Association  are 
especially  invited. 

The  annual  .American  Medical  Association  sci- 
entific convention  will  be  held  in  Atlantic  City  (3-4 
hours  from  New  A'ork)  during  the  week  following 
the  Congress  (June  6 to  June  10,  1949)  after  which 
a post-convention  tour  has  been  planned. 

The  American  Academy  of  General  Practice 

Will  hold  its  annual  scientific  assembly  in  Cin- 
cinnati, March  7-9.  This  is  the  first  annual  scien- 
tific meeting  and  more  than  2,000  doctors  are  ex- 
pected to  attend.  Twenty  outstanding  clinical 
teachers,  of  recognized  ability  as  speakers,  will 
present  lectures  dealing  with  the  questions  that  a 
general  practitioner  encounters  in  his  daily  rounds. 

Married. 

Dr.  James  Nicholas  Dudley  and  Miss  Virginia 
Baird  Decker,  both  of  Roanoke,  November  20th. 


Dr.  A.  I.  Dodson, 

Richmond,  was  an  invited  guest  at  the  Post- 
Graduate  Medical  Assembly  of  Southwest  Texas, 
held  in  Houston,  December  7-9.  He  gave  four  lec- 
tures— Diagnosis  of  Tumors  of  the  Kidney;  Pres- 
ent Day  Views  in  Treatment  of  Cancer  of  the  Blad- 
der; Management  of  Calculous  Disease  of  the  Kid- 
ney; and  The  Significance  of  Hematuria — and  held 
a question  and  answer  period  on  urology. 

“Lucky  Junior.” 

Progress  in  medicine  in  the  State  of  Michigan,  and 
the  story  of  progress  against  the  diseases  of  child- 
hood is  the  theme  of  a new  sound  motion  picture 
“Lucky  Junior”  produced  for  the  Michigan  State 
Medical  Society,  by  The  Jam  Handy  Organization. 

The  picture  stresses  the  importance  of  immuniza- 
tion and  of  the  family  doctor  who  understands  and 
treats  each  of  his  little  charges  as  an  individual  and 
not  as  just  another  unit  of  our  modern  system  of 
mass  production.  The  story  is  told  by  a kindly 
family  doctor  who  reminisces,  after  just  bringing 
into  the  world  the  child  of  the  first  baby  he  had  de- 
livered some  thirty  years  before. 

While  medical  science  has  not  as  yet  been  able 
to  prevent  rheumatic  fever,  our  doctors  are  learning 
the  best  way  to  treat  the  disease  so  that  the  child 
recovers  with  the  least  possible  damage  to  the  young 
heart.  With  voluntary  non-profit  medical  and  hos- 
pital service  plans  available  to  everyone  and  with 
rheumatic  fever  control  centers  strategically  spread 
throughout  the  state,  the  child  born  in  Michigan 
today  is  indeed  a Lucky  Junior,  which  is  the  title 
appropriately  selected  for  this  motion  picture.  Fur- 
ther information  regarding  this  film  may  be  ob- 
tained by  writing  to  Mr.  Hugh  W.  Brenneman, 
Michigan  State  Medical  Society,  2020  Olds  Tower 
Building,  Lansing  8,  Michigan. 

Dr.  Dean  B.  Cole, 

Richmond,  was  recently  elected  president  of  the 
.American  College  of  Chest  Physicians,  Southern 
Chapter,  at  its  meeting  in  Miami  Beach. 

New  Secretary-Treasurer. 

Miss  Mabel  E.  Montgomery,  director  of  the 
nursing  school  and  executive  director  of  Stuart  Cir- 
cle Hospital,  Richmond,  has  been  named  secretary- 
treasurer  of  the  Virginia  State  Board  of  Nurse  Ex- 
aminers, succeeding  the  late  Miss  Josephine  McLeod. 
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Pratt  Clinic. 

Tile  Fredericksburg  Medical  Center  has  been 
renamed  the  Pratt  Clinic  in  honor  of  Dr.  Frank  C. 
Pratt,  prominent  physician  of  Fredericksburg  for 
the  past  40  years.  He  helped  organize  the  clinic  in 
1936. 

Medical  College  of  Virginia  News. 

Dr.  Harvey  Haag,  Professor  of  Pharmacology 
and  Dean  of  the  Medical  School,  recently  addressed 
the  research  staff  of  Smith,  Kline  & French  Lab- 
oratories, Philadelphia,  and  visiting  physicians. 
One  of  a regular  series  of  research  talks.  Dr.  Haag’s 
report  described  a group  of  investigations  which 
for  the  first  time  offered  a quantitative  measurement 
of  irritation  to  mucous  membranes  based  on  edema 
formation.  The  method  was  developed  at  the  Medi- 
cal College  of  Virginia  during  a fifteen-year  study  of 
the  irritating  effect  of  tobacco  and  nicotine.  Dr. 
J.  K.  Finnegan  and  Dr.  P.  S.  Larson,  of  the  De- 
partment of  Pharmacology  of  that  institution,  are 
largely  responsible  for  evolving  the  procedure. 

To  meet  the  need  for  more  physicians,  the  Board 
of  Visitors  of  the  College  have  appointed  a com- 
mittee to  study  the  possibility  of  increasing  the 
number  of  students  permitted  to  enter  the  School 
of  Medicine  of  the  college.  This  year  only  84  stu- 
dents could  be  selected  from  550  completed  appli- 
cations for  admission.  The  current  enrollment  in 
tlie  four  classes  of  the  School  of  Medicine  of  the 
college  is  326. 

Dr.  W.  T.  Sanger,  President,  reported  at  a recent 
meeting  of  the  Board  of  Visitors  gifts  totaling  $58,- 
002.91  for  November.  Topping  the  list  were  two 
from  the  Navy  Department,  Office  of  Naval  Re- 
search, one  for  $13,370.00  and  the  other  for  $19,- 
668.00. 

Dr.  Harry  Gold,  Professor  of  Clinical  Phar- 
macology at  Cornell  University,  School  of  Medi- 
cine, spoke  at  the  College  on  December  1 4,  under 
the  sponsorship  of  the  Phi  Delta  Episolon  medical 
fraternity  on  the  subject  of  “An  Optional  Routine 
for  the  Treatment  of  the  Failing  Heart.” 

New  Books. 

The  following  are  among  recent  books  acquired 
by  the  Library  of  the  Medical  College  of  Virginia 


and  are  available  to  our  readers  under  usual  li- 
brary rules : 

Advances  in  genetics.  Vol.  II. 

Anderson — Pathology. 

Health  instruction  yearbook — 1948. 

Karpman — The  alcoholic  woman. 

Lewis — .An  introduction  to  medical  mycology. 

Lief — The  commonsense  psychiatry  of  Dr.  Adolph  Meyer. 
MacKenna — Modern  trends  in  dermatology. 

Recent  advances  in  venereal  disease.  A symposium. 
Robert  Gould  Research  Foundation,  Inc. — Symposia  on 
nutrition.  Vol.  1. 

Ryle — Natural  history  of  disease.  2d  ed. 

Shepherd — Essentials  of  public  health. 

Sinai  and  Anderson — Emergency  maternity  and  infant 
care. 

Swezey — .After  dinner  science. 

Warkentin — Physician’s  handbook.  5th  ed. 

Young — The  skull,  sinuses  and  mastoids;  a handbook 
of  roentgen  diagnosis. 

Y^ear  book  of  the  eye,  ear,  nose  and  throat — 1948. 

Y'ear  book  of  general  medicine — 1948. 

Dr.  Joseph  F.  Phillips, 

Recently  at  the  Central  State  Hospital,  Peters- 
burg, is  now  located  in  Chase  City. 

Dr.  L.  H.  Alexander, 

Recently  of  Newport  News,  has  located  for  prac- 
tice in  Smithfield. 

Dr.  Walter  L.  Nalls, 

Who  for  the  past  year  has  been  with  the  Veterans 
.'Administration  at  Oteen,  North  Carolina,  has  re- 
turned to  Alexandria  and  re-opened  his  office  at 
105  North  .Alfred  Street  for  the  practice  of  internal 
medicine. 

Fredericksburg  Hospital  to  Erect  New  Build- 
ing. 

The  Mary  Washington  Hospital,  Fredericksburg, 
has  completed  plans  for  a 100-bed  modern  hospital 
building,  the  main  portion  having  five  stories  and  a 
basement  and  an  administration  wing  consisting  of 
two  floors  and  a basement.  The  building  is  ex- 
pected to  cost  more  than  $1,000,000  and  is  to  be 
built  on  land  donated  by  the  City  of  Fredericks- 
burg. 

Dr.  C.  Howe  Eller, 

Richmond  City  Health  Director,  has  been  elected 
for  a five-year  term  to  the  governing  council  of  the 
.American  Public  Health  Association  as  the  repre- 
sentative of  the  association’s  health  officers  section. 
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American  Cancer  Society. 

Dr.  C.  C.  Nesselrode,  Kansas  City,  has  recently 
been  elected  president  of  this  Society,  succeeding 
Dr.  E.  P.  Lehman,  University  of  Virginia.  Dr.  Leh- 
man will  continue  as  a director. 

The  Seaboard  Medical  of  Virginia  and  North 
Carolina  Association 

Held  its  annual  meeting  in  Elizabeth  City,  North 
Carolina,  December  7-9,  under  the  presidency  of 
Dr.  Zack  D.  Owens  of  that  city. 

New  officers  elected  for  the  ensuing  year  are: 
President,  Dr.  Russell  Buxton,  Newport  News; 
vice-presidents,  Drs.  F.  T.  Hunter,  Warrenton, 
N.  C.,  B.  L.  Parrish,  Norfolk,  Everett  Sawyer, 
Elizabeth  City,  and  W.  L.  Taliaferro,  Norfolk; 
and  secretary-treasurer.  Dr.  Clarence  Porter  Jones, 
Newport  News  (re-elected). 


Wanted. 

Laboratory  Technician  for  Tucker  Clinic,  Wil- 
liamsburg, Virginia.  Good  salary  and  living  con- 
ditions. {Adv.) 

Wanted. 

General  practitioner  for  North  Carolina  moun- 
tain resort  with  wide  opportunities  for  recreation, 
hunting,  fishing.  Minimum  guarantee  $5400  an- 
nually with  a good  opportunity  to  increase  the 
guarantee.  Fully  equipped  four  room  office  with  all 
utilities  furnished,  rent  free.  Modern  three  bed- 
room electrically  heated  house,  rent  free.  Appli- 
cants should  have  North  Carolina  license  or  be 
eligible  for  reciprocity.  Please  give  full  details  con- 
cerning age,  professional  background,  etc.,  in  first 
reply.  Address  inquiries  to  O.  A.  Fetch,  Resident 
Manager,  Fontana  Dam,  North  Carolina.  {Adv.) 


OBITUARIES 


Dr.  Andrew  George  Shetter, 

Well  known  Richmond  physician,  died  December 
13th,  having  been  in  ill  health  for  some  time. 
He  was  a native  of  York,  Pennsylvania,  and 
sixty-one  years  of  age.  Dr.  Shetter  graduated  from 
the  Medical  College  of  Virginia  in  1917.  He  was 
a Mason  and  a Shriner  and  had  been  a member  of 
the  Medical  Society  of  Virginia  for  twenty-four 
years.  His  wife  and  two  sons  survive  him. 

Dr.  George  Lee  Smith, 

Physician  and  dairy  farmer  of  Richmond,  died 
November  22nd.  He  was  a native  of  Pittsylvania 
County  and  seventy-nine  years  of  age.  Dr.  Smith 
graduated  from  the  College  of  Physicians  and  Sur- 
geons, Baltimore,  in  1892.  He  was  well  known 
throughout  Virginia  as  a dairy  farmer,  having  op- 
erated dairy  farms  in  Warwick,  James  City  and 
King  William  Counties.  Dr.  Smith  had  been  a 
member  of  the  Medical  Society  of  Virginia  for 
forty-two  years  and  at  the  1948  meeting  was  one  of 


those  made  a Life  Member  for  having  practiced  for 
more  than  fifty  years.  Four  children  survive  him. 

Dr.  William  Armistead  Gills, 

MC.,  USN.,  retired,  died  November  23rd  at  his 
home  in  Norfolk.  He  was  seventy-two  years  of  age 
and  a graduate  of  the  Medical  College  of  Virginia 
in  1900.  Dr.  Gills  was  at  one  time  professor  of 
anatomy  at  the  College  and  engaged  in  private 
practice  in  Richmond.  He  had  been  a resident  of 
Norfolk  since  1933.  Dr.  Gills  was  a veteran  of 
World  War  I and  retired  from  the  Navy  in  1923. 
He  was  formerly  a member  of  the  Medical  Society 
of  Virginia.  His  wife  survives  him. 

Dr.  Russell  E.  Blankinship,  Jr., 

Lynchburg,  died  November  28th,  at  the  age  of 
twenty-five.  He  was  a graduate  of  the  Department 
of  Medicine,  University  of  Virginia,  in  the  class 
of  1948,  and  was  serving  his  internship  at  the  Ma- 
rine Hospital,  Staten  Island,  New  York,  at  the 
time  of  his  death. 


Announcing... 

DIHYDROSTREPTOMYCIN 

A New,  Dramatic  Advance  In  Antibiotic  Therapy 


* Less  Frequent  Allergic  Manifestations 

* Unsurpassed  Purity 

* Undiminished  Antibacterial  Activity  against  Mycobac- 
terium tuberculosis 

Dihydrostreptomycin  Merck  is  a new,  highly 
purified  antibiotic,  chemically  distinct  from 
streptomycin,  and  characterized  by  greatly  re- 
duced neurotoxicity. 


Allergic  manifestations  due  to  dihydrostrep- 
tomycin therapy  are  rare,  and  no  local  skin  irri- 
tation or  other  allergic  phenomena  have  been 
reported  thus  far  among  personnel  who  fre- 
quently handle  this  drug. 

Dihydrostreptomycin  Merck  and  Strepto- 
mycin Calcium  Chloride  Complex  Merck  may 
be  used  interchangeably  in  the  treatment  of 
tuberculosis. 


DIHYDROSTREPTOMYCIN 

MERCK 

(supplied,  as  the  sulfate  or  the  hydrochloride) 


MERCK  & CO.,  Inc. 


RAHWAY,  N.  J. 


Lest  we  forget — we  who  are  of  the  vita- 
a min  D era — severe  rickets  is  not  yet  eradi- 
cated, and  moderate  and  mild  rickets  are 
still  prevalent.  Here  is  a white  child,  sup- 
posedly well  fed,  if  judged  by  weight  alone, 
a farm  child  apparently  living  out  of  doors 

a good  deal.  This  boy  was  reared  in  a state  having  a latitude  be- 
tween 37°  and  42°,  where  the  average  amount  of  fall  and  winter 
sunshine  is  equal  to  that  in  the  major  portion  of  the  United  States.  And 
vet  such  stigmata  of  rickets  as  genu  varum  and  the  quadratic  head 
are  plain  evidence  that  rickets  does  occur  under  these  conditions. 

How  much  more  likely,  then,  that  rickets  will  develop  among 
city-bred  children  who  live  under  a smokepall  for  a large  part  of 
each  year.  True,  vitamin  D is  more  or  less  routinely  prescribed 
nowadays  for  infants.  But  is  the  antiricketic  routinely  admin- 
istered in  the  home?  Does  the  child  refuse  it?  Is  it  given  in  some  un- 
standardized form,  purchased  from  a false  sense  of  economy  because 
the  physician  did  not  specify  the  kind? 


Example  of  severe  rickets  in  a sunny  clime. 


Happen 

Here 


A uniformly  potent  source  of  vitamin  D such  as  Oleum  Perco- 
morphum,  administered  regularly  in  proper  dosage,  can  do  more 
than  protect  against  the  gross  visible  deformities  of  rickets.  It  may 
prevent  hidden  but  nonetheless  serious  malformations  of  the  chest 
and  the  pelvis  and  will  aid  in  promoting  good  dentition.  Because 
the  dosage  is  measured  in  drops.  Oleum  Percomorphum  is  well 
taken  and  well  tolerated  by  infants  and  growing  children. 


OLEUM  PERCOMORPHUM 
WITH  OTHER  FISH-LIVER 
OILS  AND  VIOSTEROL 

Potency,  60,000  vitamin  A units 
and  8,500  vitamin  D units  per 
gram.  Supplied  in  10  tc.  and 
50  cc.  bottles;  and  as  capsules 
in  bottles  containing  50  and  250. 


MEAD  JOHNSON  & COMPANY,  EVANSVILLE,  INDIANA,  U.  S.  A. 


Please  enclose  professional  card  when  requesting  samnles  Mead  Johnson  products  to  co-operate  in  preventing  their  reaching  unauthorized  persont 
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GUEST  EDITORIAL 


Progress  in  American  Medicine 

T)ROGRESS  in  American  medicine  is  an  achievement  wliich  we,  as  doctors,  are 
proud  to  relate  to  the  general  public. 

Yet,  for  some  time  now,  many  stories  reaching  lay  readers  have  dealt  with  isolated 
cases  of  distress,  indicting  the  medical  profession,  along  with  articles  based  on  glib 
promises  of  social  planners. 

During  the  ensuing  year,  the  medical  jirofession  must  concentrate  its  efforts  on  one 
problem:  to  tell  the  American  people  about  the  many  contributions  which  the  medical 
profession  has  made  to  alleviate  distease,  preserve  life  and  postpone  death.  Our  story 
must  stress  the  importance  of  our  present  system  of  voluntary  care  and  present  the 
true  facts  about  medical  care  and  health  protection. 

The  House  of  Delegates  of  the  American  Medical  Association,  at  the  Interim 
Session  in  St.  Louis,  fully  recognized  these  problems  by  creating  a means  for  carrying 
on  a nationwide  health  education  program.  To  finance  this  program  an  assessment  of 
$25  was  made  on  each  member  of  the  American  Medical  Association.  Members  of 
the  American  Medical  Association  do  not  pay  dues.  If  they  desire  to  become  Fellows 
of  the  Scientific  Assembly  they  make  application  and  pay  $12  a year  dues,  which 
include  a subscription  to  The  Journal.  This  hardly  pays  for  the  paper  and  printing; 
nohvithstanding  the  fact  that  the  doctor  receives  the  best  medical  periodical  published 
anywhere  in  the  world. 

In  1947,  the  expenses  of  the  Association  exceeded  income.  For  that  reason  dues  of 
Fellows  were  raised  from  $8  to  $12.  However,  even  higher  costs  have  kept  apace 
with  this  raise  and  the  Association  may  show  a net  loss  for  1948. 

The  medical  profession  as  a whole  is  of  the  firm  opinion  that  government  control 
of  medicine  w'ould  lower  the  standards  of  medical  care  in  the  United  States,  and  is  so 
sincere  in  this  belief  that  it  feels  everything  possible  should  be  done  to  prevent  such 
control  from  being  thrust  upon  us. 

.\  coordinating  committee  has  been  formed  to  help  solve  many  of  the  problems 
which  we  face,  and  it  is  enlisting  the  support  of  every  physician.  This  committee  is 
composed  of  Dr.  E.  L.  Henderson,  chairman,  Dr.  Edward  S.  Hamilton,  Dr.  Gunnar 
Gundersen,  Dr.  Walter  B.  Martin,  Dr.  Louis  H.  Bauer,  Dr.  John  W.  Cline,  Dr. 
William  Bates,  Dr.  R.  B.  Robins,  Dr.  R.  L.  Sensenich,  and  Dr.  George  F.  Lull. 

George  F.  Lull,  M.D. 


Editor’s  Note. — Dr.  Lull  is  secretary  and  general  manager  of  the  American  Medical  Association. 


56 


Virginia  Medical  Monthly 


[P'ebmary, 


RECENT  ADVANCES  IN  ANTIBIOTIC  AND  SULFONAMIDE  THERAPY* 


Harrison  F.  Flipi’in,  M.D., 
and 

\\  ILLIAM  r.  BoGER,  M.D., 
Philadelphia,  Pennsylvania. 


recent  months  a number  of  new  anti- 
biotics have  become  available  for  clinical  trial  and 
there  is  reason  to  believe  that  within  the  very  near 
future  we  will  have  specific  therapeutic  agents  for 
both  virus  and  rickettsial  diseases.  From  the  stand- 
point of  the  practicing  physician,  however,  the  most 
significant  contributions  have  been  concerned  with 
the  original  antibiotic,  penicillin. 

The  availability  of  penicillin  at  a reasonable 
cost  has  lifted,  to  a great  e.xtent,  restrictions  that 
may  have  existed  in  the  past  regarding  the  daily, 
or  total,  requirement  of  penicillin.  This  is  a for- 
tunate circumstance,  but  it  should  not  lead  to  the 
practice  of  using  wastefully  large  doses  when  they 
are  not  needed  or  to  employing  penicillin  when  it 
is  not  indicated.  Heralded  as  a comparatively  non- 
toxic drug,  penicillin  continues  to  give  remarkably 
few  serious  untoward  manifestations.  But,  those 
who  have  encountered  cases  showing  severe  sensitiza- 
tions realize  the  potentialties  of  serious  toxic  effects 
associated  with  its  use. 

The  widespread  use  of  penicillin  on  the  one  hand 
has  demanded  that  investigations  be  directed  to- 
wards supplying  the  drug  in  forms  that  permit 
modification  of  dose  schedules  to  meet  any  occa- 
sion, and,  on  the  other,  has  contributed  to  a better 
understanding  of  the  mode  of  action  of  penicillin. 
Some  of  the  unorthodox  dose  schedules,  employed 
by  necessity,  or  for  reasons  of  convenience,  have 
demonstrated  that  the  therapeutic  results  obtained 
have,  in  many  instances,  been  comparable  to  those 
achieved  by  more  conventional  forms  of  therapy. 
It  is  the  purpose  of  this  paper  to  correlate  some 
of  the  facts  concerning  the  available  forms  of  peni- 
cillin and  to  discuss  certain  observations  regarding 
the  action  of  penicillin,  thereby  justifying  some  of 
the  current  trends  towards  modification  of  peni- 
cillin dosage  schedules  and  the  employment  of  com- 
binations of  antibiotics,  and/or  sulfonamides. 

Plasma  concentrations  of  penicillin  that  might 

•From  the  Medical  Department  of  the  Philadelphia 
General  Hospital,  Philadelphia. 

Presented  by  invitation  before  the  meeting  of  the  Med- 
ical Society  of  Virginia,  Richmond,  October  20,  19+8. 


result  following  any  given  dose  (a  dose-time  re- 
sponse curv'e)  are  presented  schematically  (Chart 
I).  The  resulting  concentration  might  fall  into  the 


SCHEMATIC  DOSE-TIME  RESPONSE  CURVE 
FOLLOWING  A DOSE  OF  PENILLIN. 


designated  four  ranges  depending  upon  the  spe- 
cific organism  under  treatment;  penicillin  may  be 
bactericidal,  actually  destroying  the  organisms,  or 
bacteriostatic,  preventing  the  multiplication  of  the 
organisms,  or,  as  the  concentration  falls  still  fur- 
ther, the  bacteria  may  be  damaged  by  the  inter- 
ference of  penicillin  with  the  enzyme  systems  of 
the  organisms  and,  although  the  organisms  are  able 
to  multiply,  their  rate  of  multiplication  is  less  than 
normaP.  One  of  the  most  interesting  examples  of 
the  interference  of  penicillin  with  bacterial  metab- 
olism is  the  observation  of  the  reversal  of  the 
gram  stain  and  the  ability  to  restore  gram-positivity 
after  it  has  been  lost  under  the  influence  of  peni- 
cillin, by  the  addition  of  various  enzymes^.  The 
duration  of  this  adverse  metabolic  phase  is  the  time 
required  for  the  organisms  to  regain  their  normal 
rate  of  multiplication  once  penicillin  has  fallen 
below  a bacteriostatic  level.  The  duration  of  ac- 
tion of  a dose  of  penicillin,  which  produces  bac- 
tericidal, bacteriostatic,  or  adverse  metabolic  ef- 
fect might  well  be  designated  as  the  total  penicillin 
effect  time  upon  the  organism  under  treatment.  The 
specific  total  penicillin  effect  times  of  various  or- 
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ganisms  are  as  yet  p(K)rly  definecl.  iiarticularly  in 
patients  during  active  infection. 

It  may  be  observed  that  concentrations  in  excess 
of  bactericidal  ones  luive  been  indicated.  It  is  con- 
tended by  some^  that  penicillin  therapy  that  gives 
rise  to  such  concentrations  is  in  effect  wasted  and 
that  a zone  phenomenon  may  actually  re  ult  if  the 
optimal  bactericidal  concentrations  are  exceeded. 
This  concept,  arising  from  experimental  investiga- 
tions, awaits  clinical  confirmation.  It  seems  worth 
while  to  point  out,  however,  that  about  tlie  only 
way  to  achieve  optimally  bactericidal  concentra- 
tions for  an  appreciable  length  of  time  without  ex- 
ceeding them  is  to  administer  iwnicillin  Ijy  con- 
tinuous infusion  which  is,  in  itself,  an  extravagant 
usage  of  penicillin,  by  reason  of  the  rapidity  of 
renal  excretion  of  the  antibiotic.  In  this  connection, 
it  has  been  suggested  that  intermittent  treatment 
might  be  more  effective  than  continuous  treatment^. 
This  suggestion  is  based  on  the  observation  that 
some  bacteria  are  killed  by  penicillin  only  while 
they  are  multiplying.  Hence,  a continuously  main- 
tained level  of  jienicillin  may  suffice  to  hold  an  in- 
fection in  abeyance  by  inhibiting  the  growth  of 
bacteria,  but  fail  to  kill  those  organisms  which  are 
present  in  a physiologically  inactive  phase.  These 
h}^othetical  resting  organisms,  persisters,  may  be- 
come vulnerable  to  the  action  of  penicillin  only  if 
they  are  jxjrmitted  to  resume  multiplication.  It  is 
also  of  interest  that  therapy  giving  a continuous 
bacteriostatic  effect  results  in  less  antibody  forma- 
tion than  if  therapy  is  intermittent®,  in  which  case 
opportunity  is  afforded  for  some  multiplication  of 
the  bacterial  population. 

From  the  foregoing,  it  is  natural  to  inquire 
whether  it  is  more  desirable  to  achieve  transitory 
bactericidal  levels  of  penicillin  intermittently,  or  to 
maintain  concentrations  that  may  approximate  the 
bactericidal  range,  but  certainly  fall  within  the 
bacteriostatic  range  at  all  times  during  therapy. 
There  seems  to  be  no  final  answer  to  the  question 
at  this  time,  but  a consideration  of  the  effects  of 
penicillin  upon  a bacterial  population  producing 
disease  suggests  that  both  approaches  to  treatment 
may  have  merit. 

Some  understanding  of  the  success  following  treat- 
ment with  widely  separated  penicillin  injections  can 
be  gained  from  the  examination  of  the  three  phases 
of  penicillin  activity  (Chart  II)  in  tenns  of  the 
effect  on  bacterial  population  producing  the  infec- 


tion. Regardless  of  the  size  of  any  single  dose  of 
jK'nicillin,  it  is  doubtful  whether  the  entire  popu- 
lation of  bacteria  can  be  destroyed  by  bactericidal 
action  alone,  and,  although  the  patient  may  re- 
cover from  the  infection  without  additional  thcr- 
aj))',  it  cannot  be  presumed  that  the  initial  therapy 
by  itself  effected  cure.  When  this  sequence  of 
events  is  observed,  it  implies  that  the  infecting 
Ijacterial  population  has  been  so  drastically  re- 

DEATH-GROWTH  CYCLE  07  BACTERIAL  POPULATION 
UNDER  THE  EFFECT  OF  PENICILLIN. 


— Phases  of  PenlciUin  Activity  — 


aiAPT  II 


duced  and  the  surviving  organisms  so  damaged, 
and  therefore  more  vulnerable,  that  body  defense 
mechanisms  are  able  to  control  the  infection.  As 
yet,  we  are  not  convinced  that  many  infections  can 
be  treated  according  to  this  pattern,  although  large 
experience  has  demonstrated  that  gonorrhea  can  be 
so  treated®  and  in  the  treatment  of  pneumococcal 
infections,  certain  observations  have  been  made  which 
ivould  support  the  above  thesis'.  It  should  be  em- 
phasized, however,  that  both  gonococci'  and  pneu- 
mococci are  highly  susceptible  to  penicillin  and 
penicillin  concentrations  that  escape  detection  by 
ordinary  methods  of  penicillin  assay  may  be  bac- 
tericidal, bacteriostatic,  and  adversely  metabolic  in 
effect,  accounting,  therefore,  for  the  successful 
treatment  of  these  infections  in  some  cases  without 
attaining  detectable  concentrations  of  antibiotic  in 
the  plasma.  It  is  pertinent  to  mention  that  most 
of  our  penicillin  thinking  is  predicated  upon  ex- 
perience with  infections  extremely  susceptible  to 
therapy  with  this  agent,  i.e.,  gonorrhea,  pneumonia, 
and  syphilis.  There  are  broader  considerations  con- 
cerning the  use  of  penicillin  than  are  encompassed 
by  experience  in  the  treatment  of  these  susceptible 
infections. 
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Plasma  concentrations  of  penicillin  were  omitted 
from  Chart  I advisedly,  as  we  wish  to  emphasize 
the  importance  of  detennining  the  sensitivity  of 
the  invading  organism  before  instituting  therapy. 
Although  a level  of  0.03  units  per  c.c.  of  plasma  has 
been  considered  as  a therapeutic  concentration  and 
is  effective  in  many  types  of  infections,  one  may 
enjoy  a false  sense  of  security  in  relying  on  this 
concentration  for  the  treatment  of  all  types  of  in- 
fections susceptible  to  penicillin.  Furthermore, 
when  treating  infections  extremely  sensitive  to  peni- 
cillin, such  as  pneumococci,  gonococci,  and  the 
spirochetes  of  syphilis,  this  concentration  is  ac- 
tually higher  than  is  needed.  The  measurement 
of  penicillin  plasma  concentrations  has  been  called 
into  question,  indeed  there  are  those  who  contend 
that  they  are  of  no  significance.  It  is  true  that 
tissue  levels  of  penicillin  may  actually  be  higher 
than  those  existing  in  the  circulating  blood  and 
that  significant  amounts  of  penicillin  are  excreted 
in  the  urine  long  after  the  amounts  in  the  blood 
have  fallen  below  the  levels  of  detection,  so  some 
questions  regarding  the  significance  of  plasma  con- 
centrations may  be  asked.  These  observations  clear- 
ly indicate  that  the  amounts  of  penicillin  measured 
in  the  pla.sma  are  only  an  indirect  evidence  as  to 
the  amount  of  penicillin  being  delivered  at  the 
acdual  focus  of  infection,  but  do  not  invalidate  the 
imi)ortance  of  plasma  concentrations.  The  fact 
seems  to  be  that  many  infections  are  so  susceptible 
to  penicillin  therapy  that  little  attention  need  be 
l)aid  to  penicillin  plasma  concentrations  or  in  vitro 
testing  of  organism  sensitivity  because  any  of  the 
usual  dosage  schedules  will  effectively  control  the 
infection.  Only  in  the  treatment  of  more  resistant 
infections  can  the  significance  of  penicillin  plasma 
concentrations  be  more  clearly  interpreted  in  terms 
of  bactericidal,  bacteriostatic,  and  adverse  metabolic 
effects. 

It  must  be  emphasized  that  the  actual  duration 
of  these  three  phases  of  penicillin  activity  depends 
largely  on  the  sensitivity  of  the  offending  organism, 
or  its  relative  resistance  to  the  action  of  penicillin. 
It  would  appear  that  organisms  are  more  vulnerable 
to  the  effects  of  penicillin  during  multiplication. 
Therefore,  if  the  death-growth  cycle  (Chart  II)  of 
a particular  organism  is  short,  it  will  be  necessary 
to  attain  bactericidal  penicillin  concentrations  fairly 
frequently.  On  the  other  hand,  if  the  death-growth 
cycle  is  long  (there  is  indication  that  this  is  true 


of  the  treponema  pallidum),  the  attainment  of  bac- 
tericidal levels  at  more  widely  separated  intervals 
will  be  effective.  In  addition  to  the  immediate 
bactericidal  action  of  a given  dose  of  penicillin,  a 
bacteriostatic  one  is  maintained  for  a varying  in- 
terval of  time,  during  which  the  surviving  organ- 
isms do  not  multiply,  .^s  penicillin  concentrations 
decline  toward  zero,  the  organisms  begin  to  multi- 
ply, at  first  at  a rate  slower  than  normal,  but  re- 
turning to  a normal  rate  of  multiplication  when 
penicillin  completely  disappears  from  the  body.  If 
the  body  has  not  gained  control  of  the  infection  by 
this  time  and  no  further  treatment  is  given,  the 
infection  will  recur.  If,  however,  an  additional 
penicillin  injection  is  administered,  a bactericidal 
effect  will  again  be  exerted  and  on  a bacterial  popu- 
lation that  has  been  reduced  by  previous  therapy. 
Each  repetition  of  the  penicillin  dose  will  further  re- 
duce the  total  number  of  invading  bacteria  and  the 
bactericidal  effect  will  be  greatest  if  administered 
while  bacteria  are  multiplying.  Hence,  optimal 
penicillin  therapy  would  be  initiated  with  a large 
enough  dose  of  antibiotic  to  give  a maximal  bac- 
tericidal effect  and  subsequent  doses  should  be  ad- 
ministered at  intervals  designed  to  attack  the  sur- 
viving organisms  during  a phase  of  multiplication, 
but  before  the  bacterial  population  has  begun  to 
multiply  at  a rate  approaching  normal. 

Streptomycin  and  sulfonamide  therapy  may  be 
fitted  into  this  pattern.  Streptomycin  exerts  a pre- 
dominantly bactericidal  action.  These  organisms 
that  survive  the  first  streptomycin  onslaught  rap- 
idly give  rise  to  a resistant  bacterial  population  and 
the  rapidity  with  which  infections  lose  their  sus- 
ceptibility to  streptomycin  therapy  represents  the 
most  serious  limitation  of  therapy  with  this  agent. 
Experience  is  showing  that  the  time  to  attain  the 
greatest  Iienefit  from  streptomycin  is  the  first  time 
it  is  used  and  it  should  be  employed  in  full  dosage. 
The  rapidity  with  which  resistance  to  streptomycin 
is  developed  precludes  a schedule  of  step-wise  in- 
creases. Although  there  is  ample  evidence  to  show 
that  many  bacteria  become  resistant  to  streptomycin, 
the  same  cannot  be  said  regarding  penicillin.  Re- 
examination of  the  problem  calls  into  grave  ques- 
tion the  existence  of  resistant  strains  of  gonococci 
and  pneumococci,  but  has  established  that  staphy- 
lococci and  streptococci  do  acquire  resistance.  It 
seems  highly  probable  that  many  reported  instances 
of  resistance  to  penicillin  therapy  represent  inade- 
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quate  therapy,  rather  than  the  development  of  truly 
resistant  strains  of  organisms. 

Most  of  the  evidence  concerning  the  synergistic 
or  additive  effect  of  the  antibiotics  and  sulfonamides 
has  come  from  the  laboratory®,  but  one  can  see  defi- 
nite possibilities  for  the  clinical  application  of  com- 
bined antibiotic  and/or  sulfonamide  therapy.  The  | 
additive  bactericidal  effect  of  penicillin  and  strep- 
tomycin can  be  employed  to  reduce  the  bacterial 
population  at  the  beginning  of  therapy  to  a degree 
not  possible  with  either  drug  alone,  thereby  leaving 
fewer  bacteria  to  multiply  and  continue  the  infec- 
tion. Sulfonamides  exert  a primarily  bacteriostatic 
effect  so  that  it  appears  entirely  feasible  to  reduce 
the  bacterial  population  to  the  lowest  possible  level 
with  bactericidal  agents  and  then  maintain  bac- 
teriostasis  with  sulfonamides  so  that  subsequent 
doses  of  the  bactericidal  agent  will  further  reduce 
the  number  of  surviving  organisms.  In  the  treat- 
ment of  the  more  severe  infections  that  are  known 
to  respond  to  several  agents,  a combination  of  the 
most  effective  drugs  is  definitely  indicated.  Al- 
ready there  have  been  interesting  examples  of  suc- 
cessful therapy  with  drug  combinations,  streptomy- 
cin-sulfadiazine for  the  therapy  of  Brucellosis, 
penicillin-bacitracin  for  the  treatment  of  rabbit 
syphilis,  penicillin-promin,  penicillin-para-amino- 
salicylic acid  for  the  therapy  of  tuberculosis. 

Information  regarding  the  phases  of  penicillin 
activity  can  be  obtained  from  in  vitro  studies  but 
it  is  much  more  difficult  to  do  so  in  the  clinic.  Never- 
theless, we  would  like  to  suggest  that  some  of  the 
newer  schedules  of  therapy  as  well  as  the  more  es- 
tablished ones  can  be  rationalized  in  terms  of  the 
above  phases  of  penicillin  activity.  Immediately 
following  the  administration  of  penicillin  (it  is 
assumed  that  the  dose  employed  is  adequate  for  the 
treatment  of  the  infection  under  consideration), 
bactericidal  concentrations  are  obtained  and  it  is 
probable  that  with  the  intermittent  administration 
every  two  to  three  hours,  the  plasma  concentrations 
of  antibiotic  are  maintained  wdthin  bactericidal  and 
bacteriostatic  ranges,  with  little  advantage  being 
taken  of  the  suppressive  or  metabolic  penicillin  effect, 
a period  of  time  during  which  bacteria  may  multiply 
but  at  a slower  than  normal  rate.  It  is  doubtful 
if  the  organisms  ever  have  the  opportunity  to  multi- 
ply during  therapy  that  calls  for  penicillin  every 
two  to  three  hours.  It  is  interesting  in  this  con- 
nection to  speculate  whether  the  complete  suppres- 


sion of  bacterial  growth  results  in  the  develop- 
ment of  fewer  antibodies  and  consequently  less 
immunity  of  the  host  than  if  at  some  period  during 
therapy  a few  organisms  multiply  to  a limited  ex- 
tent during  short  intervals  when  penicillin  concen- 
trations fall  below  a bacteriostatic  level.  Pertinent, 
to  this  discussion  is  the  observation  that  the  main- 
tenance of  continuous  antibacterial  penicillin  con- 
centrations results  in  the  formation  of  less  antistrep- 
tolysin than  when  antibacterial  concentrations  are 
maintained  for  only  a fraction  of  the  day.®' 

Only  recently  have  dose  schedules  been  proposed 
that  take  full  advantage  of  the  bactericidal  and 
bacteriostatic  phases  and  to  a limited  extent  of  the 
adverse  metabolic  or  suppressive  phase  of  penicillin 
action.  Most  of  us  have  unwittingly  employed  a 
modification  of  this  newest  schedule  of  therapy 
when  we  have  omitted  the  night  doses  of  our  pa- 
tients purely  for  convenience.  In  some  hospitals, 
the  trend  toward  injections  at  more  widely  sepa- 
rated intervals  was  the  result  of  acute  nursing 
shortages.  Whatever  the  actual  origins  of  this  form 
of  treatment,  larger  single  doses  (100,000  to  300,000 
units)  of  crystalline  penicillin  in  aqueous  solution 
at  intervals  of  every  8 to  12  hours  are  currently 
being  advocated.  Patients  so  treated  respond  quite 
as  well  as  those  receiving  more  conventional  therapy. 

Actually,  doses  of  this  magnitude  furnish  con- 
centrations of  penicillin  in  the  plasma  that  are  in 
the  bactericidal  range  for  pneumococci,  gonococci 
and  many  streptococci  for  the  greater  part,  if  not 
the  whole  of  the  interval  between  injections.  Im- 
mediately and  shortly  after  the  injection  of  such  a 
dose,  however,  the  minimal  bactericidal  and  bac- 
teriostatic levels  are  exceeded  by  a hundred  or 
more  times;  this  being  so,  it  is  hard  to  reconcile 
the  excellent  therapeutic  results  with  the  concept 
that  excessive  concentrations  of  penicillin  may  be 
detrimental®. 

It  has  been  remarked  earlier  in  this  paper  that 
there  is  a tendency  to  overlook  in  the  average  dis- 
cussion of  penicillin  therapy  the  fact  that  there  are 
some  infections  susceptible  to  penicillin  that  never- 
theless require  doses  large  enough  to  insure  plasma 
and  tissue  concentrations  measured  in  whole  units 
of  penicillin  per  c.c.,  as  opposed  to  the  ordinary 
infections  which  constitute  the  majority  of  those 
treated  and  that  require  concentrations  approximat- 
ing 0.03  units  per  c.c.  Depot,  or  repository,  peni- 
cillins appear  to  be  suited  to  the  treatment  of  these 
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■ latter  infections^.  'I'hese  prei)arations  offset  the 
ra})id  excretion  of  penicillin  by  the  kidneys,  by 
slowing  the  rate  of  absorption  from  the  site  of 
their  injection.  Penicillin  suspended  in  peanut  oil 
and  beeswax,  was  the  prototype  of  this  type  of  prepa- 
ration, but  while  it  was  effective  in  ])rolonging 
penicillin  concentrations,  the  pain  and  sterile  ab- 
scesses accompanying  its  administration  left  much 
to  be  desired.  Following  the  original  success  of 
the  vehicle  of  beeswax  and  oil  in  retarding  penicil- 
lin absorption,  attention  was  turned  to  the  salts  of 
penicillin,  relatively  insoluble  in  water,  in  the  hope 
of  still  further  prolonging  the  concentrations  re- 
sulting from  single  injection.  Procaine  penicillin 
has  proved  to  be  the  most  serviceable  of  these  salts 
and  is  currently  being  made  available  in  a number 
of  vehicles,  water,  vegetable  oil  alone,  and  alumi- 
num mono-stearate  and  peanut  oil  gel. 

Admitting  the  necessity'  of  interpreting  plasma 
concentrations  of  jjenicillin  in  the  light  of  a num- 
ber of  variables,  the  plasma  concentrations  follow- 
ing .iOO.OOO  units  of  the  currently  available  penicil- 
lin preparations  may  be  compared  in  terms  of  their 
ability  to  maintain  over  longer  or  shorter  periods  a 
concentration  above  0.03  units/c.c.  Crystalline  peni- 
cillin in  aqueous  solution  is  rapidly  absorbed  from 
the  site  of  the  injection  and  likewise  is  rapidly 
excreted  by  the  kidneys,  so  that  penicillin  can  be 
demonstrated  in  the  plasma  for  approximately  8 
to  12  hours.  Procaine  penicillin,  suspended  in 
water  or  in  oil,  gives  comparable  plasma  penicillin 
concentrations  in  the  majority  of  patients  for  24 
to  48  hours.  A possible  advantage  of  the  aqueous 
suspension  is  freedom  from  oil,  which  in  some  pa- 
tients may  give  rise  to  allergic  manifestations  or 
local  irritative  phenomena.  Following  the  adminis- 
tration of  procaine  penicillin  suspended  in  alumi- 
num mono-stearate  and  peanut  oil  gel,  levels  are 
sustained  for  approximately  96  hours.  At  this  point, 
it  is  well  to  re-emphasize  that  the  therapeutically 
effective  dose  of  penicillin  is  largely  dependent  upon 
the  sensitivity  of  the  offending  organism  to  the 
antibiotic,  a fact  that  has  been  obscured  by  the 
over  attention  to  0.03  unit  per  c.c.  as  a therapeu- 
tically significant  concentration.  While  prelimi- 
nar}^  studies  on  hospitalized  patients  treated  with 
newer,  long-acting  penicillin  dosage  forms  have 
demonstrated  the  adequacy  of  single  injection  treat- 
ment of  bacterial  pneumonias,  this  form  of  therapy 
is  not  as  yet  advocated  for  general  use.  Until  such 


time  when  a larger  scries  of  cases  has  been  collected, 
it  seems  advisable  to  recommend  that  injections  be 
repeated  at  intervals  of  24  to  48  hcurs.  This  recom- 
mendation is  made  primarily  in  the  interest  of 
})aticnts  being  treated  at  home  and  are  not  under 
constant  observation. 

In  contrast  to  those  readily  susceptible  infections, 
requiring  only  small  concentrations  of  penicillin, 
we  have  those  so-called  resistant  types  of  infections 
which  require  larger  amounts  of  the  antibiotic  in 
the  tissues.  The  extreme  rapidity  with  which  peni- 
cillin is  excreted  by  the  renal  tubules,  makes  diffi- 
cult the  maintenance  of  the  high  concentration  of 
the  antibiotic.  So,  it  is  natural  that  one  approach 
to  the  problem  has  been  the  inhibition  of  the  tubular 
excretion  of  penicillin.  Diodrast’®  and  para-amino- 
hippurate^^,  commonly  employed  to  measure  tubular 
excretory  functions,  have  been  found  to  inhibit  the 
excretion  of  penicillin.  More  recently,  carona- 
mide^2  has  been  found  to  behave  similarly  and  this 
drug  has  the  advantage  of  being  effective  when  ad- 
ministered orally.  Caronamide  by  mouth,  in  doses 
of  2 to  3 gm.  every  3 to  4 hours,  wall  elevate  the 
concentration  of  penicillin  in  the  plasma  from  two 
to  seven-fold^®.  Obviously,  any  desired  concentra- 
tion of  penicillin  can  be  achieved  by  the  simple  ex- 
jiedient  of  using  enough  penicillin  to  obtain  it,  but 
when  the  desired  penicillin  concentration  requires 
more  than  one  million  units  of  penicillin  daily, 
it  is  both  reasonable  and  economical  to  employ 
caronamide.  The  incidence  of  toxicity  of  carona- 
mide in  1913  cases  has  been  negligible,  except  for 
nausea  and  vomiting,  which  occurs  in  14  per  cent 
of  cases^^. 

Chemical  and  therapeutic  studies  of  sulfonamide 
combinations^®  have  demonstrated  that  the  total 
amount  of  sulfonamide  that  can  be  held  in  solution 
in  urine  is  substantially  increased  when  two  or 
more  of  these  substances  are  administered  simul- 
taneou.sly.  Thus,  it  is  possible  to  lessen  the  hazards 
of  urinary  tract  complications  due  to  sulfonamide 
crystals  or  calculi.  Alkaline  adjuvants,  such  as 
sodium  bicarlionate  must  be  given  in  relatively 
large  amounts  in  combination  with  a single  sul- 
fonamide in  order  to  decrease  the  incidence  of  renal 
complications  of  this  type.  The  same  reduction  in 
crystalluria,  with  hematuria  and  calculus  forma- 
tion, can  be  accomplished  by  the  use  of  sulfonamide 
mixtures  without  the  necessity  of  administering 
adjuvants. 
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In  tlie  past,  the  ()i)inion  has  been  prevalent,  par- 
ticularly among  laboratory  investigators,  that  com- 
binations of  sulfonamide  mixtures  offer  no  advan- 
tage from  the  purely  chemotherapeutic  stand[)oint 
over  single  compounds  and  some  held  the  view  that 
mixtures  would  be  less  effective.  In  a recent  study, 
however,  a combination  of  sulfonamides  (sulfadia- 
zine-sulfamerazine)  has  proven  to  be  equal  to  sul- 
fadiazine alone  with  respect  to  therapeutic  results 
achieved  and  superior  to  sulfadiazine  with  regard 
to  urinary  toxicity^®. 

Trials  of  triple  sulfonamide  combinations,  con- 
taining sulfathiazole,  sulfamethazine,  or  sulfa- 
pyrazine  as  a third  component  in  a mixture  of 
sulfadiazine  and  sulfamerazine,  have  indicated  that 
the  occurrence  of  crystalluria  can  be  decreased  to 
negligible  proportions.  The  superiority  of  the  triple 
combinations  suggests  that  they  may  eventually  re- 
place the  double  combinations^'.  At  this  time,  there 
seems  to  be  a difference  of  opinion  as  to  what  the 
third  sulfonamide  should  be  in  a mixture.  It  would 
appear  that  there  is  an  advantage  to  limiting  the 
choice  to  compounds  of  closely  similar  structure  to 
minimize  the  potentialities  of  drug  sensitization. 
The  three  pyrimidine  derivatives,  sulfadiazine,  sul- 
famerazine, and  sulfamethazine  have  proven  to  be 
of  equal  therapeutic  effectiveness  and  to  have  a low 
incidence  of  toxicity.  They  are  very  similar  in 
structure,  potency,  and  pharmacologic  properties 
and  have  been  demonstrated  to  be  safe  and  effective 
clinically.  Hence,  it  would  seem  appropriate  to 
employ  sulfamethazine  or  sulfapyrizine  as  the  third 
sulfonamide  in  combination  with  sulfadiazine  and 
sulfamerazine,  as  opposed  to  sulfathiazole  as  the 
third  component  of  a mixture.  Sulfathiazole  is  ex- 
cluded from  consideration  because  of  its  different 
distribution  in  its  body,  its  more  rapid  renal  clear- 
ance, and  the  low  solubility  of  its  acetylated  deriva- 
tive. Sulfathiazole  is  recognized  as  the  worst  of- 
fender in  the  matter  of  renal  toxicity  among  the 
sulfonamides  in  common  use. 

Summary 

The  availability  of  penicillin  in  a variety  of 
dosage  forms  and  an  increasing  knowledge  of  the 
mode  of  action  of  the  antibiotic  permit  greater  ex- 
actness in  the  definition  of  schedules  of  treatment, 
in  terms  of  the  requirements  of  specific  infections. 
Determination  of  the  in  vitro  sensitivity  of  the  in- 
vading organism  constitutes  an  important  guide  to 


purposeful  therapy.  When  the  requirements  for  the 
control  of  an  infection  are  great  and  whole  units 
of  penicillin  per  c.c.  are  required,  caronamide,  a 
compound  capable  of  inhibiting  the  renal  excretion 
of  penicillin,  is  a useful  adjuvant  to  therapy.  When 
the  requirements  are  in  a lower  range  (below  1.0 
units  per  c.c.),  intervals  of  8 to  12  hours  between 
injections  of  crystalline  penicillin  in  aqueous  solu- 
tion are  permissible  for  the  treatment  of  many  in- 
fections. Similarly,  depot  penicillins  offer  the  ad- 
vantage to  patient  and  physician  of  reducing  the 
number  of  injections  without  loss  of  therapeutic 
effectiveness.  Reliance  on  plasma  concentrations 
following  single  injections  of  depot  penicillins  for 
periods  of  time  ranging  from  24  to  96  hours  must 
await  further  evaluation. 

The  combined  use  of  the  antibiotics  and  sul- 
fonamides offers  definite  possibilities  for  more  rapid 
and  more  effective  control  of  bacterial  infections. 
Whether  these  advances  are  due  to  true  synergism, 
or  to  summation  of  effects  is  not  established,  but  it 
seems  reasonable  to  anticipate  that  the  future  will 
see  an  increasing  use  of  combinations  of  antibiotic 
and  other  chemotherapeutic  agents. 

There  is  no  doubt  that  sulfonamide  mixtures, 
dual  or  triple,  will  reduce  renal  complications  with- 
out reducing  therapeutic  effectiveness.  However, 
the  question  of  whether  multiple  sulfonamides  in- 
fluence favorably  or  unfavorably  systemic  toxicity 
is  as  yet  unsettled. 

Finally,  it  must  be  stressed  that  the  antibiotics 
and  the  sulfonamides  should  not  be  used  indis- 
criminately or  as  a substitute  for  diagnostic  acumen. 
If  the  infection  warrants  their  use,  it  should  be  re- 
membered that,  despite  their  remarkable  therapeutic 
effects,  these  agents  should  not  be  used  to  the  ex- 
clusion or  neglect  of  other  established  fonns  of 
therapy. 
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ACUTE  RESPIRATORY  INFECTIONS* 
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.^n  attitude  of  inevitability  has  long  existed  to- 
wards infection  of  the  respiratory  tract.  Perhaps 
this  is  not  without  justification,  since  everyone  can 
reasonably  anticipate  one  or  more  infections  with 
varying  degrees  of  severity  and  incapacity  annually. 
The  economic  loss  is  staggering,  and  the  many  in- 
vestigations of  these  conditions  have  yielded  only 
modest  results.  At  this  time  there  is  still  much  to 
be  desired  in  knowledge  of,  and  in  the  prevention 
and  treatment  of,  respiratory  diseases.  In  recent 
years,  however,  acute  respiratory  infections  have 
been  under  intensive  study  by  many  groups.  The 
recent  war  occasioned  an  urgent  need  for  such 
information  and  the  large  numbers  of  men  in  the 
.\rmed  Forces  afforded  an  unequalled  opportunity 
for  these  studies.  A consideration  of  some  of  these 
findings  is  undertaken  at  this  time. 

Minor  Respiratory  Infections 

This  group  represents  the  commonest  and  by  far 
the  largest  number  of  respiratory  infections.  Their 
incidence  is  distinctly  greater  during  the  colder 
months  of  the  year.  They  are  numerous  in  late 
September  or  October,  mid- winter,  January,  and 
February  and  often  in  the  spring.  It  is  suggested 
that  other  factors  than  the  weather  are  responsible 
for  this  periodicity  which  has  been  found  similar 
in  regions  of  great  climatic  difference.  In  the  fall 
there  is  frequently  a predominance  of  coryzal  in- 
fections or  common  colds,  while  in  the  winter 
months  “grippal”  infections  are  commonly  observed. 

It  has  recently  been  observed  that  nasopharyngeal 
cultures  from  individuals  so  infected  reveal  chiefly 
the  common  inhabitants  of  the  nasopharynx  and 
are  indistinguishable  from  cultures  obtained  from 
healthy  individuals.  That  there  is  an  infectious 
agent  responsible  is  generally  accepted.  The  pres- 
ence of  an  ultra  microscopic  or  filtrable  agent  in 
nasal  secretions  has  been  suggested  by  many.  Dochez 
and  his  co-workers  in  1931  reported  cultivation  of 
an  agent  on  embryonic  tissues  which  they  thought 
should  be  classified  as  a filtrable  virus. 

In  a recent  study  of  this  group  of  infections  by 

•Read  before  The  South  Piedmont  Medical  Society, 
November  12,  1947. 


The  Commission  on  Acute  Respiratory  Diseases^ 
filtered  washings  from  the  throats  of  individuals 
believed  to  be  suffering  from  different  types  of 
minor  respiratory  infections  were  obtained.  Briefly, 
the  types  were  (1)  A severe  febrile  illness  with 
sore  throat,  hoarseness  and  cough — designated  acute 
respiratory  disease.  (2)  A coryzal  illness  with 
fever  and  constitutional  symptoms.  (3)  Cory'za 
without  fever  and  (4)  A severe  febrile  illness,  with 
constitutional  symptoms,  rales  in  the  lung,  but 
negative  x-ray,  simulating  “bronchitis  resembling 
atypical  pneumonia”.  Under  carefully  controlled 
conditions,  the  filtered  washings  of  these  four  groups 
of  cases  were  administered  to  four  groups  of  vol- 
unteers, each  group  receiving  one  of  the  four  types 
of  inoculum.  A surprisingly  high  percentage  of 
infections  resulted  in  each  of  the  groups,  with  the 
exception  of  the  group  receiving  the  inoculum  from 
the  “bronchitis  resembling  atypical  pneumonia 
group”  and  these  results  were  inconclusive. 

Two  distinct  types  of  infection  resulted  from  the 
inoculation  of  the  other  three  groups.  Individuals 
receiving  inoculum  from  the  case  of  acute  respira- 
tory disease  predominantly  developed  symptoms  on 
the  fifth  or  sixth  day.  They  revealed  an  onset  with 
dry  or  sore  throat  for  a period  of  24  to  48  hours 
with  mild  inflammation  of  the  palate  or  pharynx. 
Nasal  obstruction  and  sneezing  were  present  but 
minimal.  There  was  a febrile  response  and  hoarse- 
ness and  cough  were  observed.  In  the  majority  of 
cases  the  illness  lasted  only  four  days,  though  there 
were  instances  of  six  and  twelve  days. 

Volunteer  groups  receiving  inoculum  from  the 
coryza  with  febrile  reaction  and  coryza  without 
fever  revealed  another  type  of  illness.  The  onset 
was  abrupt,  usually  within  24  to  48  hours,  with 
sneezing,  nasal  obstruction,  coryza  and  mild  con- 
stitutional symptoms.  The  duration  of  this  infec- 
tion was  somewhat  longer.  Thus,  two  clearly  dif- 
ferentiated illnesses,  one  with  an  incubation  pe- 
riod of  5 or  6 days  with  sore  throat,  hoarseness, 
cough  and  constitutional  s>Tnptoms,  or  acute  re- 
spiratory disease,  and  another  with  an  incubation 
period  of  24  to  48  hours  with  abrupt  onset,  nasal 
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obstruction,  and  coryza  of  “common  cold”  like 
symptoms  occurred.  This  suggests  that  two  filtrable 
agents,  presumably  viruses,  may  induce  minor  re- 
spiratory illness. 

Further  obsen^ations^  three  weeks  later  consisted 
of  re-inoculation  of  these  groups  with  the  same  in- 
oculum. It  is  noteworthy  that  those  individuals 
receiving  the  inoculum  of  acute  respiratory  disease 
at  this  time  did  not  again  develop  the  illness.  On 
the  other  hand,  those  previously  infected  with  the 
inoculum  of  coryzal  like  illness,  again  at  this  time 
developed  an  illness  in  one  or  two  days  with  coryzal 
S}Tnptoms. 

.\gain  25  days  later  those  originally  receiving 
inoculum  of  acute  respiratory  disease  were  given 
inoculum  of  coryzal  infection  and  developed  the 
coryzal  illness.  Likewise,  those  having  previously 
received  inoculum  of  coryzal  infection  were  given 
the  inoculum  of  acute  respiratory  disease  and  de- 
veloped this  disease,  thereby  indicating  a lack  of 
cross  immunity  between  the  two  illnesses.  Finally, 
these  individuals  wdio  had  suffered  both  types  of 
infection  were  inoculated  with  the  filtered  wash- 
ings from  a case  of  atypical  pneumonia.  Two  in- 
dividuals who  had  previously  had  both  minor 
respiratory  illnesses  developed  atipical  pneumonia. 
From  this  it  is  seen  that  minor  respiratory  infec- 
tion does  not  produce  immunity  to  primary  atypical 
pneumonia. 

Therefore,  two  types  of  minor  respiratory  infec- 
tion, one  with  an  incubation  period  of  5 or  6 days 
with  fever,  sore  throat,  cough  and  hoarseness  ap- 
parently affording  some  protection  against  rein- 
fection; another  characterized  by  a 24  to  48  hour 
incubation  period  with  an  abrupt  onset  of  a coryzal 
illness,  without  apparent  immunity  to  reinfection, 
are  disclosed.  They  appear  to  be  two  distinct  in- 
fections lacking  in  immunity  against  each  other. 
Neither  infection  renders  an  immunity  to  primary 
atypical  pneumonia. 

Tonsillitis  and  Ph.aryngitis 

It  has  long  been  a clinical  impression  that  in- 
stances of  exudative  tonsillitis  or  pharyngitis  were 
most  likely  due  to  infection  by  the  beta  hemolytic 
streptococcus.  Cases  of  exudative  tonsillitis  and 
pharyngitis  occurring  at  Fort  Bragg  were  also 
studied  by  The  Commission  on  Acute  Respiratory 
Diseases.  That  there  are  fairly  marked  differences 
in  the  geographic  distribution  of  the  beta  hemolytic 


streptococcus  has  been  adequately  demonstrated  by 
Van  Ravenswaay.®  Therefore,  observations  made  in 
an  area  of  such  close  proximity  and  similarity  of 
climate  to  our  own  should  be  helpful. 

This  group  studied  3026  patients  hospitalized 
with  respiratory  infections  of  which  465,  or  a total 
of  six  per  cent,  were  cases  of  proven  beta  hemolytic 
streptococcal  infection.'^  The  bacteriological  pro- 
cedures employed  consisted  of  cultures  obtained 
from  the  tonsillar  or  pharyngeal  exudate.  Colonies 
on  agar  plate  revealing  beta  hemolysis  were  grouped 
and  typed  according  to  the  method  of  Lancefield. 
Serological  proof  of  the  infection  was  demonstrated 
by  a rise  in  antistreptolysin  and  antifibrinolysin 
litres  of  serum  obtained  during  the  third  and  eighth 
week  of  convalescence.  The  presence  of  a positive 
culture  of  beta  hemolytic  streptococcus  from  the 
throat  unaccompanied  by  a rise  in  antibody  titre 
was  interpreted  as  representing  a carrier  state,  but 
not  infection  by  this  organism.  Thus,  serological 
evidence  of  infection  was  a requisite  for  establish- 
ing the  diagnosis.  Lancefield  group  A beta  he- 
molytic streptococcus  organisms  as  a group  are 
chiefly  responsible  for  infections  in  man  and  were 
isolated  alone  or  in  combination  in  90  per  cent  of 
the  streptococcal  infections,  while  other  groups, 
chiefly  groups  C and  G,  comprised  the  remaining 
ten  per  cent  of  infections.  It  is  also  of  interest  that 
healthy  carrier  rates  for  all  groups  of  beta  hemolytic 
streptococci  varied  between  8.0  and  9.7  per  cent, 
while  in  patients  hospitalized  with  respiratory  dis- 
ease the  rate  was  13.9  per  cent. 

.Approximately  ten  percent  of  all  hospitalized 
cases  of  respiratory  infection  were  found  to  suffer 
from  exudative  tonsillitis  and  pharyngitis.  One  hun- 
dred and  sixteen  such  cases  were  studied.®  In  25 
per  cent  of  these  cases  cultures  yielded  beta  he- 
molytic streptococci  and  there  was  an  accompany- 
ing rise  in  streptococcus  antibodies  in  convalescent 
serum,  compatible  with  beta  hemolytic  streptococ- 
cal infection  of  the  throat.  Another  25  per  cent 
yielded  beta  hemolytic  streptococci  on  culture,  but 
there  was  no  antibody  response  in  the  convalescent 
serum,  suggesting  a carrier  state  only.  In  50  per 
cent  of  cases  streptococci  were  not  found  on  cul- 
ture. d'hus,  only  one-fourth  of  the  series  were 
serologically  proven  cases  of  streptococcal  infection. 
In  the  remaining  one-half  of  cases  there  was  little 
evidence  that  bacteria  were  responsible  for  the  in- 
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fection.  The  etiology  of  non-streptococcal  exuda- 
tive tonsillitis  and  pharyngitis  is  not  understood.® 
Cultures  revealed  the  common  organisms  as  pneu- 
mococci, staphylococci,  hemophilus  influenza  and 
hemophilus  hemolyticus.  The  frequency  of  these 
organisms  was  the  same  in  this  group  as  in  well 
soldiers  and  those  suffering  undifferentiated  respira- 
tor}- disease.  This  type  of  sore  throat  has  occurred 
frequently  in  the  course  of  epidemic  undifferentiated 
acute  respiratory  disease,  and  may  well  be  a variant 
of  this  condition.  It  has  been  reported  in  associa- 
tion with  primary  at\pical  pneumonia.’* 

The  clinical  features  of  the  two  groups  are  in- 
structive. The  onset  in  the  strejitococcal  group  is 
more  sudden,  usually  within  a period  of  24  hours. 
Constitutional  symptoms  of  chilliness,  headache, 
malaise,  and  feverishness  are  common  to  both 
groups,  though  slightly  more  marked  in  the  strep- 
tococcal than  in  the  non-streptococcal  infections. 
Sore  throat  was  of  equal  frequency  in  both  groups, 
though  occurring  earlier  in  cases  of  streptococcal 
infection.  In  the  non-streptococcal  cases  the  tend- 
ency to  involve  the  lower  respiratory  tract  was  dis- 
tinctly greater,  and  cough,  hoarseness,  sputum,  and 
chest  pain  were  much  more  common  than  in  the 
streptococcal  infections. 

Physical  findings  reveal  even  more  striking  dif- 
ferences. Patients  suffering  with  streptococcal  in- 
fection appear  more  severely  ill.  In  this  group  the 
average  temperature  is  102.5  degrees  F.,  while  in 
the  non-streptococcal  group  it  averages  101.7  de- 
grees F.  The  throat  in  streptococcal  infection  is  dif- 
fusely red  with  involvement  of  the  tonsils,  palate, 
pharynx,  and  in  most  instances  there  is  also  edema 
of  these  tissues.  The  exudate  due  to  streptococci 
is  usually  yellow,  large  in  e.xtent  and  confluent, 
'riiere  are  associated  enlarged  tender  lym[)h  glands. 
Xon-streptococcic  exudate  on  the  contrary  is  usually 
gray  or  white  in  color,  pin-head  size,  and  often 
over  enlarged  follicles  of  lymphoid  tissue  on  the 
post  phar}nx.  In  the  presence  of  tonsils  both  types 
of  exudate  occur,  whereas,  in  cases  having  had 
tonsillectomy  the  pin-head  size  is  more  common.  In 
streptococcal  infection  the  white  blood  count  av- 
erages 13,427  with  79  per  cent  polymorphonuclear 
cells,  while  in  the  non-streptococcal  group  the  av- 
erage count  was  9,024  with  67  per  cent  polymor- 
phonuclear cells.  Usually  in  both  instances  the 
illnesses  are  of  short  duration,  the  temperature  re- 
turning to  normal  within  four  days. 


The  value  of  penicillin  and  the  sulfonamides  in 
beta  hemolyiic  streptococcal  infections  merits  fur- 
ther study.  Finland®  and  co-workers  demonstrated 
that  in  scarlet  fever  intramuscular  penicillin  for 
seven  days  was  required  to  permanently  clear  the 
throat  of  streptococci.  Septic  complications  were 
controlled,  while  the  toxic  and  eruptive  phase  were 
uninfluenced.  Sulfonamides  suppressed  but  did  not 
eradicate  streptococci  from  the  throat.  Spink®  and 
his  co-workers  were  not  favorably  impressed  with 
the  effectiveness  of  sulfadiazine  in  altering  the 
course,  except  in  very  ill  cases,  or  eradicating  beta 
hemolytic  streptococci  from  the  throat  in  strep- 
tococcal tonsillitis.  Total  doses  of  200,000  units 
of  pencillin  administered  intramuscularly  in  cases 
of  severe  streptococcal  tonsillitis  reduced  the  severity 
and  in  instances  appeared  to  shorten  the  course. 
However,  they  observed  that  in  order  to  eliminate 
beta  hemolytic  streptococci  from  the  throat  for  more 
than  a temporary  period  the  dosage  of  penicillin 
required  was  from  500,000  to  1,000,000  units.  Sub- 
sequent development  of  rheumatic  fever  in  patients 
with  group  A beta  hemolytic  tonsillitis  or  scarlet 
fever  was  not  prevented  by  penicillin.  Rantz'^®  and 
co-workers  stress  the  seriousness  of  streptococcic 
sore  throat  in  young  adults  in  which  arthritis,  fever 
and  carditis,  which  may  ultimately  be  followed  by 
chronic  valvular  disease,  are  the  most  common 
sequellae.  At  this  time,  treatment  of  the  non-strep- 
tococcic  tonsillitis  and  pharyngitis  would  appear  to 
be  symptomatic. 

Pneumonia 

In  recent  years  there  has  appeared  among  the 
respiratory  diseases,  both  in  civilian  and  in  military 
practices,  what  has  been  described  as  “one  of  the 
most  peculiar  of  the  infectious  diseases  of  man.”^^ 
Many  names  have  been  applied  to  this  condition 
but  perhaps  it  is  best  known  as  virus  pneumonia 
and  atypical  pneumonia. 

That  this  clinical  picture  may  be  produced  by  a 
variety  of  agents  including  bacteria,  fungi,  rickett- 
sia  and  viruses  is  well  established.^®-^®’^^  This 
would  seem  to  invalidate  the  broad  use  of  the  term 
virus  pneumonia.  W’lien  positive  results  are  ob- 
tained by  the  use  of  intradermal  tests,  isolation  of 
the  agent  and  serological  or  immunological  tests, 
the  pneumonia  should  be  considered  as  of  a spe- 
cific etiological  type.  Those  instances  of  unde- 
termined etiology  are  better  designated  primary 
atypical  pneumonia.  Certain  infections  wliich  may 
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closely  simulate  at}pical  pneumonia  are-  worthy  of 
mention.  Both  virus  A and  virus  B of  influenza 
may  produce  pulmonary  lesions  which  are  clini- 
cally similar.  The  virus  of  the  psittacosis-ornithosis 
group  while  producing  indistinguishable  pulmonary 
lesions  are  usually  more  severe.  Finally,  pulmonary 
infiltrations  may  accompany  infection  with  the  virus 
of  l\mphocytic  choriomeningitis.  Pneumonia  re- 
sulting from  Q fever  due  to  Rickettsia  burneti  was 
common  in  the  Mediterranean  and  in  troops  re- 
turning to  this  country  during  the  war.  Outbreaks 
in  laboratory  workers  have  been  reported  in  this 
country.i^  There  are  probably  unrecognized  cases 
also.  This  infection  strongly  resembles  atypical 
pneumonia.  Of  the  fungous  infections  coccidioidomy- 
cosis may  closely  resemble  atypical  pneumonia.^^ 
In  a small  percentage  of  cases  primary  atypical 
pneumonia  may  be  extremely  difficult  to  distinguish 
from  bacterial  pneumonias  due  to  the  pneumococ- 
cus, tubercle  bacillus.  Brucella  abortus  and  Pas- 
teurella  tularensis. 

Primary  atypical  pneumonia  is  of  apparently 
wide  spread  distribution.  Susceptibility  seems  to 
be  uninfluenced  by  race,  sex  or  color.  The  infec- 
tion is  most  likely  spread  by  contact  with  oral  and 
nasal  discharge  from  unrecognized  or  recognized 
infections.  Attempts  to  produce  the  disease  in  ani- 
mals have  been  difficult  of  interpretation  and  lack 
confirmation  by  different  workers.  The  condition 
has  been  induced  in  human  volunteers  by  the  ad- 
ministration of  sputa  and  throat  washings,  both 
untreated  and  filtered  from  known  cases.  This 
study  concludes  that  atypical  pneumonia  is  at  least 
initiated,  if  not  caused  by  a filter  passing  agent,  pre- 
sumably a virus. It  is  likely  that  the  incubation 
period  may  be  as  long  as  two  or  three  weeks. 

The  onset  is  gradual  with  predominant  consti- 
tutional rather  than  respiratory  symptoms.  These 
consist  of  malaise,  fever,  headache,  and  chilliness. 
Later  a diy  cough  accompanied  by  substernal  dis- 
comfort, gradually  becoming  productive  of  mucus, 
then  purulent  or  occasionally  blood  streaked  sputum 
develops.  Coryza  and  sore  throat  may  be  observed, 
also  gastrointestinal  symptoms  may  be  present.  The 
temperature  varies  between  99  degrees  and  104  de- 
grees F.,  may  persist  from  three  to  eight  days  or 
longer,  terminating  by  lysis.  There  are  instances 
of  prostration,  cyanosis,  dysjmea,  and  even  collapse. 
Ordinarily  the  illness  is  mild  or  moderate  and  the 
jiatient  does  not  appear  too  ill. 


The  physical  examination  is  characterized  by  a 
paucity  of  physical  findings.  The  pulse  and  res- 
pirations are  essentially  normal.  There  is  evi- 
dence of  inflammatory  reaction  in  the  respiratory 
tract.  Rather  late  in  the  course  subcrepitant  rales 
may  be  heard  over  the  involved  lung,  and  may  per- 
sist for  days  or  weeks.  Ordinarily  consolidation  is 
not  present.  The  leukocyte  count  is  usually  normal. 
X-ray  evidence  of  the  infiltration  usually  })recedes 
physical  signs  of  pulmonary  involvement.  Radio- 
graphically the  lesion  begins  in  the  peri-hilar  re- 
gion and  spreads  out  either  in  wedge  or  fan  shaped 
fashion  to  the  periphery.  The  shadow  may  be  soft, 
patchy,  or  homogeneous  in  appearance. 

There  are  certain  cases  which  are  identical  to  the 
foregoing  symptomatically  and  on  examination  re- 
veal characteristic  subcrepitant  rales,  chiefly  uni- 
laterally, yet  which  fail  to  reveal  evidence  of  pul- 
monary infiltration  on  x-ray.  Such  cases  are 
designated  “bronchitis  resembling  atypical  pneu- 
monia”. 

Pathological  changes  are  described  as  consisting 
of  an  interstitial  broncho-pneumonia,  which  may 
be  hemorrhagic,  acute  bronchitis,  and  necrotizing 
bronchiolitis.  In  the  parenchyma  the  mononuclear 
cell  predominates,  whereas  in  the  bronchi  polymor- 
phonuclear leukocytes  are  chiefly  found. 

Therapy  is  supportive.  Rest,  fluids,  and  opiates 
to  relieve  cough  and  malaise  are  indicated.  When 
cyanosis  or  anoxemia  is  present  oxygen  therapy  is 
indicated.  It  is  unlikely  that  in  uncomplicated 
cases  chemotherapy  or  anti-biotics  are  of  value. 

The  bacterial  pneumonias  with  sudden  onset, 
chills,  pleural  pain,  bloody  sputum  and  leukocyto- 
sis in  the  majority  of  instances  are  readily  dif- 
ferentiated. Viral,  Rickettsial,  and  pneumonias  due 
to  fungi,  as  mentioned  previously,  may  be  differen- 
tiated by  means  of  skin  tests,  bacteriological,  and 
serological  studies. 

Studies  on  the  serum  of  cases  of  primary  atypical 
pneumonia  have  revealed  interesting  reactions.  Of 
these,  the  capacity  of  such  serum  to  produce  ag- 
glutination of  group  O human  erythrocytes  at  ice- 
box temperature,  but  not  at  incubator  temperature, 
or  the  occurrence  of  so-called  cold  hemagglutination 
is  significant. '^^42, 16  -phis  occurs  in  approximately 
half  of  the  cases  and  appears  to  be  related  to  the 
severity  of  the  infection.  While  this  phenomenon 
may  be  produced  by  the  sera  from  other  infections, 
the  incidence  is  very  much  lower.  Also  tlie  isola- 
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tion  of  an  indifferent  streptococcus,  related  to 
streptococcus  salivarius  type  I,  from  the  lungs  and 
sputa  of  cases  of  atypical  pneumonia,  which  is 
agglutinated  by  the  convalescent  ])hase  serum  from 
cases  of  atypical  pneumonia,  is  of  interest.  'I'liese 
agglutinins  are  different  from  the  cold  agglu- 
tinins.^'* This  organism  is  now  identified  as  strep- 
tococcus MG,  and  the  agglutinins  occur  in  about  44 
j)er  cent  of  atypical  pneumonia  cases.  If  the  con- 
valescent serum  reveals  a rising  titre  for  both  of 
these  tests,  the  probability  is  high  that  the  condi- 
tion is  primary  atypical  pneumcnia.  Thus  posi- 
tive serological  confirmation  of  the  diagnosis  of 
primar)-  atypical  pneumonia  may  now  be  had.  How- 
ever, if  the  tests  are  negative  the  infection  may 
still  be  primary  atypical  pneumonia. 

Therapy  of  the  pneumococcal  pneumonias  with 
antipneumococcic  sera,  chemotherapy  and  penicillin 
is  firmly  established  and  need  only  be  mentioned 
in  pass’ng.  It  is  worthy  of  note  that  Francis  and 
Tillet  showed  that  doses  as  small  as  0.01  milligram 
of  purified  pneumococcus  capsular  polysaccharide 
injected  intracutaneously  were  antigenic  for  man. 
^MacLeod,  Hodges,  Heidelberger  and  Bernhard  pro- 
duced conclusive  evidence  of  immunization  by  these 
polysaccharides  against  infection  with  the  corre- 
sponding types  of  pneumocci.  The  immunity  is 
believed  to  be  of  at  least  six  months  duration.^’  These 
studies  appear  to  have  laid  the  ground  work  for  the 
employment  of  active  immunization  against  pneu- 
mococcal pneumonia. 

Influenza 

For  the  average  individual  the  term  influenza  is 
synonymous  with  the  pandemic  of  1918  with  its 
toll  of  twenty  million  deaths  of  which  548,000  were 
in  this  country,  with  an  attack  rate  of  fifty  times 
this  number.^®  This  represents  the  most  severe  phase 
of  the  infection  and  is  by  no  means  characteristic 
of  its  usual  occurrence.  Three  main  forms  of  in- 
fluenza have  been  described,  namely:  the  pandemic 
which  is  world  wide  in  its  sweep,  the  epidemic 
which  may  involve  large  portions  of  a countiA’  or 
entire  countries,  and  the  endemic  or  localized 
sporadic  out-croppings  of  this  condition  which  are 
constantly  present.  The  discovery  in  1933  of  in- 
fluenza virus  A by  Smith,  Andrews,  and  Laidlaw, 
and  in  1940  of  influenza  virus  B by  Francis  and 
Magill,  working  independently,  has  contributed 
much  to  studies  of  this  infection.  These  organisms 


are  found  in  the  nasopharynx  of  victims  during  the 
first  week  and  reveal  an  affinity  for  the  mucosa  of 
the  respiratory  passages.^®  The  patient  reacts  to 
the  infection  with  antibodies  in  the  serum  which 
reach  a maximum  titre  in  two  weeks.  That  they 
are  different  infections  is  evidenced  by  their  fail- 
ure to  reveal  cross  immunity.  Their  constant  as- 
sociation with  outbreaks  of  influenza  would  indi- 
cate the  probability  of  their  presence  in  future 
outbreaks.  The  occurrence  of  hypothetical  influ- 
enza types  “Y”  and  “C”  as  the  etiological  agents 
in  wide  spread  outbreaks  is  unsubstantiated.^® 
Comparing  the  1918  pandemic  with  later  epidemics, 
Francis^®  states,  “The  differences  ennumerated  ap- 
pear to  be  those  of  degree — quantitative  differences 
of  broad  epidemiologic  rather  than  specific  clinical 
or  etiologic  nature.” 

Knowledge  as  to  the  occurrence  of  epidemics  of 
influenza  would  be  invaluable.  Many  such  studies 
have  been  undertaken.  Since  the  discovery  of  the 
viruses,  it  has  been  observed  that  influenza  has 
occurred  in  epidemics  every  two  or  three  years, 
while  epidemics  of  influenza  virus  B occurs  every 
four  to  six  years.  The  periodicity  of  influenza  is 
comparable  to  that  of  other  diseases  which  occur 
in  cycles,  such  as  measles,  which  may  occur  an- 
nually in  some  areas,  biannually  in  others,  and  in 
smaller  populations  the  occurrence  of  epidemics 
is  irregular.  Many  factors,  such  as  the  size  of  the 
epidemiological  unit,  intermixing  of  population 
groups,  and  climate  appear  to  influence  the  fre- 
quency of  epidemics. 

There  are  wide  variations  in  the  clinical  pic- 
ture.-^ Residual  immunity  from  previous  exposure 
modifies  the  picture  in  the  adult,  while  children 
present  a more  nearly  typical  jDicture.  Character- 
istically, the  picture  is  that  of  an  abrupt  onset  with 
fever,  generalized  aching,  respiratory  tract  inflam- 
mation and  absence  of  other  gross  lesions.  All  cases 
do  not  present  this  symptom  complex.  A number 
of  such  cases  simulate  the  ordinary  upper  respira- 
tory infection.  By  clinical  means  alone  differen- 
tiation between  infections  produced  by  the  two  vi- 
ruses is  not  possible.  Confirmation  of  the  diagnosis 
is  dependent  upon  the  demonstration  of  a rise  in 
antibody  titre. 

The  discovery  that  antibodies  could  be  produced 
artificially  by  the  injection  of  active  or  inactivated 
virus  without  production  of  the  disease,  initiated 
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studies  for  the  production  of  a vaccine  to  immunize 
against  influenza.  Spurred  on  by  the  war  The  Com- 
mission on  Influenza  of  the  Army  Epidemiological 
Board  devised  a practical  means  to  attain  this 
purpose.  A vaccine  containing  strains  of  both  types 
A and  B is  available.  Serologic  results  reveal  that 
at  the  end  of  twelve  months  the  antibody  titre  is 
well  above  the  pre-vaccination  level.  There  is  also 
indisputable  evidence  that  man’s  resistance  to  in- 
fection with  influenza  virus  A and  B can  be  en- 
hanced. 

Summary 

The  study  of  the  common  respiratory  diseases  is 
a most  complex  one.  The  many  investigations  of 
this  problem,  spurred  on  by  the  necessities  of  the 
recent  war,  have  contributed  to  the  general  knowl- 
edge of  the  subject.  Some  of  these  have  been  re- 
viewed. This  information  supplemented  by  thought- 
ful observation  on  the  part  of  the  clinician,  it  is 
believed  will  be  conducive  to  a better  understanding 
of  this  problem. 
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THE  DIAGNOSIS  AND  TREATMENT  OF  PARESES  OF  THE  OBLIQUES’’" 


William  P.  McGuire,  M.D., 

Winchester,  Virginia. 


Until  the  early  part  of  the  present  century  the 
dictum  of  not  toucliing  the  obliques  advanced  by 
von  Graefe  held  full  sway.  The  first  of  these  mus- 
cles to  fall  under  the  surgeons  hands  was  the  in- 
ferior oblique,  when  tenotomy  of  this  muscle  began 
to  be  practiced  for  paralysis  of  the  contra-lateral 
superior  rectus  with  over-action  of  the  inferior  ob- 
lique. This  procedure  was  succeeded  by  myectomy 
and  then  by  recession  of  the  muscle  for  the  same 
condition.  The  late  John  M.  Wheeler^  was  the  first 
to  operate  directly  upon  the  superior  oblique  for 
paresis  of  that  muscle.  In  the  same  article  in  which 
he  discussed  the  operation  upon  the  superior  ob- 
lique he  described  his  procedure  for  the  surgical 
correction  of  paresis  of  the  inferior  oblique.  Hughes 
and  Bogart^  advocated  recession  of  the  trochlea  in 
over-action  of  the  superior  oblique,  while  more  re- 
cently Berke®  has  described  his  procedure  of  par- 
tial tenotomy  of  the  superior  oblique  for  the  same 
condition. 

In  the  writer’s  experience  paralysis  of  the  in- 
ferior oblique  is  none  too  common  and  when  en- 
countered has  generally  been  the  result  of  trauma 
to  the  lower  orbital  margin  in  the  region  of  the 
origin  of  the  muscle.  The  main  action  of  the  in- 
ferior oblique  is  extorsion  of  the  globe,  while  the 
secondary  actions  are  elevation  and  abduction.  Ab- 
duction has  been  generally  accepted  as  a secondary 
function  of  the  muscle,  but  the  work  of  Krewson^ 
refutes  this  and  holds  that  the  secondary  function 
of  the  muscle  is  adduction,  since  he  finds  that  the 
insertion  of  the  muscle  is  anterior  and  not  posterior 
to  the  equator  of  the  globe.  However,  in  a per- 
sonal communication  Fink^^  states  that  in  the  dissec- 
tion and  preparation  of  over  one  hundred  globes 
he  found  the  insertion  of  the  inferior  oblique  to  be 
posterior  to  the  equator  in  all  but  three  or  four 
cases  when  it  was  at  the  equator. 

The  s}Tnptoms  of  diplopia  in  paresis  of  the  in- 
ferior oblique  are  not  as  marked  as  in  paresis  of 
the  superior  oblique  because  the  field  of  action  of 

*Read  before  the  Virginia  Society  of  Ophthalmology 
and  Oto-Laryngology  at  its  annual  meeting  in  Winchester, 
May  8,  1948. 

From  the  Department  of  Ophthalmology,  The  Win- 
chester Memorial  Hospital. 


this  muscle  is  up  and  in  and  the  most  constant 
use  of  the  eyes  is  in  tlie  lower  fields.  However,  the 
loss  of  the  extorsion  effect  causes  confusion  and 
practically  all  of  these  patients  will  have  a head 
tilt  to  the  opposite  side.  If,  for  instance,  we  are 
dealing  with  a paresis  of  the  left  inferior  oblique, 
in  the  primary  position  there  will  be  some  loss  of 
extorsion  power  with  a resultant  tendency  of  the 
globe  to  intort.  The  patient  then  involuntarily 
tilts  his  head  to  the  right  shoulder  as  this  will 
cause  a compensatory  extorsion  of  the  right  eye 
due  to  the  action  of  the  right  inferior  oblique  which 
is  brought  into  action  by  this  head  tilt.  The  tilting 
of  the  head  in  paresis  of  the  inferior  oblique  is  by 
no  means  as  marked  as  the  tilt  observed  in  paresis 
of  the  superior  oblique,  nor  is  it  usually  as  great 
as  the  tilt  occurring  in  paralysis  of  the  superior 
rectus,  which  itself  is  less  than  that  occurrin<T  in 
superior  oblique  palsy.  In  addition  to  the  side- 
ward tilt  in  paralysis  of  the  inferior  oblique  these 
patients  characteristically  carry  their  heads  tilted 
backward  in  order  to  keep  the  eyes  out  of  the  field 
of  action  of  the  inferior  oblique.  The  principal 
objective  sign  of  paresis  of  the  inferior  oblique  is 
a hypertropia  of  the  opposite  eye  which  increases 
as  the  eyes  are  carried  into  the  field  of  action  of  the 
paretic  inferior  oblique.  When  adducted,  the  af- 
fected eye  cannot  be  raised  above  the  horizontal 
plane. 

White®  has  advocated  a tucking  of  the  muscle 
near  the  insertion  into  the  globe  for  paresis  of  the 
inferior  oblique  while  Wheeler^  described  his  pro- 
cedure for  advancement  of  the  muscle  from  the 
origin  over  the  orbital  rim  to  the  periosteum  on  the 
facial  surface  of  the  superior  maxilla.  I cannot 
speak  with  any  authority  on  the  method  of  tucking 
because  I have  never  used  it,  however,  tucking  of 
any  extraocular  muscle  seems  to  be  a poor  substi- 
tute for  adequate  operative  procedures.  The  Wheeler 
advancement  has  been  used  with  good  results  but 
a clean  dissection  of  the  muscle  near  its  origin  is 
time  consuming  because  of  the  large  amount  of 
orbital  fascia  which  one  encounters  in  this  lega- 
tion. In  an  effort  to  obviate  the  difficulty  of  dis- 
section and  still  obtain  an  adequate  result  the 
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writer  has  recently  been  resecting  the  inferior  ob- 
lique near  the  insertion  in  cases  of  paresis  of  the 
muscle.  The  conjunctiva  and  Tenon’s  capsule  are 
incised  in  the  lower  temporal  quadrant  of  the  globe 
and  a muscle  hook  passed  backward  to  engage  the 
inferior  oblique.  The  muscle  is  freed  of  its  sub- 
conjunctival attachments  and  grasped  with  a small 
muscle  forceps  at  a predetermined  distance  from 
its  insertion.  The  muscle  is  then  cut  just  distal 
to  the  forceps  and  the  excess  muscle  remaining 
attached  to  the  insertion  is  cut  away.  One  double 
armed  plain  catgut  suture  is  passed  through  the 
belly  of  the  muscle  proximal  to  the  forceps  and 
then  passed  through  the  original  insertion  of  the 
muscle  and  tied.  There  is  no  definite  amount  of 
muscle  to  be  resected  in  tliis  procedure  but  it  has 
been  my  practice  to  remove  as  much  as  possible  in 
an  attempt  at  immediate  over-correction.  Five  cases 
liave  been  oj)erated  upon  in  this  manner  with  very 
satisfactory  results  and  permanent  over-correction 
has  not  resulted  in  any  case. 

It  is  well  recognized  that  paresis  of  the  superior 
oblique  is,  with  the  exception  of  paralysis  of  the 
external  rectus,  the  most  common  weakness  of  any 
individual  ocular  muscle.  In  the  past  three  quar- 
ters of  a century  cases  of  under-action  of  this  mus- 
cle have  been  reported  with  increasing  frequency, 
but  until  19d4  when  Wheeler^  reported  upon  his  pro- 
cedure for  the  advancement  of  the  tendon,  the  surgi- 
cal relief  of  paresis  of  the  superior  oblique  was  con- 
fined to  procedures  upon  its  yoke  or  direct  antago- 
nist muscles,  with  occasionally  a recession  of  the 
superior  rectus,  or  a resection  of  the  inferior  rectus 
of  the  same  eye.  Even  since  W’heeler’s  report  the 
vast  majority  of  attempts  at  correction  of  the  con- 
dition have  dealt  witli  the  yoke  or  direct  antagonist 
muscles,  and  only  in  rare  instances  has  the  tendon 
of  the  superior  oldique  been  operated  upon. 

Diagnosis 

In  the  past  there  has  been  a good  deal  of  dis- 
crepancy among  various  authors  as  to  the  relative 
frequency  of  paralysis  of  the  superior  oblique  and 
the  superior  rectus.  Davis®  found  the  superior  ob- 
lique at  fault  in  54.5%  of  vertical  anomalies  and 
the  superior  rectus  in  45.5%.  White  and  Brown' 
reported  that  only  four  {>er  cent  of  vertical  anoma- 
lies were  due  to  paresis  of  the  superior  oblique  and 
that  ninety-six  jier  cent  were  due  to  paresis  of  the 
superior  rectus.  This  discrepancy  can  probably  be 


explained  by  the  fact  that  Davis  was  referring  to 
the  isolated  primary  vertical  motor  pareses,  while 
White  and  Brown  based  their  opinion  on  the  sta- 
tistics of  secondary  vertical  motor  pareses  such  as 
cases  of  convergent  squint  associated  with  a non- 
comitant  vertical  deviation. 

In  order  to  diagnose  any  extraocular  muscle  pa- 
resis it  is  of  course  necessary  to  understand  the  func- 
tions of  the  j)aretic  muscle.  The  superior  oblique  has 
three  actions:  (1)  Depression  of  the  globe;  (2)  Ab- 
duction; and  (3)  Intorsion.  The  depressor  action  of 
the  muscle  increases  when  the  eye  is  turned  inward 
and  becomes  practically  nil  when  the  eye  is  ab- 
ducted. Thus,  it  is  seen  that  when  the  globe  is 
turned  medially  by  the  internal  rectus  and  then 
depress'on  is  desired,  the  superior  oblique  exeits 
the  strongest  force  upon  the  eye  that  is  possible 
\\’hen  the  eyeball  is  turned  outward  the  tendon  of 
the  sujjerior  oblique  is  situated  so  that  it  is  al- 
most at  right  angles  to  the  anterior  posterior  axis 
of  the  globe  and  consequently  its  main  action,  that 
of  depression  of  the  globe,  is  reduced  to  zero.  At 
the  same  time,  however,  the  secondary  actions  of 
the  muscles  increase  when  the  globe  is  turned  out- 
ward, because  the  tendon  of  the  muscle  lies  in  such 
a position  that  its  effect  upon  intorsion  and  abduc- 
tion is  greatest.  Conversely,  when  the  globe  is  ad- 
ducted the  effect  of  the  superior  oblique  on  abduc- 
tion and  intorsion  is  markedly  decreased. 

The  mo.st  characteristic  sign  of  paresis  of  the 
superior  oblique  is  a head  tilt  to  the  opposite  side. 
This  is  accompanied  by  a hypertropia  of  the  af- 
fected eye  which  increases  when  the  eye  is  carried 
into  the  field  of  action  of  the  superior  oblique,  that 
is,  down  and  in.  The  hypertropia  is  accompanied 
by  a corresponding  diplopia. 

The  differential  diagnostic  signs  between  the  pa- 
resis of  the  superior  oblique  and  paresis  of  the  su- 
perior rectus  have  recently  been  summarized  by 
.-Idler.®  These  are  as  follows: 

(1)  Head  tilt.  While  this  is  present  in  paresis 
of  the  superior  rectus  it  is  much  more  marked  in 
paresis  of  the  superior  oblique  due  to  the  fact  that 
contraction  of  the  superior  oblique  in  the  primary 
position  results  in  56%  of  the  movement  being  in- 
tor^^ion,  while  contraction  of  the  superior  rectus  in 
the  primary  position  results  in  only  25%  of  its  pull 
as  intorsion. 

(2)  Tlie  head  is  always  toward  the  side  opposite 
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the  i)aretic  eye.  This  is  much  more  marked  in  pa- 
reses  of  the  superior  oblique,  while  in  those  cases 
of  superior  rectus  it  is  relatively  little. 

(3)  If  the  head  is  tilted  by  the  examiner  toward 
the  shoulder  of  the  same  side  as  the  paretic  eye,  this 
eye  will  make  an  upward  movement  if  the  superior 
oblique  is  at  fault.  If  the  superior  rectus  is  in- 
volved the  eye  will  either  not  move  at  all  or  will 
move  slightly  downward. 

Another  factor  which  may  confuse  the  picture  in 
jirimar}-  or  secondary  paresis  of  a vertically  acting 
muscle  is  inhibitional  palsy  of  the  contra-lateral 
antagonist.  When  this  occurs,  primary  paresis  of 
the  superior  oblique  may  be  easily  mistaken  for  pa- 
resis of  the  superior  rectus.  Adler’s  explanation 
for  this  is  interesting.  If  the  patient  habitually 
fi.xes  with  the  sound  eye  there  will  be  no  inhibi- 
tional palsy.  However,  if  he  fixes  with  the  paretic 
eye  then  the  sound  eye  will  show  a limitation  of 
movement  when  looking  up  and  to  the  sound  side. 
If  there  is  a paresis  of  the  superior  oblique  in  the 
right  eye  and  the  patient  habitually  fixes  with  this 
eye,  then  on  looking  up  and  to  the  left  the  left  eye 
will  not  move  up  as  far  as  it  normally  should.  This 
will  simulate  a paresis  of  the  left  superior  rectus. 
.Mder  states,  “the  patient  is  fixing  with  his  pa- 
ralysed right  eye.  The  right  inferior  oblique  is  not 
opposed  by  a normal  tone  from  the  paretic  right 
superior  oblique  muscle.  Therefore,  less  nervous 
impulse  is  needed  to  elevate  the  eye  in  levo-version 
than  normally  is  needed.  The  yoke  muscle  of  the 
right  inferior  oblique,  the  left  superior  rectus,  gets 
less  than  the  required  amount  of  stimulation,  which 
therefore  prevents  the  left  eye  from  moving  up  as 
far  as  the  right  eye.” 

Surgery 

The  direct  attack  upon  the  superior  oblique  mus- 
cle, either  in  paresis  or  over-action,  has  been,  for 
the  great  majority  of  ophthalmologists,  something 
to  be  avoided  at  all  costs.  The  principal  objection 
seems  to  have  been  that  the  tendon  of  the  muscle  is 
too  difficult  of  access.  As  a consequence  of  this  be- 
lief, until  the  more  recent  past,  attempts  at  surgical 
correction  of  paresis  of  the  superior  oblique  have 
utilized  one  or  more  or  a combination  of  the  fol- 
lowing procedures,  with  the  preference  being  ap- 
proximately in  the  order  in  which  they  are  listed: 
(1)  Recession  of  the  inferior  rectus  of  the  opposite 
eye;  (2)  Tenotomy  of  the  inferior  oblique  of  the 


.same  eye;  (3)  Recession  of  the  sui>erior  rectus  of  the 
same  eye;  (4)  Resection  of  the  inferior  rectus  of 
the  same  eye. 

The  writer’s  interest  in  the  surgical  correction  of 
the  su{)erior  oblique  was  stimulated  by  the  report 
of  Wlieeler^  on  his  advancement  procedure  for 
under-action  of  the  muscle.  The  method  now  in  use 
by  the  writer®  is  essentially  a modification  of  Wheel- 
er’s procedure  and  was  devised  simply  because  it 
seemed  to  offer  a little  surer  method  of  achieving 
the  desired  result.  In  the  twenty  cases  of  paresis 
of  the  superior  oblique  upon  which  I have  operated 
Wheeler’s  method  of  advancement  of  the  tendon 
was  followed  in  the  first  three  cases.  The  results 
in  the  first  two  cases  were  gratifying  but  in  the 
third  case,  two  weeks  after  operation  there  was  no 
apj)reciable  improvement  in  the  paresis.  It  was 
believed  that  the  suture  through  the  superficial  lay- 
ers of  the  sclera  in  the  region  of  the  macula  had 
pulled  out.  Consequently,  five  weeks  after  the  first 
operation  a second  operation  was  performed  on  this 
jiatient.  The  tendon  of  the  superior  oblique  was 
found  to  be  in  the  same  position  that  it  had  been 
before  any  operative  procedure  had  been  done.  A 
resection  of  the  tendon  of  the  superior  oblique  was 
then  done  and  has  been  performed  in  all  subsequent 
cases. 

The  advantages  of  this  modification  of  Wheeler’s 
procedure  are  two.  In  the  first  place,  in  the  origi- 
nal procedure  described  by  Wheeler  the  tendon  of 
the  superior  oblique  is  tucked  without  providing 
for  the  apposition  of  raw  surfaces  and,  after  one 
failure  with  this  method  in  which  the  adhesions 
failed  to  form  at  all,  the  writer  came  to  the  con- 
clusion that  if  two  raw  surfaces  were  brought  in 
apposition  the  chances  of  a firm  union  would  be 
much  better.  In  the  ’ second  place,  the  works  of 
Fortini®4i^  Genet^^  and  Fink^®  have  shown  that  the 
two  oblique  muscles  of  the  eye  have  their  insertions 
in  the  sclera  close  to,  or  in,  the  macular  region.  In 
view  of  this,  it  would  seem  that  the  insertion  of 
sutures  through  the  sclera  in  this  region  would 
definitely  tend  to  produce  more  trauma  to  the  macu- 
lar region  than  the  introduction  of  sutures  merely 
tlirough  the  stump  of  the  original  insertion  into  the 
sclera. 

An  estimate  of  the  amount  of  tendon  to  be  re- 
sected can  be  obtained  by  having  the  globe  turned 
strongly  down  and  in  by  means  of  the  traction  su- 
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ture,  and  with  the  eye  in  this  position,  grasping  the 
tendon  with  a forceps  at  various  distances  from  the 
insertion  and  then  doubling  the  tendon  over  upon 
itself  by  carrying  the  forceps  toward  the  insertion. 
When  the  forceps  is  placed  upon  the  tendon  in 
such  a position  that  when  it  is  moved  over  to  the 
insertion  the  tendon  is  fairly  tight,  the  ideal 
amount  of  tendon  to  be  resected  will  have  been  de- 
termined. The  suture  should  then  be  placed  in  the 
tendon  at  the  point  where  the  forceps  was  located 
and  the  distal  portion  of  the  tendon  resected. 

A word  should  be  interjected  at  this  point  as  to 
the  relative  ease  or  difficulty  in  operating  upon  the 
tendon  of  tlie  superior  oblique.  The  principal  ob- 
jection to  surgery  upon  the  tendon  itself  has  been 
voiced  by  von  Graefe^^  and  Jackson^®  both  of  whom 
stated,  in  effect,  that  the  tendon  was  too  difficult  of 
access  to  permit  surgery  upon  it.  Wheeler^  himself, 
in  describing  his  operation,  states,  “It  cannot  be 
said  that  the  operation  is  convenient  or  easy,  but 
technically  it  is  entirely  possible  and  reasonable.” 

With  the  above  premises  the  writer  must  disagree. 
The  approach  to  the  tendon  of  the  superior  oblique 
is  certainly  not  too  difficult  for  any  competent 
ophthalmic  surgeon  and,  once  the  tendon  is  ex- 
posed, the  remainder  of  the  procedure  is  neither 
complicated  nor  technically  difficult. 

During  the  past  half  century  the  oblique  muscles 
of  the  eye  have  been  treated  surgically  with  in- 
creasing frequency.  Before  this  time  the  obliques 
were  thought  to  be  too  difficult  of  access  to  operate 
upon  them  with  ease,  but  the  great  strides  in  the 
surgery  of  retinal  detachment  with  consequent  ex- 
posure of  the  obliques  have  served  to  focus  the  at- 
tention of  ophthalmologists  on  the  true  ease  of  ex- 
posure of  these  muscles.  In  operations  upon  the 
inferior  oblique  a cleaner  dissection  of  the  muscle 
can  be  made  near  the  insertion  rather  than  at  the 
origin,  and  it  is  felt  that  operations  on  this  muscle 
near  the  insertion  produce  just  as  good,  if  not  bet- 
ter, results  than  operations  upon  the  muscle  near 
the  origin. 

Comment 

Prior  to  1934,  when  Wheeler^  described  his  op- 


eration for  advancement  of  the  tendon  of  the  su- 
perior oblique,  paresis  of  this  muscle  had  been 
treated  surgically  by  one  of  four  methods  or  a com- 
bination of  these.  None  of  these  methods  directly 
attacked  the  main  problem.  Complete  paralysis  of 
the  superior  oblique  is  rare  and  what  the  ophthal- 
mologist is  confronted  with  in  the  vast  majority  of 
cases  of  disturbance  of  motility  of  this  muscle  is 
an  under-action,  or  paresis,  of  the  muscle.  Granted 
that  such  is  the  case,  the  most  logical  primary  pro- 
cedure in  relieving  the  distressing  symptoms  of 
this  condition  is  upon  the  paretic  muscle  itself.  If 
such  a procedure  does  not  result  in  relief  of  the 
condition,  other  methods  may  be  put  into  use.  How- 
ever, it  is  believed  that  with  resection  of  the  tendon 
of  the  superior  oblique  as  the  primary  step  in  cases 
of  paresis  of  this  muscle,  secondary  procedures  will 
seldom  be  necessary  and  the  patient  will  be  saved 
the  inconvenience,  not  to  mention  the  expense,  of 
several  operations,  the  result  of  which  cannot  even 
be  estimated  in  advance. 
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THE  MEDICAL  ASPECTS  OF  THE  ATOMIC  BOMB* 


\V.  B.  Looney,  M.D.,t 
Medical  College  of  Virginia, 
Richmond,  Virginia. 


It  has  been  estimated  that  energy  equivalent  to 
twenty  thousand  tons  of  T.N.T.  was  released  by 
the  explosion  of  the  first  atomic  bomb.^  The  Smyth 
report  stated  that  the  critical  mass  of  the  first 
bombs  was  between  “1.4  and  220  pounds.  If  we 
assume  they  weigh  110  pounds  and  2.2  pounds 
underwent  fission,  radio  activity  equivalent  to  one 
hundred  million  tons  of  radium  would  l)e  pro- 
duced.^ The  bomb  dropped  on  Hiroshima  instantly 
and  completely  devastated  an  area  of  four  square 
miles.  Sixty-six  thousand  people  were  dead  or  miss- 
ing, and  sixt}’-nine  thousand  were  injured.®  Two 
hundred  and  sixty  of  the  three  hundred  doctors  in 
the  city  were  unable  to  assist  in  treating  the 
wounded."*  Out  of  a total  of  one  thousand  seven 
hundred  and  eighty  nurses  about  one  hundred  were 
available  for  duty  and  only  a few  of  the  fifty  hos- 
pitals were  in  usable  condition.®  It  is  theoretically 
possible  to  produce  bombs  a thousand  times  more 
powerful  than  the  ones  first  used.  It  takes  little 
imagination  to  visualize  the  tremendous  magnitude 
of  the  medical  problem  in  a similar  situation. 

The  immediate  effects  of  an  atomic  explosion  are 
caused  by  the  shock  wave,  the  thermal  flash  and 
various  types  of  radiations.  The  shock  wave  is 
produced  by  the  sudden  heating  of  air  to  extremely 
high  temperatures.  It  is  like  a sudden,  violent  gust 
of  air.  This  explains  why  little  direct  pressure 
damage  was  found  in  the  lungs  of  Japanese  casual- 
ties and  in  the  Bikini  animals.  When  an  atom’c 
bomb  explodes,  a temperature  approaching  that  of 
the  sun  is  produced;  and  light  is  emitted  covering 
all  ranges  of  the  spectrum.  Within  a radius  of 
two  miles  radiations,  which  are  probably  in  the 
ultra-violet  range,  produce  “flash  burns”  severe 
enough  to  require  treatment. 

There  is  a tremendous  amount  of  ionizing  ra- 
diation liberated  at  the  time  of  the  explosion.  Neu- 
trons and  gamma  rays  are  the  principal  source  of 
this  irradiation.  It  is  like  suddenly  releasing  a 

•The  material  for  this  paper  is  based  on  the  course  on 
Medical  Aspects  of  Radioactivity  given  by  the  Medical 
Department,  U.  S.  Navy,  and  the  American  College  of 
Physicians  at  the  Naval  Medical  Research  Center,  Be- 
thesda,  Md.,  from  February  18  to  28,  1948. 

tNow  at  Presbyterian  Hospital,  Chicago  12,  111. 


massive  amount  of  x-ray  irradiation  which  would 
cause  death  to  almost  all  people  within  a radius 
of  0.5  miles. 

The  delayed  effects  of  the  bomb  are  due  to  the 
radiations  produced  from  unfissioned  uranium  235 
or  plutonium,  the  radioactive  fission  products  and 
the  artificially  induced  material  from  the  explo- 
sion. Th's  delayed  effect  necessitates  decontamina- 
tion and  removal  of  personnel  from  contaminated 
areas. 

If  an  atomic  bomb  were  detonated  in  the  air  over 
a city  the  size  of  Washington,  D.C.,  it  is  estimated 
that  fifty-seven  thousand  people  would  be  killed  or 
missing  and  fifty-nine  thousand  four  hundred  in- 
jured. The  types  of  casualties  would  be;  wounds 
70%,  burns  65%,  radiations  35%  plus. 

The  types  of  wounds  from  one  group  of  Jap- 
anese patients  at  a military  hospital  were;  frac- 
tures 11.5%,  contusions  53.8%,  and  lacerations 
34.7%.  Most  all  of  the  burns  encountered  were 
“flash  burns”.  Flame  burns  were  rare  because  most 
all  of  these  patients  burned  to  death.  Bums  rep- 
resented a large  percentage  of  the  casualties  be- 
cause the  effective  range  was  two  miles,  while  cas- 
ualties from  wounds  and  ionizing  radiation  were 
within  the  one  mile  radius. 

Vii-tually  all  ionizing  radiation  has  a destme- 
tive  effect  on  tissue.  The  reversibility  of  any  spe- 
cific effect  is  dependent  upon  the  regenerative  prop- 
erties of  the  tissue.  Cells  become  more  resistant  to 
ionizing  radiation  in  the  following  order;  lym- 
phocytes, germ  cells,  granulocytes,  epithelium,  en- 
dothelium, muscle,  connective  tissue,  bone  and  nerve 
cells.  The  cells  may  show  chromosome  breaks,  in- 
creased granularity,  cytolysis,  changes  in  viscosity  of 
protoplasm,  permeability  of  the  cell  membrane,  etc. 
Intercellular  changes  vary  from  slight  alteration  to 
necrosis.  The  skin  shows  various  inflammatory  and 
degenerative  changes.  Epilation  occurs  in  the  third 
week.^ 

The  epithelium  of  the  gastro-intestinal  tract  first 
shows  edema,  hyjDeremia,  and  increased  secretion. 
The  reaction  usually  occurs  after  about  four  days, 
reaching  a peak  with  ulceration  in  one  to  two  months. 
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Hemorrhagic  changes  further  aggravate  this  condi- 
tion. In  the  third  and  fourth  months  a hemorrhagic 
ulcerative  enteritis  develops  similar  to  that  of  bacil- 
lary dysentery.  It  seems  that  much  of  the  ])rocess  is 
not  only  change  resulting  from  the  irradiation  of 
sensitive  intestine,  but  also  a change  due  to  its 
lowered  ability  to  cope  with  intestinal  microorgan- 
isms and  to  the  lowered  defense  capabilities  of  the 
blood.* 

There  is  almost  a total  disappearance  of  blood 
forming  elements  during  the  first  week  after  the 
explosion.  By  the  end  of  the  week  the  reticulum 
begins  to  proliferate  and  differentiate  into  lympho- 
cytes and  plasma  cells.  iMyeloid  differentiation  is 
seen  about  the  fourth  week.  According  to  the  Japa- 
nese, the  lymphocyte  count  dropped  immediately 
and  reached  its  lowest  point  in  about  five  days.  A 
few  days  later  the  granulocyte  count  began  to  drop 
and  the  lymphocyte  count  to  increase,  .\bout  the 
same  time  the  erythrocyte  count  began  to  fall  so 
that  by  the  end  of  the  third  week,  in  many  cases, 
there  was  a recovery  of  the  h’mphocytes  with  a 
marked  decrease  in  the  granulocytes  and  an  asso- 
ciated anemia.^ 

The  hemorrhagic  lesions  began  to  appear  about 
the  end  of  the  first  month.  However,  studies  upon 
a few  animals  suggest  increased  capillary  fragility 
from  the  beginning.  If  the  platelet  count  dropped 
there  was  a typical  thrombocytopenic  purpura.  As 
previously  mentioned,  this  condition  aggravates  the 
ulcerative  lesions  of  the  pharynx  and  gastro-in- 
testinal  tract.  Later  the  clotting  time  began  to  in- 
crease, and  terminally  the  blood  may  be  incoagu- 
lable. This  is  probably  due  to  the  release  of  heparin 
or  a “heparin  like”  substance  from  the  mast  cells 
surrounding  the  blood  vessels.^*’ 

Most  of  the  patients  within  one  mile  of  the  ex- 
plosion had  sperm  counts  under  40,000  cubic  milli- 
meters (lower  limits  of  normal).  Several  patients 
had  loss  of  libido  or  loss  of  potency.  I^ss  striking 
changes  were  found  in  the  ovary.  In  Japan  in  1944 
amenorrhea  was  present  in  W/(  of  the  population. 
Thirty-six  per  cent  of  the  women  in  Hiroshima 
within  three  miles  of  the  bomb  exjierienced  men- 
strual disorders.  Most  had  one  normal  period 
followed  by  cessation  of  menses  for  a period  cf 
from  three  to  four  months.’^  In  a recent  follow  up 
of  the  children  born  to  the  Japanese  exposed  to  the 
radiation,  no  increase  in  abnonnalties  was  noted. 

The  term  “total  body  radiation”  implies  that  the 


ent  re  body  has  been  exposed  to  the  radiating  source. 
Any  part  of  the  body  shielded  will  alter  the  train 
of  events.  It  is  not  known  whether  this  is  due  to 
preservation  of  a part  of  the  liody’s  enzyme  system, 
whether  it  is  merely  a quantitative  factor,  or  un- 
known qualitative  factors. 

Very  little  is  understood  about  the  mechanism 
by  which  radiations  produce  biological  effects. 
Some  believe  the  effect  is  due  to  a change  in  the 
nuclear  protein  of  the  cell,  that  is,  some  chemical 
change  which  prevents  normal  interchange  between 
nucleus  and  the  rest  of  the  cell.  Others  believe 
toxic  products  are  produced  which  cause  cell  death. 
Another  group  believes  there  is  an  interference  with 
permeability  of  the  cell  membrane,  thus  interfering 
with  normal  exchange  of  fluids.^* 

The  syndrome  of  acute  total  body  radiation  is 
initiated  by  ionization  of  the  tissue  by  the  various 
types  of  radiation.  The  following  course  is  a func- 
tion of  the  extent  to  which  normal  processes  are 
disturbed;  continued  death  of  more  and  more  cells 
is  probably  due  to  initial  nuclear  injury,  absorp- 
tion of  a toxic  agent  produced,  disturbance  of  the 
hormonal  and  enzyme  systems  and  secondary  bac- 
terial invasion. 

All  patients  within  a radius  of  less  than  six- 
tenths  of  a mile,  from  the  explosion  died  from  the 
initial  effects  in  one  to  two  weeks.  Nausea,  vomit- 
ing and  malaise  were  the  presenting  symptoms,  then 
diarrhea  began  and  continued.  The  stools  looked 
like  those  of  cliolera  and  reached  a frequency  of 
15  to  20  a day.  The  white  blexxi  count  was  below 
1000.  Usually  between  the  fifth  and  seventh  days 
there  was  a steplike  rise  in  temperature  which 
continued  to  rise  until  death.  There  were  anorexia 
and  abdominal  pain.  Acidosis  and  dehydration  de- 
veloped. The  patients  became  weaker  and  weaker 
and  seemed  to  die  a biochemical  death. 

Patients  from  .6  to  1 mile  from  the  explosion 
lived  long  enough  for  the  functional  changes  to 
occur.  After  the  initial  ejiisode  of  malaise,  nausea, 
and  vomiting,  there  was  an  asymptomatic  period 
varying  from  one  to  four  weeks,  depending  upon 
the  amount  of  irradiation.  Epilation  was  the  most 
frequent  symptom  terminating  the  latent  period.  A 
few  days  later  malaise  and  a fever,  step-like  in 
character,  occurred.  Diarrhea  was  the  most  promi- 
nent s}-mptom.  Inllammatory  lesions  of  the  mouth, 
nose,  throat  and  gastro-intestinal  tract  also  began 
about  this  time.  Ulceration  and  sloughing  occurred 
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about  the  time  of  tlie  most  severe  leukojienia. 
Hemorrhagic  tendencies  usually  developed  about 
the  third  or  fourth  week.  'I'hese  hemorrhagic  and 
necrotizing  lesions  arc  similar  to  those  seen  in 
apla.stic  anemia  and  agranulocytosis. 

If  death. does  not  occur  in  this  jjhase  an  anemia 
similar  to  that  caused  l)y  benzol  poisoning  develoj)S. 
'I'here  is  usually  a general  del)ilitated  condition  for 
a long  period.  The}’  may  recover  or  die  of  extreme 
emaciation  after  a chronic  illness.  P'ailure  of  the 
hone  marrow  to  recover  is  a prominent  feature  in 
these  cases. 

The  treatment  of  acute  radiation  sickness  at  the 
present  time  consists  of  scrupulous  sterile  technique, 
careful  nursing,  care  of  skin,  teeth,  mouth,  and 
e.xcretory  organs,  maintenance  of  fluid  and  elec- 
trolytic balance,  and  ])rophvlactic  ])enicillin  during 
the  leukopenic  stage.  If  the  hemoglobin  decreases 
or  hemorrhagic  tendencies  appear,  fresh  whole  bl{X)d 
transfusions  should  be  given.  Kutin  is  thought  to 
be  of  value  in  decreasing  capillary  permeability. 
Exi)erimental  evidence  indicates  that  protamine  and 
toluidin  blue  are  effective  in  controlling  the  clotting 
defect  caused  by  the  “heiiarin  I ke”  substance. 

.\  two  year  follow  up  of  the  bomb  victims  has 
been  made  recently.  The  complete  recovery  that 
most  of  the  severely  injured  patients  had  made 
was  surprising.  Keloid  formation  was  very  jjromi- 
nent  in  the  burned  patients.  This  was  thought  to 
be  due  to  an  inherent  factor,  poor  nutrition,  and 
poor  medical  care.  Some  cases  still  showed  fluc- 
tuatiens  in  the  leukocytes.  Most  bone  marrows 
showed  complete  recovery  and  there  was  no  notice- 
able increase  in  blood  dyscrasias. 

^len  who  studied  the  results  of  the  Hiroshima 
and  Nagasaki  bombings  agree  that  a large  percent- 


age of  deaths  could  have  been  jirevented  b}’  ade- 
(juate  medical  care.  Both  Japanese  cities  were 
completely  helpless  after  the  explosion  and  medical 
care  was  almost  non-existent.  It  becomes  evident 
that  some  national  organization  must  be  formed 
to  adequately  cope  with  a similar  situation. 

Ixach  member  of  the  medical  profession  should 
realize  tliis  added  res{)onsil)ility  and  work  toward 
the  realization  of  such  an  organization. 
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Smith,  Kline  & French  Laboratories, 

Philadelphia,  in  1948  awarded  a total  of  seventy- 
three  grants  amounting  to  $,114,761  in  support  of 
medical  research.  Twenty-seven  of  these  grants 
were  made  to  twenty  medical  schools,  and  the  bal- 
ance to  institutes,  clinics  and  individual  inve.stiga- 
tors.  The  funds  were  provided  under  three  main 
categories:  as  scholarships  and  fellowships;  as  aids 


to  pre-clinical  research  in  such  fields  as  pharmacol- 
ogy, bacteriology,  biochemistry,  histolog}’,  micro- 
analysis, mycology,  organic  chemistry,  pharmaceuti- 
cal chemistry  and  physical  chemistn-;  and  for 
support  of  investigations  in  various  fields  of  clini- 
cal medicine  as  h}'pertension,  })ain,  cardiovascular 
conditions,  epilepsy,  anemia,  dermatology,  obes’ty, 
etc. 
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ANO-RECTAL  DISEASE:  INCIDENCE  IN  300  MALE^  OF  MILITARY  AGE  WITH 
PARTICULAR  REFERENCE  TO  POLYPOSIS 


Francis  R.  Whitehouse,  M.D.,  F.A.C.P., 

Lynchburg,  Virginia. 


During  my  service  in  the  anny,  advantage  was 
taken  of  an  unusual  opportunity  to  determine  the 
incidence  of  ano-rectal  disease  in  gaales  of  military 
age  (between  20  and  40  years  of  age).  This  study 
was  carried  out  in  conjunction  with  Drs.  C.  M. 
Caravati  and  J.  IM.  MacfMillan.  All  patients  ad- 
mitted to  the  gastro-intestinal  wards  at  Percy  Jones 
General  Hospital  underwent  a sigmoidoscopic  ex- 
amination. There  were  223  consecutive  admissions 
to  the  wards  in  this  group  of  examinations.  second 
group  of  77  cases  was  referred  to  us  for  sigmoido- 
scopic examination  for  hemorrhoids,  rectal  bleeding 
or  suspected  lower  bowel  lesion.  I know  of  no  re- 
ports based  on  examination  of  consecutive  hospital 
admissions  and  hence  feel  that  this  report  is  of 
value  in  determining  the  incidence  of  ano-rectal 
disease  in  males  of  military  age.  One  objection 
might  be  that  the  cases  admitted  to  a gastro-intesti- 
nal ward  would  not  constitute  a valid  cross  section 
of  the  group  studied;  however,  a large  majority  of 
the  patients  were  admitted  for  peptic  ulcer,  func- 
tional disturbances,  hepatitis  and  its  sequelae  and 
similar  problems,  with  only  a few  being  admitted 
primarily  for  ano-rectal  disease. 


Table  I 


Condition 

Vt’ 

ARD  18 

Other  Wards 

Total 

Hemorrhoids  __ 

. +4 

(19.7%) 

32 

(41.6%) 

76 

(25.3%) 

Polyps 

- 8 

( 3.6%) 

4 

( 5.2%) 

12 

( 4.0%) 

Proctitis  - 

13 

( 5.8%) 

5 

( 6.5%) 

18 

( 6.0%) 

Chronic  Ulcera- 

tive  Colitis  _ 

5 

( 2.2%) 

5 

( 1.7%) 

Hyp.  Anal. 

Papillae 

3 

( 1.3%) 

5 

( 6.5%) 

8 

( 2.7%) 

Peri-Anal 

Dermatitis 

3 

( 1.3%) 

3 

( 3.9%) 

6 

( 2.0%) 

Anal  Fissure  _ 

_ 2 

( 0.9%) 

4 

( 5.2%) 

6 

( 2.0%) 

Cryptitis  _ _ 

- 2 

( 0.9%) 

2 

( 2.6%) 

4 

( 1.3%) 

Amebiasis 

- 1 

( 0.5%) 

1 

( 0.3%) 

Polypoidosis 

. 1 

( 0.5%) 

1 

( 0.3%) 

82 

(36.7%) 

55 

(71.5%) 

137 

(45.6%) 

Patients 

Examined 

223 

77 

300 

Table  I .shows  the_^  incidence  of  ano-rectal  dis- 
orders in  our  consecutive  group  of  cases  and  for 


contrast  the  incidence  in  the  cases  referred  for  proc- 
toscopic examination.  Hemorrhoids  constituted  the 
most  common  disorder,  being  present  in  25.3%  of 
all  examinations,  in  19.7%  of  the  consecutive  se- 
ries of  cases,  and  in  41.6%  of  the  referred  cases. 
Proctitis  was  not  uncommon  and  was  notable  in 
two  respects.  In  gastro-enteritis  of  the  non-specific 
variety  seen  among  the  attached  personnel  there 
was  seldom  any  demonstrable  change  in  the  lower 
bowel.  We  also  found  that  enemas  have  an  irritat- 
ing effect  on  the  rectal  mucosa,  and  soapsuds 
enemata  were  particularly  irritating.  One  patient 
was  prepared  for  examination  with  soap  suds  ene- 
mata which  by  error  were  made  with  green  soap. 
The  mucosa  was  fiery  red  and  floods  of  mucus 
were  present.  Examination  the  following  day  with- 
out preparation  was  within  normal  limits.  Chronic 
ulcerative  colitis  of  the  idiopathic  type  was  not 
uncommon  due  to  the  specialization  of  the  service. 
Hypertrophied  anal  papillae,  peri-anal  dermatitis 
(due  to  pruritus  ani),  fissure  in  ano,  and  cryptitis 
constituted  the  remainder  of  the  minor  findings. 

The  most  important  finding  to  us  was  the  pres- 
ence of  polyps  in  4%  of  the  300  cases,  of  which 
3.6%  were  found  in  the  routine  cases  and  5.2% 
of  the  referred  cases.  It  is  well  recognized  that 
polyps  of  the  rectum  and  sigmoid  .seen  at  procto- 
scopic examination  represent  either  pre-malignant 
or  already  malignant  lesions.  BrusC  has  best  sum- 
marized what  seems  to  be  the  present  day  ojiinion 
regarding  adenomatous  polyps  of  the  rectum  and 
colon. 

1.  They  are  more  common  in  men  than  women, 
and  the  ratio  of  3 to  2 is  identical  with  that  of 
carcinoma  of  the  same  portion  of  the  intestinal 
tract. 

2.  The  average  age  in  any  large  series  will  be 
about  46  years,  and  this  is  about  one  decade  younger 
than  the  occurrence  of  carcinoma. 

3.  The  anatomic  location  of  these  polyps  closely 
parallels  that  of  cancer. 

4.  Symptoms  are  not  characteristic. 

5.  I’olyps  measuring  less  than  1 cm.  in  diameter 
rarely  produce  symptoms. 
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6.  It  is  difficult  and  dangerous  to  state  from 
gross  appearance  that  a Jiolyp  is  or  is  not  under- 
going malignant  change. 

7.  Malignant  change  in  a polyp  tends  at  first  to 
be  localized  at  the  jieriphery  and  might  easily  be 
missed  in  removing  a biopsy  specimen. 

8.  Present  day  evidence  points  to  the  apjiarently 
ben'gn  polyp  as  the  origin  of  many  and  perhaps 
most  of  the  carcinomas  of  the  rectum  and  colon. 

Brust^  found  an  incidence  of  5%  polyps  in 
4,000  sigmoidoscopic  examinations,  excluding  he- 
reditary multiple  polypoid  disease,  multiple  polyps, 
or  pseudo  polyps  on  an  inflammatory  basis. 

C.  W.  Mayo^  stated  that  one  in  every  thirty-five 
patients  examined  sigmoidoscopically  at  the  Mayo 
Clinic  had  one  polyp  or  more.  One  case  in  every 
fifty-five  examined  by  barium  enema  showed  one 
polyp  or  more.  .4.utopsy  findings  in  334  patients 
who  had  died  with  primary  carcinoma  of  the  colon 
or  rectum  showed  34%  had  polyps  in  addition  to 
the  primary  neoplasm,  and  in  14%  of  the  cases 
these  polyps  were  already  malignant.  In  an  au- 
topsy study  of  100  patients  who  had  died  after  sur- 
gical operations  performed  for  conditions  other 
than  malignancy  it  was  found  that  in  16  instances 
there  were  polyps  of  the  colon  or  rectum  in  8 of 
which  the  polyps  were  malignant. 

Swinton  and  Warren^  in  a review  of  156  pa- 
tients with  polypoid  disease  of  the  colon  and  rec- 
tum concluded  that  polyps  of  the  colon  and  rectum 
are  true  tumors  which  are  premalignant  lesions  and 
are  more  common  than  has  been  appreciated. 

W e have  not  analyzed  our  cases  according  to 
age  groups  but  the  majority  were  20  to  30  years 
of  age. 

Our  findings  at  proctoscopic  examination  and 
study  of  the  tissues  removed  by  biopsy  are  illustra- 
tive of  the  problem  of  polyps  of  the  rectum  and  sig- 
moid in  young  men.  The  majority  of  the  polyps 
were  2-3  mm.  in  diameter.  In  three  cases  w'e  dem- 
onstrated polyps  1-3  cm.  in  diameter.  One  of  these 
latter  cases  was  found  to  have  two  {)olyps,  one  of 
which  was  pedunculated  and  histologically  a grade 
I adenocarcinoma;  the  second  was  sessile  and  a 
grade  II  adenocarcinoma.  After  considerable  dis- 
cussion it  was  decided  that  the  treatment  of  choice 
was  abdomino-perineal  resection  following  fulgura- 
tion  of  the  two  polyps.  The  resected  specimen 
showed  no  malignancy  either  locally  or  in  the  re- 
gional Bmph  nodes.  This  patient  was  referred 


with  the  diagnosis  of  hemorrhoids  which  were 
found,  but  further  examination  revealed  the  polyps 
with  malignant  changes  already  })resent.  This  em- 
phasizes strongly  that  tlie  diagnosis  of  hemorrhoids 
as  the  cause  of  ano-rectal  hemorrhage  should  be 
made  only  when  complete  study  of  the  lower  bowel 
and  roentgenologic  examination  of  the  colon  have 
been  completed  and  found  within  normal  limits. 
Only  one  of  our  cases  had  symptoms  referable  to 
the  polyp  and  this  man  had  had  rectal  bleeding 
attributed  to  hemorrhoids  for  three  years.  We  rou- 
tinely investigated  each  case  in  which  one  or  more 
polyps  were  found,  by  means  of  a barium  enema 
with  air  contrast  technique.  The  polyps  were  all 
treated  by  fulguration  and  re-examined  at  a later 
date  to  ascertain  the  results  of  fulguration.  Ful- 
guration can  be  easily  carried  out  on  polyps  below 
the  peritoneal  reflection.  Polyps  above  the  peritoneal 
reflection  are  probably  safest  treated  by  surgical 
removal  except  in  the  hands  of  those  who  are  ex- 
perts in  fulguration.  It  must  be  emphasized  that  a 
biopsy  reported  as  benign  adenoma  means  little  as 
there  may  be  frank  malignant  changes  in  the  re- 
mainder of  the  polyp.  The  polyps  beyond  the  reach 
of  the  proctoscope  may  be  treated  by  simple  removal, 
segmental  resection,  or  obstructive  type  of  resec- 
tion. Brust  feels  that  the  indications  for  a colotomy 
are  active  bleeding,  a polyp  over  2 cm.  in  diameter 
or  growth  of  the  polyp  being  noted  on  successive 
examinations. 

Summary 

1.  Proctoscopic  examination  was  carried  out  on 
223  consecutive  cases  and  77  referred  cases,  in  men 
of  military  age. 

2.  Hemorrhoids  w'ere  present  in  21.5%  of  all 
men  in  the  stated  age  group  of  20  to  40  years  of 
age. 

3.  Polyps  of  the  rectum  or  sigmoid  were  present 
in  4%-  of  all  cases  examined. 

4.  The  significance  of  these  polyps  and  their 
treatment  has  been  discussed. 
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THE  EFFECT  OF  THE  MOON  ON  CHILDBIRTH 


Alkert  G.  Schnurman, 

Rdanoke,  Virginia. 


For  centuries  it  has  been  well  known  that  the 
moon  causes  the  tides;  that  farmers  plant  Ijy  tlie 
moon;  that  hunters  and  fishermen  plan  their  trips  by 
the  moon;  that  dogs  bark  at  the  moon;  that  lunatics 
(from  luna — moon)  are  affected  by  the  moon;  that 
lovers  attach  amorous  significance  to  the  moon;  and 
that  the  average  woman’s  menses  are  twenty-eight 
days  apart — a lunar  month;  and  that  human  gesta- 
tion lasts  ten  lunar  months  or  two  hundred  and 
eighty  days. 

Since  I have  been  practicing  medicine,  I have 
often  heard  the  nurses  on  the  obstetrical  service 
state  that  “the  moon  has  changed  and  we  will  be 
getting  in  a new  bunch  of  O.  B.’s.”  I am  sure  that 
we  have  all  heard  this  old  tale  and  passed  it  off 
with  a grain  of  salt.  I became  interested  in  the  suli- 
ject  either  to  prove  or  disprove  that  there  is  a lunar 
effect  on  childbirth.  I have  searched  through  the 
literature  but  have  been  unable  to  find  any  reference 
to  this  matter.  Therefore,  I set  forth  to  analyze  the 
e.xjier.’ence  at  the  Roanoke  Hospital  over  a five  year 
])eriod.  If  the  largest  numlier  of  births  per  day  fell 
on  a day  when  the  phase  of  the  moon  changed  or 
within  twenty-four  hours  before  or  after  the  pha.se 
changed,  then  I gave  that  month  credit  for  its  lunar 
effect.  If  the  largest  number  of  Inrths  did  not  co- 
incide with  a change  in  phase,  then  no  credit  was 
given.  Reference  to  the  following  table  will  give  the 
summarv  of  this  analvsis: 


Year 

No.  OF 
Births 

By  Months 

Predominating 
Lunar  Phase 

1943 

541 

9 out  of  12 

Last  quarter 

1944 

465 

9 out  of  12 

First  quarter 

1945 

435 

8 out  of  12 

New  and  full 

1946 

561 

5 out  of  12 

First  quarter 

1947 

689 

9 out  of  12 

First  quarter 

It  w-11  be  seen  that  in  forty  out  of  the  si.xty 
months  anah'zed  the  largest  number  of  births  fell 
on  a da)’  when  the  moon  changed  or  within  twenty- 
four  hours  of  such  change.  This  is  a 66.7%  ratio. 
Whereas,  if  the  matter  were  purely  one  of  chance, 
the  ratio  would  be  50%  or  very  nearly  so.  Further, 
it  will  be  seen  that  all  phases  were  jxjtent  in  affect- 
ing the  birth  statistics  and  that  in  three  out  of  the 
five  years  a first  quarter  phase  was  responsible  as 
the  predominating  phase. 

Just  what  all  this  means  I am  incajiable  of  stat- 
ing. However,  one  may  theorize  that  there  is  a lunar 
effect — possilily  electronic  on  the  amniotic  fluid  as 
a body  of  water  just  as  on  the  tides  in  bodies  of 
water  elsewhere. 

Summary:  In  an  analysis  of  2691  births  over  a 
five  year  period  it  was  found  that  there  was  a lunar 
effect  to  the  extent  of  66.7%,  thus  lending  weight  to 
an  age-old  superstition. 

501  Shenandoah  Life  Building. 


Interesting,  Isn’t  It? 

.According  to  Howard  A.  Rusk,  M.D.,  in  1948  th’j 
Federal  De])artment  of  Agriculture  will  sjiend  852,- 
000,000  on  agricultural  re.search;  industry  will  spend 
$450,000,000  on  research  to  improve  manufactured 
Ijroducts.  d'he  total  spent  by  the  government  and 
all  private  foundations,  etc.,  on  medical  research 


will  be  $28,000,000. 

The  amount  sjient  on  medical  research  is; 

1 /.lOO  that  sjient  on  alcoliolic  lieverages; 

1/6  that  .spent  on  phonograph  records; 

1 /.5  that  spent  on  non  vending  coin  machines; 

1 /2  that  spent  on  monuments  and  tombstones. 

— Connecticut  State  Medical  Journal 


Virginia  ^Iedical  ^Monthly 


79 


PRE-OCCUPATION  WITH  PAINFUL  MEMORIES  AS  BASIS  FOR  NEUROSIS  AND 

PHYSICAL  ILLNESS- 


John  Taylor  Ransonk,  M.D.. 

Newport  News,  Virginia. 


In  my  keen  desire  to  be  of  service  to  you,  I shall 
give  methods  which  I have  found  usually  effective 
in  treating  most  patients  with  neurosis  and  patients 
with  functional  physical  disease. 

In  my  e.xperience  habitual  pre-occupation  involv- 
ing painful  emotions  is  the  chief  causative  factor 
in  the  development  of  nearly  all  cases  of  neuroses, 
of  functional  psychoses,  and  of  functional  physical 
disease.  In  my  opinion  nervous  and  physical  com- 
plaints resulting  from  psychic  trauma  vary  little 
with  the  degree  of  the  horribleness  of  the  occurrence 
or  of  the  painful  memory,  per  se;  t)ut  they  do  vary 
fairly  accuratel}'  with  the  amount  of  time  the  pa- 
tient has  spent  and  spends  in  the  resulting  pre- 
occupation. These  observ^ations  apply  both  to  nor- 
mal people  and  to  those  who  have  developed  a 
neurotic  pattern  of  behavior.  If  the  above  is  granted, 
it  follows  that  a neurosis  is  fundamentally  a life- 
long habit  of  pre-occupation  involving  painful  emo- 
tions, usually  with  recurring  exacerbations  or  epi- 
sodes. In  my  experience  it  can  be  treated  successfully 
as  such.  The  same  is  true  of  the  various  functional 
physical  diseases  and  of  the  functional  psychoses. 

I have  been  convinced  of  all  of  the  above  by 
seventeen  years  spent  listening  to  the  complaints 
and  taking  histories  for  therapeutic  purposes  of  of- 
fice patients  and  of  newly  admitted  neurotic  and 
psychotic  hospital  patients.  When  one  diligently 
seeks  out  the  origin  of  psychogenic  disease,  one  is 
impressed  with  three  elements: 

1.  Distressing  environmental  factors  in  child- 
hood. 

2.  The  long-term  habit  of  extensive  pre-occupa- 
tion with  these  distressing  factors. 

3.  The  marked  tendency  to  extend  this  pre- 
occupation to  more  recent  psychic  traumata. 

From  tabulations  made  of  a group  of  300  con- 
secutive patients  native  to  this  section  I learn  that 
42  of  patients  with  psychoneurosis  give  history 
of  death  of  a parent  or  separation  of  parents  dur- 
ing childhood.  Fifty-two  per  cent  did  not  finish  the 

*Address  given  before  the  annual  convention  of  the 
Seaboard  Medical  Society  of  Virginia  and  North  Caro- 
lina, at  Virginia  Beach,  December  3,  19+7. 


ninth  grade  in  school,  usuall}-  because  they  had  to 
help  with  the  family  income.  Thirty-nine  per  cent 
grew  up  on  “Tobacco  Road”  or  in  comparable  eco- 
nomic circumstances.  Eighty-two  per  cent  came  in 
at  least  one  of  the  above  .groups.  The  most  impor- 
tant factors  are  too  variable  and  relative  for  tabu- 
lation. They  include  invalid,  neurotic,  or  alcoholic 
jiarcnts.  The  unhappy,  inconsistent,  over-shadow- 
ing, and  inhibiting  mother  is  especially  important. 
One  or  more  such  factors  are  admitted  readily  by 
cooperative  neurotic  patients;  and,  in  my  e.xperience, 
careful  collateral  study  demonstrates  such  factors 
in  all  cases.  Careful  questioning  will  bring  out  in 
every  case  that  the  patient  is  spending  hours  pre- 
occupied with  the  painful  memories  which  the  above 
involve.  Do  not  misunderstand  me;  none  of  the 
above  tragedies  need  result  in  a neurosis  as  evi- 
denced by  people  with  such  factors  who  do  not  be- 
come neurotic.  In  my  opinion  this  is  because  they 
lead  a full  life  and  spend  little  or  no  time  in  emo- 
tional thinking. 

The  similarity  of  objective  and  subjective  sjanp- 
toms  of  painful  emotions,  excessive  doses  of  epi- 
nephrine with  resulting  stimulation  of  the  sympa- 
thetic nervous  system,  and  neurotic  reactions  in  the 
great  majority  of  cases,  is  such  that  there  can  be 
no  doubt  as  to  the  inter-acting  mechanisms  involved 
in  the  production  of  neurosis,  and  of  functional 
physical  diseases.^’^’'^’® 

Goodman  and  Gilman,  in  their  Pharmacological 
Basis  of  Therapeutics  (1941),  describe  the  mild 
untoward  reactions  of  epinephrine  as  “fear,  anxiety, 
restlessness,  throbbing  headache,  tremor,  weakness, 
dizziness,  respiratory  difficulty  and  palpitation.” 
The}'  could  have  been  describing  the  effects  of  pain- 
ful emotions,  or  the  usual  symptoms  of  my  patients 
and  of  most  of  this  nation’s  millions  of  neurotics. 

.\nother  excellent  description  applicable  to  all  of 
the  above  conditions  was  given  by  B.  Cannon 
as  manifestations  of  e.xcitement,  “The  contracting 
of  blood  vessels  [to  the  skin]  with  resulting  pallor, 
the  pouring  cut  of  ‘cold  sweat’  [most  commonly 
noted  on  the  palms],  the  stopping  of  saliva-flow 
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so  that  the  ‘tongue  cleaves  to  the  roof  of  the  mouth’, 
tlie  dilatation  of  the  pupils,  the  rising  of  the  hair, 
the  rapid  beating  of  the  heart,  the  hurried  respira- 
tion, the  trembling  and  twitching  of  the  muscles, 
especially  those  about  the  lips — all  these  bodily 
changes  are  well  recognized  accompaniments  of  pain 
and  great  emotional  disturbance,  such  as  fear,  hor- 
ror, and  deep  disgust.”  Cannon  offers  clear  evi- 
dence of  the  similarity  of  the  action  of  epinephrine, 
or,  as  he  calls  it,  “adrenin”,  to  the  painful  emo- 
tions. He  states,  . . in  pain  and  deep  emotion 
the  glands  . . . pour  out  an  excess  of  adrenin  into 
the  circulation. He  considered  this  of  biological 
significance  in  the  struggle  for  survival.  There- 
fore, this  response  to  the  danger  signal  of  painful 
emotions  should  be  as  uniformly  a part  of  us  as 
is  any  other  of  our  faculties. 

.\s  a result  of  adrenin  secretion  and  other  fac- 
tors, Cannon  stated  that  blood  pressure  “may  sud- 
denly rise  during  extreme  effort  from  approximately 
110  mm.  to  180  mm.  of  mercury.”'*  He  might  have 
added  that  there  is  a neurotic  or  psychosomatic  form 
of  hypertension,  probably  the  usual  form  of  early 
hypertension.  Our  war  experience  teaches  that  pal- 
pitation, extrasystoles,  paroxysmal  tachycardia,  and 
other  functional  heart  conditions  are  emotional 
in  origin. 

Cannon  quotes  Oliver  and  Schafer  as  showing 
“that  injected  adrenin  drove  the  blood  from  the  ab- 
dominal viscera  into  the  organs  called  upon  in 
emergencies — into  the  central  nervous  system,  the 
lungs,  the  heart,  and  the  active  skeletal  muscles.” 
Cannon  himself  found  that,  “conditions  favorable  to 
proper  digestion  are  wholly  abolished  when  unpleas- 
ant feelings,  such  as  vexation  and  worry  and  anx- 
iety, or  great  emotions,  such  as  anger  and  fear,  are 
allowed  to  prevail.”* 

Thus  we  have  the  physiological  bases  for  under- 
standing why  emotional  upsets  result  in  gastro- 
intestinal upsets  of  all  types.  If  painful  emotions 
persist  sufficiently  long,  mucous  colitis  or  spastic 
colitis  are  likely  to  develop.  In  the  light  of  our 
present  inability  to  find  any  other  demonstrable 
ultimate  cause  for  duodenal  ulcers  and  in  the  light 
of  clinical  observations  by  experienced  doctors  that 
onset  and  exacerbations  of  duodenal  ulcers  usually 
follow  psychic  trauma,  it  appears  highly  probable 
that  directly  or  indirectly  chronic  painful  emotions 
are  the  basic  cause  of  duodenal  ulcer.  Where  psy- 
chic trauma  seems  minimal  or  absent,  in  my  opin- 


ion, there  has  been  pre-occupation  with  the  sources 
of  former  traumata.  Perhaps  we  should  look  for 
psychic  trauma  as  an  important  factor  in  the  de- 
velopment of  other  types  of  pathology  of  the  gas- 
tro-intestinal  tract.  In  emphasizing  psychic  fac- 
tors, Alvarez  quoted  Ivy’s  facetious  remark  that 
“he  had  little  hope  of  ever  producing  the  human 
type  of  ulcer  in  dogs  until  he  could  get  them  to  wor- 
rying about  crashes  in  the  stock  market.”® 

In  the  majority  of  cases  of  endocrine  disturbance 
we  usually  are  unsuccessful  in  demonstrating  a tan- 
gible basic  cause  such  as  infection,  tumor,  senile 
degeneration,  food  deficiency,  poisoning,  physical 
trauma,  or  congenital  defects.  Cannon  amply  dem- 
onstrated that  “in  man  emotional  excitement  pro- 
duces temporary  increase  of  blood  sugar”*  and 
considered  that  the  adrenal  gland  had  a primar}-  role. 
In  view  of  causative  body  lesions  being  not  de- 
monstrable at  autopsy  in  many  cases  of  diabetes, 
it  appears  appropriate  that  emotional  factors  be  not 
ignored,  at  least  until  research  can  explain  more 
adequately  the  ultimate  cause  of  diabetes  in  the 
numerous  idiopathic  cases.  By  experience  and  by 
extensive  study  I am  convinced  that  the  multiple 
symptoms  occurring  toward  meal  time  in  the  nerv- 
ous patient  including  headache,  faintness,  fainting 
and  convulsions,  are  emotional  in  origin  and  in- 
volve the  endocrine  system  and  glycopenia.  Writing 
in  1933,  Flanders  Dunbar,  in  Emotions  and  Bodily 
Changes,^  quoted  Bram  as  demonstrating  (in  1921) 
that  of  3343  cases  of  exophthalmic  goitre,  85% 
presented  a clear  history  of  psychic  trauma  as  the 
exciting  cause.  Except  for  occasional  tumors,  no 
other  cause  has  been  demonstrated.  I predict  that 
in  the  years  to  come  all  cases  of  endocrine  disturb- 
ance not  produced  by  basic  causes  demonstrable  at 
autopsy  and  in  the  pathological  laboratory  will  be 
considered  as  psychogenic  in  origin. 

I call  your  attention  to  other  examples  of  the 
many  phenomena  which  command  recognition  of 
their  psychogenic  origin.  Dunbar  quoted  Cannon 
as  demonstrating  that  cats  in  the  presence  of  a dog 
for  one  minute  showed  an  average  increase  in  red 
cells  in  the  blood  of  27 %.®  When  one  recalls  that 
red  blood  cells  have  an  average  life  of  80  days,  it 
becomes  obvious  that  these  cells  added  to  the  blood 
stream  had  been  stored  in  the  spleen  or  elsewhere. 
Thus  a normal  cell  count  in  a tense  or  excited  pa- 
tient can  be  presumed  to  give  a false  idea  as  to  the 
total  available  red  cells.  Cannon*  demonstrated  the 
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hastening  of  the  coagulation  of  blood  in  pain  and 
in  great  emotions.  It  has  been  proven  that  numer- 
ous other  changes  in  blood  chemistry  result  from 
painful  emotions. 

I now  shall  discuss  what  I find  in  the  usual  nerv- 
ous patients  referred  to  me.  I consider  that  they 
have  anxiety  neurosis,  or,  if  current  nomenclature 
requires  another  name,  the  true  psychopathology  is 
always  the  same,  anxiety-like  reactions  resulting 
from  pre-occupation  with  the  sources  of  painful 
emotions.  For  the  purpose  of  this  paper,  I omit 
certain  groups  of  nervous  patients;  first,  patients 
with  organic  diseases  of  the  central  nervous  system; 
second,  a very  small  group  of  brilliant  people  of 
habitus  and  of  habits  we  might  call  the  race-horse 
type  who  work  themselves  nearly  to  death;  and, 
third,  a group  who  by  mechanisms  of  self-decep- 
tion are  relieved  of  painful  emotions  by  converting 
them  to  invalidism. 

The  remaining  patients  constitute  the  great  ma- 
jority of  our  eight  or  ten  million  neurotics  and  in- 
clude stutterers,  almost  all  alcoholics,  most  vet- 
erans drawing  pensions  for  psychoneurosis,  un- 
happy housewives,  delinquent  children,  and  most 
criminals.  Despite  the  diversity  of  their  symptoms 
they  are  similar  in  their  basic  characteristic,  i.e., 
their  anxiety-like  reactions  resulting  from  habitual 
pre-occupation  with  painful  memories  and  emo- 
tions. They  are  similar  still  further  in  my  opinion 
in  their  indicated  treatment. 

Nervous  patients  of  this  every-day  type  have 
many  traits  and  factors  in  common  and  they  are 
present  in  nearly  every  case.  These  patients  ex- 
hibit physical  evidence  of  stimulation  of  the  sym- 
pathetic nervous  system  with  secretion  into  the  blood 
of  excessive  epinephrine  and  of  other  pressor  sub- 
stances all  of  which  are  in  response  to  long  lasting 
painful  emotions  such  as  chronic  rage,  remorse, 
fear,  anxiety,  and  conflict.  Usually  quite  a number 
of  such  painful  emotions  are  present.  Platitudes 
about  suppressing  these  emotions  are  useless. 

These  patients  are  pitifully  lacking  in  sincere 
self-esteem,  and  tend  to  improve  upon  sympathetic, 
patient,  and  intelligent  attempts  to  bolster  their  mo- 
rale. 

These  patients  are  self-centered  in  their  medita- 
tions; pre-occupied  with  their  own  past  emotional 
difficulties,  wuth  their  own  physical  complaints,  or 
with  anxieties  concerning  their  own  future.  They 
tend  to  improve  when  they  can  be  inspired  to  show 


real  self-sacrificing  interest  in  others. 

The  virtues  of  these  patients  are  of  the  perfec- 
tionist type;  and  they  are  intolerant  of  imperfec- 
tions in  themselves,  in  their  children,  and  in  others. 

These  patients  are  members  of  neurotic  families, 
and  it  is  often  almost  useless  to  treat  the  patient 
alone. 

.A.S  given  above,  these  patients  have  a history 
of  an  unhappy  or  inhibited  childhood,  including 
such  factors  as  an  early  death  of  a parent,  separated 
parents,  quarreling  parents,  dire  poverty,  or  an  over- 
shadowing mother. 

I leave  until  last,  for  emphasis,  the  most  impor- 
tant and  nearest  universal  characteristic.  These 
patients  have  shut-in  habits.  They  are  withdrawn, 
unnaturally  introverted,  excessively  sensitive  as  to 
what  others  may  say  or  think  concerning  them. 
Their  attempts  at  correction  of  these  faults,  or  com- 
pensation for  them,  are  usually  superficial  and  piti- 
ful. Pre-occupation  with  painful  emotions  results 
from  their  lonely  habits,  their  difficulty  in  sleeping, 
their  inability  to  get  interested  in  wholesome  di- 
version, and  their  “dilly  dally”  way  of  working.  In 
their  meditation  there  are  “kicks  in  the  pants”  usual- 
ly for  themselves,  their  parents,  their  childhood 
playmates,  their  neighbors,  their  fellow  workers, 
their  spouses,  and  their  children.  Their  frustra- 
tion, their  unsatisfied  sex  experiences  and  urges, 
their  conflicts,  their  anxieties  concerning  the  fu- 
ture, and  their  resulting  physical  complaints,  also 
are  included  often  in  their  unhappy  pre-occupation. 

A first  interview  should  take  two  or  three  hours 
and  end  with  a mutual  understanding  and  plans 
for  treatment.  In  the  study  of  any  patient  the  first 
step  is  a careful  physical  history  and  a thorough 
physical  and  neurological  examination.  The  pa- 
tient is  fully  aware  of  many  of  the  numerous  fac- 
tors involved  in  his  case.  His  rage  or  his  remorse 
should  be  softened  by  an  hour  or  tw’o  spent  in  an 
emotional  ventilation,  confession,  or  catharsis;  call 
it  what  you  will.  This  gives  the  patient  a much  bet- 
ter understanding  of  himself  even  before  the  doctor 
has  said  anything  other  than  to  lead  him  on  with 
a few  kindly  thought-provoking  questions.  At  the 
end  of  such  a session  even  the  most  painful  emo- 
tions already  have  far  duller  edges.  The  patient  is 
in  a fairly  receptive  mood,  and  many  things  can 
be  said  to  resolve  further  the  painful  emotions. 

The  doctor  now  has  a fair  understanding  of  the 
patient;  and  what  is  more  vitally  important,  the  pa- 
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tient  feels  that  he  is  understocd  and  now  keenly 
desires  instruction  and  advice.  Emphasis  is  placed 
upon  the  fundamental  differences  between  him  and 
wholesome  jicojile,  i.e.,  those  differences  acceptable 
for  therapy.  Usually  it  is  feasible  to  have  the  pa- 
tient understand  the  self-centering  involved  in  his 
])re-occupation  and  to  inspire  him  to  a more  social 
attitude.  The  patient  has  brought  out  already  that 
he  spends  many  hours  a day  pre-occupied  with  the 
sources  of  his  painful  emotions.  Emphasis  is  placed 
upon  this  being  the  fundamental  difference  between 
him  and  wholesome,  happy  people.  After  long  dis- 
cussions of  the  more  interesting  pastimes  available, 
and  a fuller  life  without  any  immediate  increase  in 
jihysical  activities,  every  effort  is  made  to  inspire 
the  patient  to  make  every  waking  hour  an  interest- 
ing hour  to  the  exclusion  of  all  painful  unproduc- 
tive thinking.  Diversion  is  to  be  taken  in  the  com- 
pan}'  of  others  as  much  as  is  possible,  as  most  of 
these  patients  cannot  read  or  listen  to  the  radio  with- 
out spending  half  of  the  time  in  painful  emotional 
preoccupation.  For  the  first  few  nights  sufficient 
hypnotics  usually  must  be  provided,  in  decreasing 
doses,  to  guarantee  sound  sleep.  The  patient  is  told 
to  get  up  promptly  when  he  awakens  in  the  morning. 
Sedatives  in  the  day  prevent  interest  in  carrying 
out  the  regime,  and  thus  encourage  pre-occupation 
with  painful  emotions.  If  the  patient  is  carrying  re- 
sponsibilities the  loss  of  efficiency  produced  by  seda- 
tives may  produce  panic.  Instead,  stimulants  such 
as  dexedrine  are  ordered  in  indicated  cases. 

In  my  experience  the  majority  of  these  nervous 
patients  can  be  inspired  to  carry  out  the  above  regime 
whole-heartedly.  \Mien  these  return  a few  days 
later,  they  happily  state  that  they  have  lost  their 
symptoms  such  as  nervousness,  fatigue,  throbbing 
headache,  nervous  indigestion,  and  nen-ous  heart 


s}mptoms  such  as  jialpitaticn,  skipped  beat  and 
jjaroxysmal  tachycardia;  and  above  all,  they  have 
lost  their  fear  of  bodily  illness  and  their  anxious  ex- 
pression, for  they  now  understand  the  cause  and  the 
mechanisms  involved  and  know  how  to  handle  them. 
In  many  cases  the  regime  has  been  followed  only 
half-heartedly  and  with  only  slight  improvement. 
In  such  cases  another  hour  spent  in  inspiring  the 
patient  usually  will  be  fruitful.  The  patients  con- 
stituting the  group  previously  mentioned  as  using 
mechanisms  of  self-deception  to  obtain  relief  from 
painful  emotions  by  converting  them  to  invalidism 
show  poor  response  to  this  direct  method  if  used 
alone. 

Success  with  this  simple  method  requires  that  the 
doctor  assure  himself  that  he  has  found  or  ruled 
out  any  physical  condition  requiring  other  treat- 
ment; and  that  he  have  and  show  unstinting  pa- 
tience, abundant  sympathy,  faith  in  the  result  of  this 
therapy,  and  ability  to  inspire  that  faith. 
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Spring  Graduate  Course. 

'Fhe  Gill  Memorial  Eye,  Ear  and  'Fhroat  Hos- 
pital will  hold  its  twenty-second  annual  spring 
graduate  course  April  4th  to  9th  in  Roanoke.  In 
addition  to  the  resident  staff,  the  faculty  includes 
prominent  specialists  in  ophthalmology,  otology, 


rhinology,  facio-maxillary  surgery,  bronchoscopy 
and  esophagoscopy.  These  are  listed  in  the  adver- 
tising pages  of  this  issue.  Several  social  features 
are  interspersed  with  the  scientific  work.  Further 
information  may  be  obtained  from  Dr.  E.  G.  Gill, 
Box  2467,  Roanoke,  Va. 
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CONGENITAL  TUBERCULOSIS— 
A Case  Report* 


McLemore  Birdsong,  M.D., 

and 

Camillus  S.  L’Engle,  Jr.,  M.D., 

Charlottesville,  Virginia. 


From  reports  in  the  literature,  it  would  seem 
that  authentic  cases  of  congenital  tuberculosis  are 
rare,  .\uthors  in  reviewing  the  literature  report 
widely  varying  numbers  of  cases.  Depending  upon 
the  author,  the  number  of  authentic  cases  varies 
between  63  to  118,  with  over  500  cases  being  more 
or  less  doubtful. 

Conrad,^  has  given  an  excellent  review  of  the 
literature  on  congenital  tuberculosis  and  added  one 
case  himself.  We  have  made  no  attempt  to  review 
tlie  literature  in  this  report  but  wish  to  add  an- 
other case  of  proven  congenital  tuberculosis  to  the 
record. 

Case  No.  209205 — University  of  Virginia  Hos- 
pital: C.  L.  B.  was  a white  female  premature  in- 
fant who  was  born  unexpectedly  in  a women’s 
medical  ward  on  January  3,  1945.  The  period  of 


No.  1.  Chest  X-ray.  March  24.  191") 


gestation  was  seven  to  eight  months.  The  mother, 
at  the  time  of  the  infant’s  birth,  w'as  moribund  and 
in  an  oxygen  tent.  The  baby  was  taken  to  the  pre- 
mature nursery  immediately  where  she  was  given 
a soap  and  water  bath  and  placed  in  an  incubator 
Avith  continuous  oxygen.  The  condition  of  the  baby 

*From  Dep:,rtment  of  Pediatrics,  University  of  Virginia 
Hospital. 


on  admission  to  the  nursery  w'as  good.  Her  birth 
weight  was  1630  grams  (3  lbs.,  oz.).  The 
placenta  was  examined  microscopically  and  miliary 
tubercles  were  found  on  both  the  fetal  and  maternal 
surfaces. 

Seven  days  after  the  birth  of  the  child  the  mother 
died  of  extensive  miliary  tuberculosis. 


No.  2,  Chest  X-ray,  May  19,  1945 


The  baby  was  given  routine  premature  care  and 
was  fed  every  three  hours  a special  lactic  acid 
milk  formula  with  nutramigen  added. 

The  infant  did  w^ell  for  the  first  thirty-nine  days. 
The  temperature  w’as  normal  and  stable  up  until 
that  time,  and  the  child  had  gained  13  oz.,  weigh- 
ing 1990  grams  or  4 lbs.,  6^  oz. 

On  the  fortieth  hospital  day  the  child’s  tem- 
perature rose  to  102°  (R).  Fine  and  coarse  rales 
were  heard  over  the  right  lung  fields  both  anteriorly 
and  posteriorly  but  most  marked  over  the  right  apex 
anteriorly.  The  baby  was  given  penicillin,  2500 
units  intramuscularly,  and  % neosynephrine  nose 
drops.  Her  temperature  became  normal  on  the 
forty-fourth  hospital  day  and  remained  normal  until 
the  forty-seventh  hospital  day  at  which  time  the 
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temperature  rose  to  101.2°  (R).  From  the  forty- 
fourth  hospital  day  until  the  seventy-ninth  hospital 
day,  the  infant’s  temperature  remained  elevated, 
often  reaching  as  high  as  103°  (R). 

On  the  fifty-sixth  hospital  day  chest  plates  were 
taken.  No  abnormalities  were  noted  on  these  films. 
On  the  seventieth  hospital  day  another  chest  plate 
was  taken.  These  films  showed  a spotty  infiltra- 
tion involving  the  upper  portion  of  the  right  apex. 
There  was  a hazy  pneumonitis  in  the  left  apex  and 
the  lung  markings  extending  down  into  both  bases 
were  heavy  and  fuzzy.  The  density  in  the  right  apex 
was  of  a nodular  type  while  that  in  the  left  upper 
portion  of  the  lung  was  homogeneous. 

The  mediastium  was  not  well  visualized  as  the 
baby’s  body  was  rotated.  There  was  no  evidence  of 
calcification.  Tuberculosis  could  not  be  ruled  out 
from  the  chest  films.  A patch  tuberculin  test  was 
positive.  Routine  and  special  intradermal  tubercu- 
lin tests  w'ere  negative  at  that  time. 


No.  3,  Chest  X-ray,  July  21,  1945 

During  the  febrile  period  several  urinalyses  were 
done.  On  one  occasion  many  white  cells  were  seen, 
but  no  albumin  was  present.  On  another  occasion 
many  bacteria  were  seen.  A urine  culture  was 
positive  for  B.  aerogenes  and  B.  coli.  The  white 
cell  count  ranged  from  14,000  to  7,600.  The  red 
cell  count  varied  between  3.3  million  and  2.3  mil- 
lion. Blood  cultures  were  negative.  The  child  was 
given  three  whole  blood  transfusions.  On  one  oc- 
casion the  child  had  a severe  bronchospasm  and 
circulatory  collapse.  She  became  cyanotic  and  al- 
most died.  Following  the  other  two  transfusions  the 
child  had  shaking  chills. 


In  spite  of  the  infant’s  illness,  she  ate  fairly  well 
and  gained  weight.  She  was  discharged  on  the 
eighty-first  hospital  day  weighing  2850  grams  (6 
lbs.,  4J4  oz.). 


No.  4,  Chest  X-ray,  October  12,  1946 

On  the  day  of  discharge  check  chest  plates  were 
taken.  There  remained  a marked  inflammatory  re- 
action in  the  upper  halves  of  both  lungs  which  was 
more  marked  than  at  the  time  of  the  last  examina- 
tion. There  was  a mass  projecting  into  the  left 
upper  lobe  just  above  the  root  zone  which  was 
thought  to  be  glandular  in  nature. 

Two  weeks  following  discharge  when  the  child 
was  three  months  of  age,  she  was  seen  in  the  Pe- 
diatric Clinic.  The  child  had  gained  3J4  oz.  A 
routine  tuberculin  skin  test  was  done  and  this  was 
positive.  X-ray  plates  showed  relatively  little  change 
in  the  chest. 

On  .\pril  28th,  when  the  child  was  three  months 
and  three  weeks  of  age,  a patch  tuberculin  test  was 
done.  This  test  was  positive. 

On  May  19th,  when  the  patient  was  four  and 
one-half  months  of  age,  she  was  seen  again.  She 
weighed  7 lbs.,  14^  oz.  This  represented  a gain 
of  10^  oz.  Check  plates  at  this  time  showed  the 
spotty  infiltration  in  the  right  upper  lobe  to  be 
more  marked.  The  individual  spots  were  larger, 
softer  and  tended  to  coalesce.  It  was  thought  that 
a few  small  soft  calcifications  could  be  seen  in  the 
right  hilar  region.  The  upper  and  lower  portions 
of  the  left  upper  lobe  were  opaque.  The  left  upper 
lobe  was  consolidated  and  the  right  upper  lobe  was 
more  extensively  involved. 

On  July  21,  1945,  when  the  child  was  six  months 
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No.  5,  Chest  X-ray.  June  6,  1947 

and  eighteen  days  of  age,  she  was  seen  again  in 
the  Pediatric  Clinic.  She  weighed  9 lbs.,  5 oz. 
This  represented  a gain  of  1 lb.,  6 oz.  Her  aunt 
said  that  she  was  not  eating  well,  and  that,  for  the 
past  six  weeks,  there  had  been  a clear  sticky  dis- 
charge from  both  ears.  Acid-fast  smears  of  the  dis- 


charge were  positive  for  tubercle  bacilli,  Gaffky  #2. 
('heck  plates  at  that  time  showed  no  appreciable 
change  in  the  chest. 

The  patient  was  not  seen  again  until  June  6, 
1947,  when  she  was  two  years  and  six  months  of 
age.  At  that  time  she  weighed  19  lbs.,  8 oz. 

P'ilms  of  the  chest  showed  calcium  deposited  in 
the  right  upper  lobe  and  throughout  the  inner  zone 
of  the  entire  left  lung,  giving  it  a mottled  appear- 
ance. It  was  thought  that  there  was  a soft  infil- 
tration into  the  right  apex  and  left  base  and  pos- 
sibl\'  the  right  base.  This  was  thought  to  be  sug- 
gestive of  active  tuberculosis. 

SUMM.ARY 

A case  is  reported  of  a premature  infant  born  of 
a mother  with  miliary  tuberculosis.  The  placenta 
had  tubercles  on  both  the  maternal  and  fetal  sur- 
faces. Positive  tuberculin  tests  and  chest  X-rays 
were  obtained.  Finally,  the  tubercle  bacilli  were  re- 
covered from  a draining  ear.  At  the  age  of  23 
months  this  child  is  still  living. 

Reference 

1.  Conrad,  C.  E. : South.  Med.  Jour.  32:169,  1939. 


British  Doctors  Flooded  With  Patients. 

British  doctors  are  so  flooded  with  patients  un- 
der the  National  Health  Service  that  they  do  not 
have  time  to  examine  serious  cases,  reports  the  regu- 
lar London  correspondent  of  The  Journal  of  the 
.American  Medical  Association. 

In  the  November  13  issue  of  The  Journal,  the 
correspondent  says  in  part: 

“With  the  onset  of  colder  weather,  doctors  now 
complain  that  they  are  so  flooded  with  patients  un- 
der the  National  Health  Service  that  they  do  not 
have  time  for  the  examination  of  serious  cases. 

“Hypochondriacs  and  persons  who  have  only  such 
ailments  as  slight  colds,  for  which  they  would  not 
trouble  a doctor  if  they  had  to  pay,  come  in 
numbers. 

“.\t  the  first  annual  meeting  of  the  Executive 


Councils’  .Association  of  the  National  Health  Serv- 
ice, the  Minister  of  Health,  Air.  Bevan,  confirmed 
this  waste  and  referred  to  other  forms  of  waste  as 
follows : 

“ ‘Because  things  are  free  is  no  reason  why  peo- 
ple should  abuse  their  opportunities.  This  is  a very 
great  test  of  the  maturity  of  the  British  people,  in 
so  far  as  they  have  all  the  resources  of  the  medical 
profession  at  their  disposal  without  charge.  The 
general  practitioner  has  a very  great  responsibility. 
Over-prescribing  can  be  as  bad  as  under-prescrib- 
ing. Some  general  practitioners  are  very  conscious 
of  the  impressiveness  of  long  lists  of  drugs  in  their 
prescriptions  on  the  psychology  of  their  patients.’ 

“Air.  Bevan  said  that  it  seemed  that  an  e.xtraordi- 
nary  proportion  of  the  population  had  bad  sight. 
The  rush  for  spectacles  had  been  so  great  that  it 
had  overtaken  productive  capacity.” 
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THE  PROFESSIONAL  RESPONSIBILITY  IN  THE  CONTROL  OF  CANCER- 


Wm.  H.  Higgins,  M.D., 

Richmond,  Virginia. 


Because  cancer  has  advanced  in  the  last  25  years 
from  the  seventh  to  .second  place  as  a cause  of  death 
in  the  United  States,  a broad  and  intensive  na- 
tional campaign  to  fight  it  is  necessary.  Paradox- 
ically, the  scientific  discoveries,  medical  advances 
and  public  health  measures  that  have  made  it  pos- 
sible for  more  Americans  to  live  longer  have  also 
made  it  probable  that  more  Americans  will  die  of 
cancer.  It  is  in  the  middle  and  late  years  of  life 
that  cancer  takes  its  greatest  toll.  Babies  born  in 
the  United  States  today  have  a life  expectancy  of 
66  years.  With  this  gift  of  longevity  goes  a penalty: 
20%  of  the  boys  and  22%  of  the  girls,  it  is  esti- 
mated, will  have  cancer  sometime  in  their  lives. 
How  many  die  of  it  dejiends  upon  whether  some 
means  of  prevention  or  cure  is  found,  or,  failing 
that,  whether  the  cancer  is  detected  early  enough 
for  successful  treatment  by  the  three  present  day 
methods — surgery.  X-ray  or  radium. 

It  was  not  until  physicians  realized  that  early 
diagnosis  was  the  first  essential  step,  did  the  mor- 
tality from  cancer  show  a decrease.  It  seems  strange 
now  to  contemplate  the  countless  number  of  years 
before  this  simple  observation  forced  itself  on  the 
minds  of  the  physicians.  It  does  not  appear  to  be 
so  long  ago  when,  in  my  college  days,  the  keenest 
diagnostician  was  the  one  who  could  feel  the  mass 
of  a gastric  neoplasm  with  little  or  no  interest  in 
finding  a better  method  of  making  an  earlier  diag- 
nosis. 

In  many  ways  our  medical  schools  have  been 
slow  in  bringing  to  the  student  body  even  today  the 
proper  approach  to  this  problem.  A'ery  little  cor- 
relative emphasis  has  been  placed  on  the  subject 
of  cancer  in  the  preclinical  years  and  not  sufficient 
ccxirdination  of  the  instruction  in  the  clinical  years. 
The  time,  in  my  opinion,  has  come  when  every  stu- 
dent should  be  exposed  to  a well  regulated  detec- 
tion tumor  clinic  where  exhaustive  studies  are  made, 
not  only  on  diagnosis  but  on  the  more  recent  de- 
velopments in  treatment.  Our  medical  school  has 
such  a clinic  but  to  what  extent  this  new  departure 

*Presented  in  a Symposium  on  Cancer  Control  at  the 
annual  meeting  of  the  Virginia  Chapter  of  the  American 
Cancer  Society,  March  26,  19+8. 


in  teaching  will  succeed  will  depend  not  only  on 
the  setup  in  the  school  curriculum  but  also  on  the 
enthusiasm  and  sound  leadership  of  the  physicians 
in  charge  of  its  policy.  The  faculty  responsibility 
in  creating  for  the  students  a detailed  course  in 
neoplastic  diseases  is  a logical  one  and  should  be 
mandatory  in  every  school  of  medicine.  In  no 
other  way  can  the  next  generation  of  physicians  be 
trained  to  carry  out  this  duty  to  society.  Much 
discussion  is  now  being  given  to  the  merits  of  a 
“vertical”  plan  of  teaching  cancer.  Cancer  is,  at 
present,  given  a “horizontal”  treatment,  that  is, 
the  subject  is  presented  in  many  departments  of 
the  medical  school  and  in  the  clinics  specializing 
in  diseases  of  some  particular  part  of  the  body.  A 
vertical  method  of  teaching  cancer  would  bring  this 
knowledge  to  him  as  a unit.  Such  integrated  in- 
struction would  permit  the  class  to  have  a more 
comprehensive  grasp  of  the  medical  problem  and 
thus  encourage  a keener  insight  into  this  disease. 

The  second  professional  responsiljility  in  cancer 
control  is  in  the  reeducation  of  ourselves,  as  well 
as  other  physicians,  in  our  attitude  toward  this 
problem.  It  is  not  enough  for  a physician  to  re- 
member what  he  was  taught  as  a student.  Aledicine 
is  not  static,  and  unless,  by  study  and  the  attend- 
ance on  post-graduate  clinics,  he  keeps  himself  in- 
formed on  these  matters  he  becomes  a liability  in 
the  offensive  against  this  deadly  enemy  of  mankind. 
Too  often  a patient  in  good  faith  goes  to  such  a 
physician  for  an  examination  and  is  called  a neu- 
rotic for  her  justifiable  concern.  It  must  not  be 
forgotten  that  every  patient  is  a potential  cancer 
victim  and  she  is  entitled  to  a painstaking  study, 
regardless  of  her  complaints.  In  a matter  of  this 
magnitude  every  physician  must  recognize  his  own 
limitations,  both  in  training  and  equipment.  When 
either  of  these  essentials  is  lacking,  no  distance  is 
too  great  to  seek  assistance  when  a doubtful  lesion 
presents  itself.  It  is  better  to  have  a dozen  un- 
necessary biopsies  and  find  one  unsuspected  malig- 
nancy than  to  ignore  the  entire  group.  It  must  be 
remembered  that  to  many  of  us,  who  were  in  school 
25  years  or  more  ago,  cancer  was  indeed  usually  a 
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fatal  disease  and  it  did  not  make  much  difference 
whether  a correct  diagnosis  was  made  or  not.  In 
view  of  recent  advances  in  diagnosis  and  treatment, 
it  behooves  us  to  revamp  our  thinking  in  such  in- 
stances and  give  our  patients  the  benefit  or  the 
best  possilile  advice.  Much  is  now  being  done  to 
remove  tliis  liandicap.  Refresher  courses  are  in- 
creasing annually,  city  and  county  societies  are 
stressing  cancer  control  on  their  programs,  jiopular 
magazines  are  providing  worthwhile  articles  and 
the  public  is  demanding  an  enlightened  medical 
profession.  The  family  physician  is  the  main  cog 
in  this  campaign  for  early  diagnosis,  and  unless  he 
adopts  a high  standard  of  procedure  many  oppor- 
tunities for  cancer  control  will  be  lost.  Dr.  Frank 
.\dair  has  listed  ten  points  on  “Mliat  a Doctor 
Looks  for  at  a Periodic  Cancer  Checkup.”  They 
are  worth  repeating: 

1.  He  examines  the  skin  of  the  face,  body,  and 
extremities  for  scaly,  bleeding  warts,  black 
moles,  and  unhealed  scars. 

2.  He  examines  the  lips,  tongue,  cheeks,  tonsils, 
and  pharynx  for  persistent  coughing. 

3.  He  examines  every  woman's  breasts  for  lumps 
or  bleeding  nipples. 

4.  He  examines  the  subcutaneous  tissue  for 
lumps  on  the  arms,  legs,  or  body. 

5.  He  investigates  any  symptoms  of  persistent 
indigestion  or  difficulty  in  swallowing.  He 
palpates  the  abdomen. 

6.  He  examines  the  lymphoid  system  for  en- 
largement of  the  nodes  of  the  neck,  armpit, 
groin,  etc. 

7.  He  examines  the  uterus  for  enlargement, 
lacerations,  bleeding,  or  new  growth.  He 
makes  a bimanual  examination  to  determine 
the  condition  of  the  ovaries. 

8.  He  examines  the  rectum,  and  determines  the 
cause  of  any  bleeding  or  pain. 

9.  He  examines  the  urine  microscopically  for 
blood. 

10.  He  examines  the  bones  and  obtains  an  X-ray 
diagnosis  of  any  bone  that  is  the  seat  of  a 
boring  pain,  worse  at  night. 

The  third  professional  responsibility  toward  can- 
cer control  is  to  bring  home  to  the  people  the  need 
for  their  complete  cooperation.  .\n  early  diagnosis 
cannot  be  made  unless  the  patient  presents  herself 


for  stud}'  and  an  effective  cure  cannot  be  brought 
about  unless  she  accepts  the  well  considered  judg- 
ment of  the  clinician.  X^aturally  there  will  be  dif- 
ferences of  opinion  and  at  times  mistakes  will  be 
made. 

In  dealing  with  the  public,  every  physician  finds 
that  fear  of  cancer  and  the  alleged  disgrace  of  cancer 
and  the  impression  of  the  incurability  of  cancer  are 
among  the  most  formidalde  obstacles  in  the  early  di- 
agnosis of  this  disease.  In  some  instances  fear  is  the 
motivating  influence  that  drives  the  patient  to  the 
physician  for  counsel.  Fear,  however,  may  magnify 
in  her  mind  evidences  of  disease  tliat  do  not  ac- 
tually exist  and  thus  create  an  unjustifiable  phobia 
with  its  attendant  ills.  On  the  other  hand,  fear  of 
cancer  may  cause  a withdrawal  within  herself  and 
.so  inhibit  her  natural  desire  to  seek  aid  in  this 
unhappy  situation. 

Mass  education  is  the  only  cure  for  this  dilemma. 
An  enlightened  person  can  help  herself.  Enlight- 
ened relatives  can  save  the  lives  of  loved  ones  by 
insisting  on  early  examinations  and  prompt  action 
on  the  recommendations  following  such  examina- 
tions. These  are  problems  of  a psychiatric  nature 
which  must  be  educated  out  of  the  lay  mind  if  we 
expect  to  obtain  their  complete  cooperation.  The 
physician  has  the  opportunity  to  discuss  these  at- 
titudes with  them  and  with  a judicious  approach 
can  go  a long  way  toward  dispelling  these  patho- 
logic concepts  of  cancer. 

The  family  physician  is  the  proper  person  to  dis- 
seminate the  knowledge  about  cancer  control  among 
the  people,  as  it  is  only  through  him  that  adequate 
steps  can  be  taken  to  lower  its  mortality. 

The  .American  Cancer  Society  through  its  sub- 
sidiaries has  carried  on  a nation  wide  campaign  to 
enlighten  the  people  not  only  how  cancer  can  be 
detected  but  that  cancer  is  curable  when  an  early 
diagnosis  can  be  made.  The  physicians  constitute 
the  steering  committee  as  well  as  liaison  officers  be- 
tween the  trained  laboratory  investigators  and  the 
public.  Their  task  is  a stupendous  one  because  it 
is  due  to  their  wise  counsel  as  well  as  to  their 
alertness  in  ferreting  out  the  early  signs  of  malig- 
nancy that  cancer  will  be  ultimatel}'  brought  under 
control. 

Medical  Arts  Building. 
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FACTORS  IN  PREGNANCY  AFFECTING  THE  NEWBORN* 


F.  N.  Mullen,  Jr.,  M.  D., 

Norfolk,  Virginia. 


There  are  certain  factors  in  pregnancy  that  affect 
the  newborn.  There  are  certain  congenital  defects  that 
are  caused  by  these  factors.  There  are  certain  con- 
genital anomalies  that  are  hereditary.  There  are  some 
anomalies  that  may  be  due  to  hereditary  influences 
at  one  time,  and  to  some  adverse  factor  in  the  mother 
another  time.  For  instance,  congenital  cataract  may 
be  hereditary  through  the  genes  or  it  may  be  caused 
by  a mother  having  German  measles  (rubella)  dur- 
ing the  first  trimester  of  pregnancy. 

I have  attempted  to  review  the  literature  to  find 
the  known  factors  in  pregnancy  which  may  cause 
a defective  newborn,  and  also  other  factors  which 
according  to  experimental  evidence  in  animals  may 
cause  defects. 

Within  the  last  few  years  certain  observations  and 
discoveries  have  contributed  to  the  better  under- 
standing of  conditions  affecting  the  fetus  and  the 
newly-bom  infant.  Among  the  most  important  of 
these  have  been : ( 1 ) the  recognition  of  the  harm- 
ful effect  on  the  fetus  of  German  measles  during 
the  early  months  of  pregnancy,  (2)  the  discovery  of 
the  Rh  factor  and  its  relation  to  erythroblastosis, 
(3)  the  experimental  work  in  nutritional  and  vita- 
min deficiencies  in  producing  anomalies,  and  (4) 
experiments  on  pregnant  animals  with  x-rays  and 
radium  rays  producing  congenital  malformations. 

First,  what  infections  during  pregnancy  may 
produce  defects  in  the  newborn?  It  has  been  recog- 
nized for  sometime  that  any  illness  during  preg- 
nancy is  likely  to  have  occasional  serious  effects 
on  embryonic  growth  and  development.  It  was 
noted  in  the  epidemic  of  influenza  in  1918  that 
practically  every  prospective  mother  who  acquired 
the  disease  died  or  aborted  a dead  fetus.  It  is  sig- 
nificant that  this  epidemic  has  now  been  discovered 
as  having  been  due  to  a virus.  Embryonic  tissues 
are  more  susceptible  to  infections  than  adult  tissue. 
This  is  the  basis  of  Goodpasture’s  virus  culture 
technic.  The  human  embryo  possibly  possesses  the 
same  susceptibility  to  infection.  The  virus  may 
pass  the  chorionic  villi  more  readily  than  bacteria 
•before  a placental  barrier  has  been  developed.  Re- 

*Read at  the  annual  meeting  of  the  Medical  Society  of 
Virginia  in  Roanoke,  October  13-15,  1947. 


cently  pediatricians  and  obstetricians  have  been 
aroused  by  what  appears  to  be  a definite  associa- 
tion between  certain  congenital  anomalies  or  defects, 
and  virus  infections  in  the  mother  during  preg- 
nancy. This  interest  was  particularly  aroused  when 
Gregg^  in  1941  reported  before  the  Opthalmologi- 
cal  Society  in  Australia,  78  cases  of  congenital 
cataract  in  children  whose  mothers  had  German 
measles  during  the  first  three  months  of  pregnancy, 
during  a large  epidemic  of  German  measles  which 
broke  out  in  New  South  Wales  in  June  to  August, 
1940.  Following  this  Swan^  and  his  co-workers 
examined  these  cases  as  they  grew  older  and  found 
that  they  had  heart  lesions,  deaf-mutism,  and  most 
of  them  were  microcephalies.  In  1946  Swan  and 
Tostovin*  studied  56  infants  and  2 fetuses;  46  of 
these  had  congenital  malformations.  In  40  cases 
the  mothers  had  German  measles  in  pregnancy. 
Thirty-six  of  the  infants  and  one  fetus  had  con- 
genital defects.  The  abnormalities  comprised  11 
cases  of  deaf-muti.sm,  and  11  ca.ses  of  both  deaf 
mutism  and  heart  disease.  There  were  combinations 
also  of  cataract  and  heart  disease.  There  was  one 
case  of  mongolism  and  heart  disease.  Other  cases 
were  spinabifida,  cleft  palate,  microcephaly,  spastic 
diplegia  and  mental  defectives.  In  most  of  the 
cases  the  mothers  had  had  German  measles  in  the 
second  and  third  months  of  pregnancy,  only  2 in 
the  fourth  month,  and  1 each  in  the  fifth,  sixth,  and 
eighth  months.  There  were  three  instances  in  which 
the  infants  were  born  normal,  the  mothers  having 
had  the  disease  in  the  second,  fourth  and  sixth 
months  of  pregnancy.  There  were  16  cases  of  in- 
fectious diseases  during  pregnancy  other  than  Ger- 
man measles.  There  were  8 cases  of  red  measles 
(Morbilli)  (2  babies  were  defective),  3 cases  of 
mumps  (all  babies  had  defects),  2 cases  of  chick- 
enpox  (1  baby  was  malfonned),  2 cases  of  herjjes 
zo.ster  (both  babies  had  abnormalities),  and  1 case 
of  scarlet  fever  (the  baby  was  defective). 

There  have  been  other  reports  in  the  American 
literature  and  also  from  other  countries  confirming 
these  observations.  In  1944  Reese^  in  this  country 
reported  3 cases  of  congenital  cataract.  Erickson,® 
the  same  year,  reported  1 1 cases  and  all  but  2 had 
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congenital  heart  disease,  and  9 had  cataracts.  Perara® 
rejiorted  one  case  witli  cataract  and  congenital  heart 
disease.  Carrutliers’^  from  Australia  reports  7 cases 
of  deaf-mutism  following  maternal  German  measles 
during  the  first  three  months  of  pregnancy.  Adams® 
of  Minneapolis  reports  2 cases  of  congenital  cata- 
ract and  heart  disease.  Albaugh®  of  Los  .\ngeles 
reports  9 such  cases.  Altman  and  Dingman^®  of 
New  York  report  1 case  of  cataract.  deRoeth  and 
Greene^^  report  2 cases  of  congenital  cataract,  one 
of  which  also  had  heart  disease  and  the  other  had 
microcephaly.  Dupont  Guerry^^  of  Richmond,  Vir- 
ginia, reported  in  1945  2 cases  of  congenital  glau- 
coma. In  1946  Pendergrast^®  of  California,  through 
a sur\-ey  made  by  questionnaires  to  91  obstetricians, 
ophthalmologists  and  pediatricians,  reports  80  cases 
of  congenital  cataracts  and  10  other  ocular  defects, 
32  cases  of  cardiac  defects  and  10  cases  of  other 
congenital  anomalies  following  maternal  German 
measles.  In  1946  Goar  and  Potts^'*  from  Houston, 
Te.xas,  reported  6 cases  of  congenital  cataract  from 
their  office  in  one  year,  following  an  epidemic  of 
German  measles  in  that  area  in  1942-1943.  All 
cases  had  other  defects,  usually  congenital  heart 
disease,  and  some  were  mentally  defective.  .■\11  cases 
of  maternal  German  measles  occurred  in  the  first 
three  months  of  pregnancy.  In  1945  Christie 
et  al.^'*  of  Vanderbilt  reported  5 cases  of  congenital 
defects,  cataracts,  heart  disease,  and  one  case  of 
mental  deficiency  from  maternal  German  measles 
in  first  tliree  months  of  pregnancy. 

Concerning  deaf-mutism  there  have  been  several 
surveys  made  from  schools  of  the  deaf  and  dumb. 
Hopkins^®  contacted,  by  way  of  questionnaires,  116 
mothers  of  children  at  the  Clarke  School  for  the 
Deaf  and  of  these  10  replied  that  they  had  German 
measles  during  the  early  months  of  pregnancy.  Two 
others  had  influenza.  Another  inquiry  was  made 
at  Cuckfield  House  Oral  School  for  the  Deaf  in 
Susse.x.  England,  and  of  18  children  in  the  school, 
a history  of  German  measles  in  the  mother  was  ob- 
tained in  8.  .All  cases  were  within  the  first  four 
months  of  pregnancy.  SuiA^eys  were  made  at  three 
larger  English  schools  for  the  deaf,  in  Manchester, 
Dorchester  and  Birmingham  and  a history  cf  ma- 
ternal German  measles  was  obtained  in  15  per  cent 
of  the  deaf  children. 

1 have  been  able  to  find  a total  of  312  cases  of 
congenital  defects  reported  in  the  literature  from 
maternal  German  measles  during  the  first  three 


months  of  pregnancy.  In  the  total  cases,  80  per  cent 
of  the  offsprings  had  cataracts;  62  per  cent  were 
mentally  defective;  57  p>er  cent  were  found  to  have 
heart  disease;  54  per  cent  of  the  total  v/ere  found 
to  have  the  combination  of  cataracts  and  heart  dis- 
ease. Other  anomalies  found  were  deaf-mutism, 
mental  deficiency,  microcephaly,  hypospadius,  mi- 
crophthalmus,  and  obliteration  of  the  bile  ducts. 
There  was  no  apparent  relationship  between  the 
severity  of  the  disease  and  the  defect,  but  there  was 
a definite  relationship  between  the  time  of  the  ill- 
ness in  terms  of  fetal  age,  and  the  type  of  defect. 
There  were  more  cataracts  and  heart  disease  from 
6 to  8 weeks  of  fetal  life,  which  corresponds  to  the 
development  of  the  eye  lens  at  that  time,  and  more 
deaf-mutism  if  the  disease  occurred  at  8 to  12 
weeks  of  fetal  life,  which  corresponds  to  the  em- 
bryonic development  of  the  cochlea  of  the  ear. 

Of  the  other  disease  which  have  long  been  known 
to  affect  the  newborn,  the  most  important  is  syphilis. 
Congenital  syphilis  is  caused  by  the  placental 
transmission  of  Treponema  pallidum.  Of  the  preg- 
nancies occurring  in  untreated  syphilitic  women, 
around  30  per  cent  will  result  in  the  death  of  the 
fetus  before  delivery  and  approximately  80  per  cent 
of  the  children  born  alive  will  have  the  disease  with 
defects  which  are  familiar  to  you  all.  Fetal  small- 
pox has  been  observed  in  fetuses  older  than  three 
months.  .After  having  an  attack,  the  fetus  may  re- 
cover and  be  born  with  scars.  Rare  cases  of  fetal 
measles  and  scarlet  fever  have  been  reported.  There 
is  -an  increased  incidence  of  various  congenital 
anomalies  in  infants  born  of  diabetic  mothers.  In 
adequately  treated  mothers  the  neonatal  mortality 
rate  has  been  reported  from  12  to  20  per  cent,  and 
on  inadequate  treatment  60  to  70  per  cent.  Since 
the  discovery  of  the  Rh  factor  in  the  blood  and  its 
relationship  to  erythroblastosis,  we  have  found  an- 
other explanation  for  a congenital  disease  for  which 
we  formerly  did  not  know  the  cause. 

Nutritional  factors  may  adversely  influence  the 
embryo.  Alaternal  dietary  deficiency  may  induce 
malformations  in  the  young.  There  is  no  way  at 
present  of  estimating  how  frequently  maternal  die- 
tary deficiency  is  actually  a factor  in  the  etiology 
of  mammalian  defects.  However,  experiments  and 
observations  in  this  field  give  an  insight  into  some 
of  the  normal  chemical  processes  essential  for  pre- 
natal development.  They  show  that  a lack  of  die- 
tary elements  which  cannot  be  synthesized  by  the 
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motlicrs  or  the  enibr\()  may  cause  pathologic  con- 
ditions in  tlie  embryo. 

Iodine  deficiency  in  food  and  water  results  in 
goiter  in  man  as  well  as  in  animals.  In  many  re- 
gions of  Europe,  .\sia,  and  South  America  endemic 
goiter  of  tlie  parents  is  associated  with  endemic 
cretinism  of  the  children.  The  serious  mental  and 
physical  retardation  of  the  offspring  is  due  to  a lack 
of  iodine  in  the  maternal  diet.  That  deficiencies  of 
other  nutritional  constituents  of  the  maternal  diet 
ma}’  result  in  defective  offspring  has  been  demon- 
strated in  animal  e.xperiments.  Congenital  blind- 
ness, microphthalmus,  and  anophthalmus  have  been 
attributed  to  a deficiency  of  vitamin  A in  the  ma- 
ternal organism.  W'arkany^'  of  the  Childrens  Hos- 
pital Research  Foundation  of  Cincinnati  has  ob- 
served congenital  defects  of  the  eyes  in  the  offspring 
of  rats  raised  on  a diet  free  from  carotene  and 
vitamin  .■\.  Congenital  defects  such  as  cleft  palate, 
fusion  of  ribs,  and  syndactyly  can  be  induced  in 
rats  by  maternal  riboflavin  deficiency  according  to 
experiments  of  Warkan)-^^  and  co-workers.  Congeni- 
al! bowing  of  the  bones  of  the  fore  arms  and  legs  is 
seen  in  rats  whose  mothers  have  been  fed  a diet 
without  vitamin  D and  with  an  abnormal  Ca:  P 
ratio.  These  deformities  can  be  prevented  by  the 
addition  of  vitamin  D to  the  maternal  diet. 

X-rays  and  radium  rays  are  capable  of  arresting 
embryonic  development  and  of  producing  congeni- 
tal malformations.  It  has  happened  repeatedly  that 
women  who  were  exposed  inadvertently  to  thera- 
peutic doses  of  x-rays  during  the  first  few  months 
of  ])regnancy  have  given  birth  to  defective  children. 
M’crocephaly,  mental  retardation,  spinabifida,  de- 
formities of  the  extremities  have  been  found  in  such 
children.  Murphy^®  and  other  animal  experiment- 
ers have  been  aide  to  produce  congenital  anomalies 
in  the  offspring  of  rats  who  have  been  exposed  to 
roentgen  rays  at  different  stages  of  fetal  life.  Just 
what  effect  atomic  rays  will  have  on  the  offspring 
of  the  jiregnant  is  not  known,  but  it  is  thought  that 
they  undoubtedly  will  cause  defective  offspring. 

Age  or  some  endocrine  disturbance  associated 
with  age  is  thought  to  be  a factor  in  causing  mon- 
golism. IMost  cases  of  mongolism  are  from  mothers 
over  40  years  of  age.  Forty-one,  according  to  Bley- 
ler,^  is  the  peak  age  of  mothers  producing  mon- 
goloid  offspring. 


SUMM.ARY 

1.  Infections  during  pregnancy  may  cause  con- 
genital defects  in  the  newborn.  German  measles  in 
almost  100  per  cent  of  cases  will  cause  congenital 
cataracts,  heart  disease  or  deafness  if  the  mother  has 
the  disease  during  the  first  8 weeks  of  fetal  em- 
bryonic life.  Other  virus  diseases  have  produced 
congenital  defects. 

2.  Nutritional  deficiencies  .in  the  mother  and  in 
particular  the  absence  of  certain  mineral  elements 
or  vitamins  can  cause  defects  in  the  offspring. 

.1.  Actinic  rays,  either  radium,  atomic  or  roentgen 
rays  are  capable  of  arresting  embryonic  development 
and  producing  malformation. 

Physicians  should  inquire  into  the  newborn 
mother’s  history  during  pregnancy  and  record  all 
illnesses  or  unusual  conditions  so  that  data  will  be 
available  for  the  proper  evaluation  of  factors  in 
pregnancy  affecting  the  newborn. 
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412  Medical  Arts  Building. 

Discussion 

Dr.  Lee  E.  Sutton,  Jr.,  Richmond:  Dr.  Mullen  has 
just  given  us  a nice  review  of  the  etiological  agents 
which  are  believed  to  be  factors  causing  general  defects 
in  infants.  Just  recently  there  has  appeared  in  Volume 
2 of  Advances  in  Pediatrics,  published  by  the  Intersci- 
ence Publishers,  an  article  entitled  “Etiology  of  Con- 
genital Malformation”  by  John  Warkanj-  of  Cincinnati. 
If  you  wish  to  know  more  about  this  subject  you  will 
find  his  article  to  be  very  interesting  reading. 

At  first  it  was  thought  that  malformations  were  due 
chiefly  to  faulty  genes  and  the  occurrence  of  malforma- 
tions was  explained  by  Mendel's  law  of  inheritance. 
More  recently  it  has  been  demonstrated  that  environ- 
mental changes  acting  on  the  early  embryo  will  produce 
deformities  as  has  just  been  brought  out  by  Dr.  Mullen’s 
paper. 

It  seems  that  congenital  defects  may  be  due  either  to 
heredity  based  on  faulty  genes  or  on  abnormal  environ- 


mental conditions  acting  on  the  development  of  the  em- 
bryo. Which  of  these  two  conditions  produces  a de- 
formity is  difficult  to  determine  in  many  cases.  How- 
ever, it  is  important  for  the  patient  that  the  physician 
knows  which  of  these  two  factors  has  brought  about 
the  abnormality  for  the  former  is  transmitted  to  sub- 
se<iuent  offspring  while  the  latter  is  not. 

Avoidance  of  etiological  factors  can  be  carried  out 
provided  the  physician  recognizes  these  factors  which 
have  precipitated  malformations  and  sees  that  the 
patient  is  protected  against  them.  Prescribing  a bal- 
anced diet,  protecting  the  pregnant  mother  from  actinic 
rays,  infectious  diseases,  etc.,  during  the  early  months 
of  pregnancy  tvill  tend  to  eliminate  congenital  mal- 
formations. Where  the  factor  appears  to  be  genetic, 
birth  control  can  be  advocated. 

Much  has  appeared  in  literature  about  rubella  being 
the  cause  of  congenital  abnormalities.  It  might  be  won- 
dered why  rubella,  being  one  of  the  mildest  of  our  com- 
municable diseases,  should  be  credited  for  producing  eye 
and  heart  changes  while  the  severer  of  the  virus 
diseases  do  not  as  frequently.  This  may  be  explained 
by  the  fact  that  the  severer  diseases  will  bring  about 
the  death  of  the  embryo  while  a much  milder  disease  is 
not  sufficient  to  cause  death  but  will  bring  about  minor 
disturbances  in  development. 

It  is  hard  to  convince  one  that  rubella  is  the  culprit  as 
frequently  as  described  in  literature,  for  most  of  the 
authors  assume  the  mother  had  rubella  because  she  had 
a rash  months  previous,  making  a diagnosis  through  a 
non-scientific  approach. 

Experience  with  rubella  convinces  one  that  at  times 
rubella  is  one  of  the  hardest  diagnoses  of  which  to  be 
certain.  Even  Holt’s  textbook  stated  that  the  diagnosis 
of  rubella  is  so  difficult  to  make  that  one  should  not 
make  the  diagnosis  unless  an  epidemic  is  present.  Yet 
some  of  these  authors  have  made  the  diagnosis  only  on 
hearsay,  or  history  of  rash. 

A physician  has  said  that  If  a pregnant  mother  during 
the  first  three  months  of  pregnancy  has  rubella  she  should 
be  aborted.  Another  states  that  all  young  girls  should 

be  exposed  to  rubella  when  young  so  they  tvill  not  be 

able  to  contract  the  disease  when  pregnant. 

Exposure  to  rubella  does  not  guarantee  getting  the 

disease.  It  is  quite  possible  that  more  do  not  get  the 

disease  than  do  when  exposed  to  it.  Failure  to  get  the 
disease  at  one  exposure  does  not  prevent  one  from  get- 
ting it  at  another. 

If  a pregnant  mother,  during  the  early  months,  is  ex- 
posed to  rubella,  one  is  certainly  justified  in  giving  con- 
valescent serum  obtained  from  an  individual  who  has 
just  convalesced  from  rubella.  This  should  prevent  her 
from  contracting  the  disease.  If  not  available,  immune 
globulin  can  be  tried.  There  is  certainly  nothing  to  lose 
by  such  therapy  and  a great  deal  to  gain  if  the  patient 
does  not  develop  rubella. 

Dr.  Clarence  Porter  Jones,  Jr.,  Newport  News: 
What  is  Dr.  Mullen’s  position  in  the  case  of  measles  at 
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six  weeks  of  pregnancy?  Would  he  recommend  thera- 
peutic abortion,  or  not? 

Dr.  W.  Ambrose  McGee,  Richmond:  May  I say  a 
word?  I cannot  believe  that  German  measles  is  half 
as  bad  as  the  literature  says  when  there  are  so  many 
cases  of  German  measles  and  so  few  cases  of  cataract, 
if  you  are  going  to  use  that  as  an  illustration  of  the 
defects,  and  of  deaf-mutism.  I have  seen  ()uite  a few 
cases  given  immune  globulin  who  did  not  develop  these 
defects.  I have  seen  a few  mothers  whose  physicians 


said  they  had  German  measles,  and  their  children  did  not 
have  any  trouble  like  cataracts  or  deaf-mutism  later. 

Dr.  Mullen,  closing  discussion;  In  answer  to  Dr. 
Jones’  (juestion,  I would  recommend  therapeutic  abortion 
in  the  case  of  maternal  German  measles  at  six  weeks 
of  pregnancy. 

I think  it  tvould  be  advisable  to  recommend  that  female 
children  be  exposed  to  German  measles  before  the  age 
of  puberty. 


CORRESPONDENCE 


British  Medicine. 

To  the  Editor: 

Dr.  R.  M.  B.  ]Mcl\.enna  of  London,  whom  you 
met  and  so  kindly  brought  to  my  house  two  years 
ago,  writes  me  in  reply  to  a question  as  follows: 

“The  State  Medical  Service  is  getting  slowly  un- 
derway, and  is  causing  many  grievous  hardships, 
especially  to  the  country  practitioner,  who  spends 
much  time  travelling  from  place  to  place  and  con- 
sequently cannot  claim  for  as  much  money  on  a per 
capita  basis  as  other  more  fortunately  placed  col- 
leagues in  the  towns. 

“The  profession  has  had  a considerable  shock  be- 
cause of  the  number  of  middle  class  and  upper 
class  patients  who  were  expected  to  stay  on  the  pri- 
vate list  but  who  have  elected  to  Ije  treated  under 
the  State  regime.  In  most  cases  97%  of  the  patients 
have  gone  in  for  the  State  Service.  This,  of  course, 
is  an  indication  of  the  effect  of  long  continued  taxa- 


tion which  has  made  the  average  householder  feel 
that  if  he  has  to  find  and  contribute  for  the  state 
scheme  a sum  of  8/ — a week  he  might  as  well  get 
his  money  back.  I do  not  think  that  I can  blame 
him.  Most  of  the  consultants  up  to  date  have  found 
that  their  private  patients  will  come  along  fairly 
satisfactorily  because  these  cases  do  not  want  to  go 
to  the  hospital,  but  doubtless  in  time  this  state  of 
affairs  will  settle  down.  Meanwhile  at  the  hospital 
we  are  full  to  the  brim  with  out-patients  who  come 
even  to  get  certificates  for  wigs!  I do  hope  that 
you  avoid  all  this  trouble  in  the  States.” 

I thought  this  might  be  of  value  to>you  in  the  ef- 
forts you  are  making. 

Richmond,  Va. 

ThOM.AS  W.  iSlURRELL,  M.D. 

January  17,  1949 


Editor’s  Note:  Dr.  McKenna  was  a general  in  charge 
of  dermatologi.-  in  the  British  Army. 
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PUBLIC  HEALTH 


L.  J.  Roper,  M.D., 

State  Health  Commissioner  of  Virginia. 


'I'he  report  of  the  Bureau  of  Communicable  Dis- 
eases of  the  State  Department  of  Health  for  Decem- 
ber 1948,  as  compared  with  the  same  month  in  1947, 
and  for  the  period  of  January  through  December 
1948  compared  with  the  same  period  in  1947,  is  as 
follows : 


Jan.- 

Jan.- 

Dec. 

Dec. 

Dec. 

Dec. 

1948 

1947 

1948 

1947 

Typhoid  and  paratyphoid 

10 

4 

136 

164 

Diarrhea  and  dysentery  - 

275 

112 

4,494 

4,921 

Measles 

1,251 

339 

7,749 

8,000 

Scarlet  fever  

92 

132 

899 

1,316 

Diphtheria 

36 

46 

265 

273 

Polionivelitis 

7 

1 

569 

173 

Meningitis  _ 

7 

6 

91 

101 

Undulant  fever 

8 

2 

82 

74 

Rocky  Mountain  spotted  fever 

0 

0 

64 

67 

Tularemia 

7 

10 

58 

60 

Tpie  Centenary  of  Public  Health* 

1948  marked  the  centenary  of  the  public  health 
movement  launched  in  England  in  1848.  From 
small  beginnings  have  come  developments  in  sani- 
tary and  hygienic  services  that  have  made  life  safer 
and  happier  throughout  the  world.  It  is  paradoxical 
that  while  the  century  has  e.xperienced  two  world 
wars  unparalleled  in  their  destructiveness,  it  has 
also  seen  unparalleled  achievements  in  public  health 
and  medical  advancement. 

It  is  significant  to  compare  mortality  figures  in 
[Massachusetts  1856-65  (the  earliest  reliable  data 
in  the  United  States)  with  those  for  1945: 

The  death  rate  from  all  causes  reduced  32  per  cent 

Infant  mortality  reduced  70  per  cent 


Mortality  from  typhoid  fever  and  certain  other 
communicable  diseases  virtually  eliminated 
Mortality  from  tuberculosis  lowered  from  450  per 
100,000  to  less  than  40  per  100,000 
Life  expectancy  in  Massachusetts  in  1850  for  a 
male  at  birth  was  38.3  years,  in  1940  it  was  63.3. 
In  white  females  the  corresponding  increase  was 
from  40.5  to  67.6  years. 

The  decline  in  maternal  deaths  has  been  particu- 
larly marked  in  the  past  two  decades.  The  rate  in 
1947,  fifteen  deaths  per  ten  thousand  live  births,  is 
the  lowest  on  record.  There  are  a dozen  states  in 
which  fewer  than  ten  puerperal  deaths  occur  for  each 
ten  thousand  live  births  registered.  Some  of  the  fac- 
tors responsible  are  prenatal  care,  increased  number 
of  hospital  deliveries,  the  sulfa  drugs,  penicillin  and 
Idood  transfusions. 

It  is  not  the  purpose  of  this  recital  of  achieve- 
ments during  the  past  century  to  encourage  pride 
and  self-sufficiency.  Too  many  problems  remain 
unsolved  for  the  medical  profession  to  rest  on  its 
laurels.  Among  the  unsolved  problems  are  cancer, 
the  increase  of  mental  derangements,  the  lack  of 
epidemiological  knowledge  and  therefore  effective 
control  of  poliom}’elitis,  the  prevention  and  treat- 
ment of  cardio-vascular  lesions,  accidents  in  the 
home,  on  the  job  or  from  motor  cars,  and  the  under- 
lying conditions  leading  to  the  rising  incidence  of 
suicides,  homicides  and  alcoholism. 

We  can  only  hope  and  work  toward  the  end  that 
the  century  before  us  may  see  as  much  progress  as 
the  one  that  ends. 


*Source:  A paper  presented  by  Dr.  Louis  I.  Dublin 
before  the  A.P.H..\.,  November  9,  1948. 
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MEDICAL  SOCIETY  OF  VIRGINIA 

REPORT  OF  DELEGATES  TO  THE  AMERICAN  MEDICAL  ASSOCIATION 


The  Interim  Session  of  the  House  of  Delegates 
of  the  American  Medical  Association  was  held  in 
St.  Louis  November  30 — December  1,  1948.  In  ac- 
cordance with  the  method  of  procedure  pre\dousl3' 
adopted,  each  state  has  the  privilege  of  nominating 
a candidate  for  the  award  for  exceptional  service 
to  a general  practitioner.  Of  the  candidates  nomi- 
nated from  twenty-three  states,  three  were  selected 
by  the  Board  of  Trustees  and  presented  to  the  blouse 
of  Delegates  for  final  choice.  Dr.  W.  L.  Pressley, 
of  Due  West,  South  Carolina,  was  chosen  by  the 
House  and  received  the  award.  Dr.  Pressley  is  a 
native  of  South  Carolina  but  has  mam-  friends  and 
acquaintances  in  Virginia,  having  played  profes- 
sional base  ball  in  the  Virginia  I.^ague  before  and 
after  graduating  in  medicine,  and  having  served  as 
intern  and  resident  in  the  Jefferson  Hospital  at 
Roanoke,  1912-1915. 

For  the  first  time  in  the  history  of  the  .Associa- 
tion, a medal  and  citation  were  awarded  by  the 
House  of  Delegates  to  a distinguished  lajTnan  in 
recognition  of  his  ser\dces  to  .American  Aledicine. 
The  recipient  of  this  award  was  Father  .Alphonse 
Mary  Schwitalla,  Dean  of  the  School  of  Medicine 
of  St.  Louis  University,  and  widely  known  for  his 
outstanding  contributions  to  hospitals,  medical  edu- 
cation and  nursing. 

The  question  of  the  promotion  of  a national  in- 
surance company  to  supplement  on  a nationwide 
basis  the  coverage  now  offered  locally  by  Blue  Cross 
and  Blue  Shield  plans  again  came  up  for  discussion. 
Mature  consideration  had  already  been  given  this 
matter  by  the  Council  on  Aledical  Service  whose  ad- 
verse report  had  been  furnished  each  delegate. 
Nevertheless,  at  a three  hour  hearing  before  the 
Reference  Committee  on  IMedical  Service  and  Pre- 
payment Insurance  Plans,  the  subject  was  warmly 
debated  by  able  speakers  on  both  sides.  That  com- 
mittee recommended  against  the  formation  of  a na- 
tionwide insurance  company  and  the  recommenda- 


tion was  adopted  by  the  House  of  Delegates. 

Undoubtedly  the  most  conspicuous  action  taken 
by  the  House  of  Delegates  was  the  decision  to  assess 
each  member  of  the  Association  twenty-five  dollars 
to  finance  an  educational  program.  It  has  become 
abundantly  evident  that  the  present  administration, 
through  the  office  of  the  Federal  Security  .Admin- 
istration is  waging  an  active  campaign  in  the  cause 
of  compulsory  health  insurance.  .A  stream  of  propa- 
ganda has  flowed  from  Washington  belittling  the 
accomplishments  of  medicine  in  the  past,  exaggerat- 
ing the  lack  of  medical  care  throughout  the  country 
at  present,  and  exalting  the  preposterous  claims  of 
those  who  advocate  free  health  coverage  to  all  the 
people  at  the  expense  and  under  the  control  of  the 
Federal  Government.  The  .American  Medical  .As- 
sociation has  been  and  is  unalterably  opposed  to 
Federal  Medicine,  not  only  on  account  of  the  enor- 
mous expense  involved,  but  because  it  would  result 
in  an  inferior  type  of  medical  care  for  the  .American 
people.  It  is,  therefore,  deemed  necessary  at  this 
time  to  exert  every  effort  to  inform  the  people  as 
to  what  has  been  done  up  to  the  present  time  by  a 
free  medical  profession,  of  what  may  be  done  through 
voluntar}^  prepa)Tnent  plans,  and  particularly  as 
to  the  fallacies  inherent  in  socialized  medicine. 
These  will  be  the  objectives  of  the  educational  pro- 
gram to  be  supported  by  members  of  the  .American 
Medical  .Association. 

To  plan  and  supervise  the  important  educational 
campaign,  a special  committee  to  be  known  as  a 
“Coordinating  Committee  for  the  Protection  of  the 
People’s  Health”  was  formed.  This  committee  con- 
sists of  four  members  from  the  Board  of  Trustees, 
of  whom  Dr.  Walter  B.  Martin  is  one,  and  three 
from  the  House  of  Delegates. 

J.  Morrison  Hutcheson,  M.D. 

H.  B.  Mulhoi.l.and,  M.D. 

Delegates. 
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WOMAN’S  AUXILIARY 
TO  THE 

MEDICAL  SOCIETY  OF  VIRGINIA 


President Mrs.  R.  M.  Reynolds,  Norfolk 

President-Elect Mrs.  C.  E.  Holderby,  Hilton  Village 

Recording  Secretary Mrs.  T.  S.  Chalkley,  Richmond 

Corresponding  Secretary -.Mks.  Charles  Lupton,  Norfolk 

Treasurer Mrs.  Reuben  Simms,  Richmond 

Parliamentarian Mrs.  H.  W.  Rogers,  Norfolk 

Historian Mrs.  M.  H.  Harris,  West  Point 

Public  Relations  Conference. 

Tlie  Roof  Garden  of  the  John  ^larshall  Hotel 
was  the  scene  of  a very  interesting  meeting  on  Sat- 
urday, January  15th,  when  an  enthusiastic  group 
of  men  and  women  gathered  at  ten  o’clock  to  hear 
discussions  from  many  distinguished  speakers  on 
The  Story  Behind  the  Campaign  for  Socialized 
Medicine. 

This  meeting  was  arranged  by  the  Public  Rela- 
tions Department  of  the  Medical  Society  of  Virginia, 
under  the  leadership  of  IMr.  Henry  S.  Johnson,  Di- 
rector. He  sent  invitations  to  the  officers  of  the 
Woman’s  Auxiliary  to  the  Medical  Society  and  to 
each  local  group  inviting  them  to  this  meeting  and 
also  to  lunch.  The  meeting  was  called  to  order  by 
Mr.  Johnson,  who  presided.  A large  group  of  women 
responded.  Our  President,  ]Mrs.  Reynolds  of  Nor- 
folk, was  presented  to  the  Society  and  its  guests.  She 
thanked  the  Society  for  the  gracious  invitation  and 
in  well  chosen  words  offered  the  services  of  the 
Auxiliary  in  any  way  they  wished  to  use  us  in  the 
fight  against  socialized  medicine.  Many  interesting 
and  instructive  plans  were  unfolded  to  us  as  a basis 
for  our  usefulness  in  this  fight. 

Drs.  Emmett,  Roper  and  Mulholland,  who  com- 
pose the  committee  on  Public  Relations,  presented 
many  helpful  ways  in  which  we  might  serve  in  this 
fight,  viz.,  in  oui'  clubs,  our  Parent-Teacher  meet- 
ings, as  well  as  our  auxiliary — in  other  words, 
never  to  lose  an  opportunity  to  give  voice  to  the 
false  philosophy  of  this  movement  in  all  our  con- 
tacts with  people.  We  can  tell  what  has  been  done 
in  the  fight  against  tuberculosis  and  all  the  many 
diseases  that  have  killed  our  people  and  what  is 
being  done  now  to  combat  cancer  and  heart  disease 
under  our  present  system. 

After  the  delightful  luncheon,  the  Auxiliary  was 
invited  to  a room  with  Dr.  Rucker,  President  of 
the  Medical  Society  of  Virginia,  and  members  of 
the  Public  Relations  Committee,  where  we  were 


given  the  opportunity  to  ask  questions.  After  these 
were  answered,  we  returned  to  the  Roof  Garden, 
where  we  heard  the  two  main  speeches  of  the  day 
and  which  were  broadcast  on  WRVA.  The  first 
speech  was  by  Mr.  Lawrence  Sullivan,  Washing- 
ton reporter  and  author  of  “The  Case  Against  So- 
cialized Medicine”.  He  called  the  program  “some- 
thing which  the  Communists  are  trying  to  put  over 
on  the  people”.  Mr.  Sullivan  also  declared  that  Eng- 
land has  felt  a decline  in  professional  standards 
since  the  start  of  the  program  last  year  and  added 
that  the  worst  of  all  is  the  utter  disappearance  of 
the  personal  relationship  between  physician  and 
patient. 

The  next  speaker.  United  State  Senator  A.  Wil- 
lis Robertson,  was  introduced  by  Mr.  J.  Vaughan 
Gary,  who  commented  that  he  believes  in  the  free 
enterprise  system  and  that  the  system  should  be 
preserved  for  the  professions  as  well  as  for  business. 

We  were  convinced  socialized  medicine  is  not 
what  is  best  for  our  people.  It  behooves  us  as  an 
.Auxiliary  and  as  workers  in  all  other  organizations 
for  the  good  of  our  doctors  and  our  .American  peo- 
ple to  educate  the  public  against  this  frightful 
movement  toward  Socialized  Medicine  and  resolve 
as  never  before  that  with  a big,  hard  and  united 
effort  on  our  part — “It  shall  not  pass”. 

Ellie  C.  Campbell  (Mrs.  Hawes) 

Leigh-Hodges-Wright  Memorial 

The  Leigh-Hodges-AAYight  Memorial  has  been 
one  of  the  chief  projects  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  Virginia  for  the  past  twelve 
years.  At  the  annual  meeting  which  was  held  in 
Staunton,  in  1936,  a recommendation  made  by  Mrs. 
Eletcher  J.  Wright,  who  was  at  that  time  President 
of  the  State  Auxiliary,  that  the  expense  of  support- 
ing a bed  in  one  of  our  state  tuberculosis  sanatoria 
to  be  used  by  a physician,  or  a dependent  member 
of  a physician’s  family,  was  adopted.  Members  of 
the  .Advisory  Council  approved  this  with  much  in- 
terest. 

.At  the  ne.xt  meeting  of  the  State  Auxiliary  Board, 
a committee  was  appointed  to  make  definite  plans 
for  this,  and  authority  given  this  committee  to  de- 
cide upon  all  applications,  and  other  affairs  con- 
cerning this  newly  created  fund,  which  has  always 
been  given  voluntarily  by  the  Auxiliary  groups. 
Since  then  each  Auxiliary  has  included  this  project 
in  its  budget,  and  sends  contributions  regularly  for 
this  fund. 
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In  1938,  it  was  voted  at  an  annual  meeting  to 
adopt  the  name  “Leigh-Hodges-Wriglit  ^lemorial”, 
in  honor  of  the  memory  of  these  three  physicians  who 
had  all  served  on  the  State  Advisory  Council. 

During  the  first  months  after  its  beginning,  the 
fund  was  used  to  aid  the  daughter  of  a retired  doc- 
tor, who  was  a patient  at  the  Blue  Ridge  Sanatorium. 
After  her  discharge,  much  satisfaction  was  found 
in  helping  a young  man  stay  at  the  sanatorium  who 
found  it  necessary  to  go  there  just  before  graduat- 
ing in  medicine  at  the  University  of  Ahrginia.  It 
was  necessar}’  for  him  to  stay  there  for  a number  of 
years,  but  he  finally  regained  his  health  sufficiently 
to  allow  him  to  graduate  in  medicine. 

The  next  patient  to  use  this  fund  has  been  dis- 
charged for  some  time,  and  is  now  on  the  medical 
staff  at  the  Blue  Ridge  Sanatorium.  One  more  pa- 
tient since  was  “adopted”,  but  was  able  to  leave 
the  sanatorium  some  months  ago,  though  is  still  a 
patient  at  his  home. 

Both  state  sanatoria  have  been  notified  that  the 
fund  is  now  available  when  it  is  needed,  and  the 
committee  is  always  ready  to  receive  any  recom- 
mendation for  any  one  eligible,  from  any  doctor,  or 
others  who  may  wish  some  one  considered. 

Until  it  is  needed  again,  the  committee  asks  each 
.\uxiliary  to  continue  its  fine  support,  always  with 
the  hope  that  through  this  means,  the  Auxiliary 
will  be  prepared  to  meet  the  next  emergency  when 
one  occurs. 

Mrs.  Fletcher  J.  Wright 
Mrs.  Reuben  F.  Simms 
Mrs.  Joseph  Be.ar 

Committee 

Richmond  Auxiliary. 

The  Woman’s  Auxiliary  to  the  Richmond  Acad- 
emy of  Medicine  met  on  December  17th,  at  the 
liome  of  Mrs.  Thomas  Wheeldon,  President,  for  a 
program  of  Christmas  Music. 

Mrs.  Benjamin  Sheppard  sang  selections  from 
the  “Messiah”,  accompanied  by  Mrs.  Charles  Ro- 
maine  at  the  piano. 

This  was  followed  by  group  singing  of  Christmas 
Carols,  with  Mr.  William  Cook  as  pianist. 

At  the  business  meeting  which  followed  mem- 
bers agreed  to  furnish  four  or  five  volunteers  each 
day  during  the  month  of  January  to  assist  with  the 
March  of  Dimes  campaign,  and  also  plan  a “House 
Tour”  in  the  spring  for  philanthropic  purposes. 

Mrs.  Edav.ard  Scott  Ray 


BOOK  ANNOUNCEMENTS 


Practice  of  Allergy.  By  WARREN  T.  VAUGHAN, 
M.D.,  Richmond,  Virginia.  Revised  by  J.  HARVEY 
BLACK,  M.D.,  Dallas,  Texas.  Second  Edition. 
St.  Louis,  The  C.  V.  Mosby  Company.  1948.  1132 

pages.  333  illustrations.  Cloth.  Price  $15.00. 

'This  e.xcelkntly  rewritten  second  edition,  like  the 
first,  has  been  designed  as  a reference  textbook  for 
the  allergist.  New  developments  in  the  field  of  al- 
lergv  during  tlie  past  decade  have  made  revision 
necessary.  The  work  of  revision  interrupted  by  the 
untimely  death  of  the  original  author  was  done  by 
Dr.  J.  Harvey  Black,  a practicing  allergist  and  pio- 
neer. The  liook  follows  the  same  plan  of  presenta- 
tion as  the  first  edition  and  much  of  it  is  unchanged. 

Major  additions  and  revisions  are:  the  concept  of 
the  “lilocking  antibody”;  the  present  status  of  the 
histamine  theory;  the  status  of  the  newly  discovered 
histamine  antagonists;  recent  studies  on  vital  ca- 
pacity; revised  and  modified  trial  diets  useful  in 
food  allergy;  complete  pollen  information  brought 
up  to  date  by  O.  C.  Durham,  the  authority  on  the 
subject;  information  on  fungus  infection  with  as- 
sociated allergy;  sensitizing  abilities  of  the  newer 
antibiotics. 

As  stated  in  the  beginning,  this  is  an  excellent 
Look.  The  publishers  have  used  good  paper  and 
print  and  have  bound  it  well.  The  illustrations  are 
plentiful  and  useful.  The  bibliography  covering 
37  pages  is  complete  and  is  appended  at  the  end  of 
the  text.  F'oot-note  references  are  omitted  except  in 
those  instances  where  no  information  available  in 
printed  literature  exists  and  then  the  source  is  listed 
as  “Personal  Communication”. 

No  book  is  more  suitable  for  daily  use  by  the 
])h}sician  interested  in  treating  allergic  diseases. 
Enough  attention  is  given  in  the  descriptive  chapters 
on  testing,  preparation  of  extracts,  methods  of  hy- 
posensitization, etc.  to  allow  each  phase  to  remain 
uncomplicated  and  to  be  understood.  The  reviewer 
commends  it  to  both  clinicians  and  scientists.  The 
student  of  allergy  will  find  in  it  much  to  satisfy  an 
inquisitive  mind.  It  cannot  be  recommended  to 
anyone  who  wishes  a hasty  review. 

This  book  because  of  its  great  detail,  rather  than 
in  spite  of  it,  makes  it  a valuable  reference  which 
will  he  found  in  every  allergist’s  library  and  should 
be  in  every  medical  library. 


L.  I.  Fox 
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EDITORIAL 


The  St.  Louis  Meeting  of  the  American  Medical  Association 
HE  second  interim  session  of  the  American  Medical  Association  will  go  down  in 


history  as  the  $3,500,000  session.  The  House  of  Delegates  unanimously  voted  to 
levy  an  e.\tra  assessment  of  $25.00  on  the  140,000  members  of  the  .Association.  The 
rea.son  for  this  assessment  is  given  in  detail  in  an  editorial  in  this  issue  by  Dr.  George 
Lull.  The  most  frecjuent  comment  that  we  have  heard  is  why  was  it  not  done  s(X)ner. 

Alany  large  business  corporations  such  as  the  telephone  company  have  kept  up  na- 
tional ad\'ertisement  even  after  they  had  no  longer  anething  to  sell.  They  found  it 
good  business  to  keep  in  the  good  graces  of  the  puldic.  .American  medicine  has  grown 
to  be  a multi-billion  dollar  business  and  should  take  some  lessons  from  big  business. 
W’e  need  the  goodwill  of  the  jmblic  just  as  much  (or  even  more)  than  a telephone  com- 
pany who  can  not  supply  a would-be  customer. 

\\  hile  the  House  of  Delegates  got  all  the  lime  light,  the  Scientific  .Assembl}'  was 
very  well  worth  while.  It  consisted  of  general  lectures  by  well  known  authorities  and 
of  clinical  presentations.  The  general  lectures  were  held  in  the  Municipal  .Auditorium. 
The  clinical  lectures  were  held  in  rooms  partitioned  off  from  the  Exhibit  Hall.  The 
only  criticism  we  have  of  the  session  is  that  these  rooms  were  not  made  large  enough. 
Alost  of  the  rooms  were  filled  to  capacity  and  many  doctors  were  turned  away. 

Alotion  pictures  were  very  popular  but  the  television  program  attracted  the  most 
attention.  This  was  a joint  project  of  the  Deans  of  the  St.  I.ouis  University  School 
of  Medicine  and  the  Washington  University  School  of  Aledicine,  sponsored  by  E.  K. 
Squibb  and  Sons.  The  operative  clinics  and  medical  conferences  were  transferred 
from  Eirman  Deslodge  Hospital,  St.  Mary’s  Hospital  and  the  Barnes  Hospital  to 
two  large  screens  and  a number  of  small  ones  in  the  Scientific  Section  of  the  .Audi- 
torium. -About  each  screen  were  constantly  as  many  as  could  have  been  accommodated 
in  the  clinics  in  the  hospital.  The  various  groups  were  seated  and  were  comfortable 
and  could  hear  and  see  perfectly. 

The  exhibits  both  scientific  and  commercial  were  of  high  quality.  We  were  par- 
ticularly struck  with  the  debunking  character  of  a number  of  them.  There  was  an 
exhil)it  of  the  autonomic  nervous  system  from  the  St.  Louis  University  School  of 
Medicine,  that  showed  ganglion  cells  in  the  nerve  root  as  well  as  in  the  ganglia — thus 
showing  an  even  greater  variation  for  what  we  consider  nonnal  structure  of  the 
autonomic  nervous  system.  .Another  exhibit  on  the  A\'assermann  reaction  showed  that 
as  many  as  42  diseases  could  give  a false  positive  reaction.  More  disturbing  still  was 
the  information  that  30  per  cent  of  the  cases  of  untreated  syphilis  tend  to  become 
negative  in  several  years,  and  that  10  to  20  per  cent  of  cardio-vascular,  osseous  and 
late  syphilis  cases  give  a negative  reaction — a good  illustration  of  the  necessity  of 
tempering  laboratory  reports  with  clinical  judgment.  Tlie  Bureau  of  Investigation  of 
the  .A.  M.  .A.  showed  an  excellent  collection  of  apparatus  used  by  quacks,  from  Perkins 
metallic  tractors  to  radio  endocrinators.  The  Library  of  the  Washington  University 
School  of  Medicine  showed  some  of  their  wonderful  collection  of  manuscripts  and 
letters  of  William.  Beaumont. 

The  .Association’s  General  Practitioner  .Award  went  to  Dr.  W.  L.  Pressly  of  our 
good  neighbor  state.  South  Carolina.  The  presentation  was  made  by  Dr.  Andrew  C. 
Ivy  who  had  made  the  preliminary  investigation  of  German  medical  war  crimes.  Dr. 
Ivy  stated  that  the  system  of  state  medicine  in  Germany  was  in  part  the  cause  of  the 
deterioration  in  the  quality  of  German  medicine  and  of  the  medical  atrocities. 
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It  is  to  be  regretted  that  so  few  Virginia  doctors  attended  this  meeting.  Those  who 
registered  were:  J.  Morrison  Hutcheson,  Richmond;  H.  B.  Mulholland,  Charlottes- 
ville; Walter  B.  Martin,  Norfolk;  J.  A.  B.  Lowry,  Crewe,  and  M.  T.  Rucker,  Richmond. 


Medical  Care 

IN  the  current  discussions  upon  medical  care  for  all  the  people,  we  should  clearly 
understand  what  is  meant  by  medical  care.  In  the  hrst  place,  medical  care  may  be 
administered  by  the  private  physician,  surgeon  or  dentist,  or  by  some  foundation  that 
is  interested  in  a particular  disease,  such  as  The  Infantile  Paralysis  Foundation,  by  a 
clinic  (either  private  or  public)  or  by  the  public  health  authorities  (local,  state  or 
federal.)  There  are  two  aspects  of  all  medical  care,  curative  and  preventive,  but  the 
projxirtion  of  these  two  aspects  varies  with  the  different  fields  of  practice.  If  we  ar- 
range these  fields  like  colors  of  a spectrum  according  to  the  proportion  of  preventive 
and  curative  care,  they  would  be  listed  about  as  follows:  to  the  left  at  the  red  end  of 
the  spectrum  would  be  inspection  of  food;  at  the  violet  end  would  be  the  treatment  of 
acute  ncn-infectious  diseases;  in  between  we  have  milk  inspection,  public  water  supply, 
quarantine,  malarial  control,  examination  of  school  children,  immunization,  tubercu- 
losis, venereal  diseases,  rheumatic  fever,  routine  health  examination,  the  care  of  the 
indigent,  maternal  and  infant  care,  cancer,  chronic  diseases,  and  diabetes. 

By  its  very  nature  the  inspection  of  meat  belongs  to  public  health  authorities  100 
per  cent.  They  alone  have  the  necessary  police  power  to  make  it  effective.  Whether 
it  be  done  by  the  federal  authorities  or  the  local  authorities  depends  upon  whether  or 
not  the  meat  is  shipped  across  a state  line.  The  federal  and  local  authorities  are  so 
well  coordinated  that  this  question  is  chiefly  a matter  of  executive  interest.  What 
has  been  said  of  meat . inspection  is  true  of  milk  insp>ection.  Public  water  supply  be- 
longs in  the  same  categor}'.  The  establishment  of  quarantine  is  a matter  in  which  a 
private  physician  has  no  interest  other  than  reporting  of  the  infectious  disease.  Malarial 
control  depends  on  the  eradication  of  the  mosquito  which  in  turn  is  a definite  sanitary 
engineering  matter.  Immunology  is  definitely  a matter  of  preventive  medicine.  In 
actual  practice  most  of  the  vaccination  against  small  pox,  diphtheria  and  children’s 
diseases  is  done  by  pediatricians  or  in  well  baby  clinics.  IMost  of  the  anti-tetanic 
serum  is  administered  by  surgeons.  IMost  vaccination  against  typhoid  fever  is  done 
by  health  officers  or  health  nurses.  Other  prophylactic  practices,  such  as  the  adminis- 
tration of  sulfadiazine  as  a preventive  against  hemolytic  streptococcic  infection  of 
the  throat,  are  in  the  experimental  stage. 

Inspection  of  school  children  is  done  by  the  school  doctor  and  the  school  nurse, 
chiefly  because  the  examination  is  done  in  the  school  and  is  comparatively  simple.  For 
the  same  reason  industrial  hygiene  and  minor  accidents  are  the  province  of  the  plant 
physician.  On  the  other  hand,  routine  physical  examinations  are  usually  made  by 
private  physicians  because  the  examination  is  more  complicated,  involving  as  it  does 
pelvic  examinations,  urinalyses,  and  frequently  cardiograms  or  x-ray  examinations. 
Maternal  and  infant  care  is  beginning  to  be  looked  upon  as  a public  health  field, 
principally  because  the  average  citizen  does  not  think  it  worth  what,  it  costs. 

The  care  of  the  tuberculous  patient  is  a public  health  problem  in  so  far  as  rendering 
the  patient  innocuous  to  others.  The  care  of  the  patient  belongs  by  right  to  the  private 
physician.  However,  the  cure  takes  so  long  and  involves  special  hospitals,  and  for 
tliat  reason  the  health  authorities  have  taken  over  the  entire  care  of  most  cases.  This 
has  worked  out  very  well  as  tuberculosis  which  used  to  rank  first  as  a cause  of  death 
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now  ranks  seventh.  The  same  situation  pertains  in  regard  to  venereal  diseases  except 
tliat  niotlern  treatment  has  reduced  the  time  of  the  cure  tremendously.  As  a matter  of 
national  defense  in  W'orld  War  II,  the  United  States  Public  Health  Service  took  over 
the  treatment  of  venereal  diseases,  both  in  the  armed  forces  and  in  the  civilian  popu- 
lation. Nevertheless,  in  1946  according  to  the  Dean  of  tlie  Harvard  School  of  Public 
Health,  gonorrhea  was  the  second  of  the  ten  leading  causes  of  illness  and  syphilis  was 
the  third,  with  more  than  a third  of  a million  reported  cases. 

Rheumatic  fever  has  a dual  interest  for  a different  reason.  Children  and  young 
adults  will  almost  certainly  have  crippling  heart  disease  if  they  have  recurring  attacks 
of  the  disease  or  hemolytic  streptococcic  sore  throat.  The  disease  is  chronic  and  the 
treatment  may  require  weeks  or  years.  These  patients  must  be  protected  against  sore 
throat  and  recurrences.  They  are  no  health  hazard  to  others  but  they  must  be  edu- 
cated and  taught  a useful  trade  within  the  capacity  of  their  hearts  in  order  that  they 
may  become  useful  citizens.  For  that  reason  in  communities  where  rheumatic  fever  is 
prevalent  the  treatment  is  becoming  to  be  looked  upon  as  a community  project. 

The  care  of  the  indigent  is  distinctly  the  province  of  curative  medicine,  but  the  pro- 
viding of  the  facilities  to  take  care  of  these  folk  when  they  are  sick  is  a community 
problem.  The  ideal  way,  of  course,  would  be  for  the  patient  to  have  the  privilege  of 
selecting  his  own  doctor  and  for  the  doctor  and  the  hospital,  when  necessary,  to  be 
paid  by  pre-paid  insurance,  the  local  community  paying  the  pre-payment  plan  for 
this  service. 

Non-infectious  chronic  diseases,  especially  mental  diseases,  present  problems  similar 
to  the  care  of  the  indigent.  Early  recognition  will  save  tremendously  in  money  and 
lives.  This  is  true  of  mental  diseases  to  some  extent,  but  it  is  especially  true  of 
cancer.  Campaigns  for  the  early  detection  of  cancer  may  well  be  considered  the  province 
of  public  health. 

There  is  at  present  a great  clamor  for  the  Federal  Government  to  take  over  the  pri- 
vate practice  of  medicine.  The  only  excuse  for  this  is  the  very  human  weakness  of 
people  wanting  to  get  sometliing  for  nothing.  This  failing  is  the  chief  cause  for  the 
failure  of  state  curative  medicine.  When  the  state  provides  “free”  treatment  and  in 
addition,  furnishes  a cash  bonus  for  being  sick,  the  temptation  is  too  much  for  most  of 
us.  The  result  is  that  doctors  become  overburdened  with  malingerers  and  trivial  cases 
and  have  little  time  for  the  seriously  ill.  Instead  of  a spirit  of  mutual  trust  and  con- 
fidence between  the  patient  and  his  doctor  which  is  so  necessary  for  the  best  results, 
there  soon  develops  an  atmosphere  of  suspicion  and  distrust.  The  patient  thinks  that 
the  doctor  is  not  interested  in  him  and  the  doctor  suspects  the  patient  of  malingering. 
If  President  Truman  is  as  interested  as  Mr.  Ewart  says  he  is  in  preventing  unneces- 
sary deaths  and  promoting  the  health  of  the  people,  and  not  in  the  pay  roll  deduction 
for  compulsory  health  insurance,  there  are  man}’  things  he  can  do  with  the  present 
available  resources.  He  could  see  that  local  health  units  are  established  in  every 
county.  Tuberculosis  still  kills  more  }oung  adults  than  any  other  disease.  In  1946 
there  were  118,000  new  cases  in  the  United  States,  and  50,000  deaths.  These  cases 
and  deaths  can  be  prevented.  Theoretically,  venereal  diseases  can  be  cured  within 
a w^eek's  time.  The  elimination  of  syphilis  and  gonorrhea  would  be  an  incalculable 
benefit  to  the  health  of  the  nation,  since  it  would  remove  the  second  and  the  third 
commonest  diseases.  The  late  sequela  of  these  diseases  add  considerably  to  the  mor- 
tality of  the  nation.  The  Government  has  already  entered  these  fields  and  rightly  so — 
why  not  complete  this  work?  Accidents  are  among  the  ten  leading  causes  of  death.  A 
little  education  here  might  be  in  order. 
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Birth  Certificates 

Every  doctor  in  the  state  has  recently  received  copies  of  the  new  birth  and  death 
certificates  and  a copy  of  the  pertinent  laws.  Along  with  these  was  an  appeal  from 
Miss  Estelle  ISIarks,  State  Registrar  of  Vital  Statistics,  that  the  certificates  be  filled 
in  with  black,  unfading  ink.  She  makes  an  especial  plea  that  a ball-point  pen  be  not 
used.  If  you  stop  to  think  what  happens  to  these  certificates  you  will  realize  the  rea- 
sonableness of  this  request.  The  original  certificate  goes  first  to  the  local  registrar.  A 
copy  is  made  (sometimes  by  photographic  process)  and  the  original  is  sent  to  the  State 
Registrar  of  Vital  Statistics.  Here  again  a copy  is  made  and  this  is  sent  to  the  U.  S. 
Census  office.  The  State  Registrar  sends  a notice  of  the  birth  certificate  to  the  parents. 
This  original  certificate  is  always  available  at  the  office  of  the  State  Registrar  of 
^’ital  Statistics  for  a photostatic  copy.  To  fulfill  its  full  purpose  this  certificate  must 
be  photogenic. 

SOCIETIES 


Virginia  State  Board  of  Medical  Examiners. 

The  following  were  granted  license  to  practice  in 
Virginia  at  the  December  meeting  of  the  Board: 
Dr.  Arnold  Albert,  Washington,  D.  C. 

Dr.  Samuel  Allen  Alexander,  Washington,  D.  C. 

Dr.  Theodore  C.  .Andrew,  Norton. 

Dr.  Lewis  Hamilton  .Armentrout,  Richlands. 

Dr.  Jesse  James  Bates,  South  Boston. 

Dr.  AVilliam  Jacob  Beard,  Boone  Mill. 

Dr.  John  Harmon  Beverage,  Nashville,  Tenn. 

Dr.  Edward  Bernard  Blum,  Woodhaven,  N.  Y. 

Dr.  Stephen  Miles  Bouton,  Jr.,  Lynchburg. 

Dr.  Ferdinand  D.  Bradford,  Jr.,  Hampton. 

Dr.  Stuart  Thomas  Bray,  Richmond. 

Dr.  Billy  Booth  Brinkley,  Bristol,  Tenn. 

Dr.  .Andrew  Kimmins  Butler,  Newport  News. 

Dr.  C.  Willard  Camalier,  Jr.,  Chevy  Chase,  Md. 

Dr.  .Alejandro  F.  Castro,  Washington,  D.  C. 

Dr.  John  Benjamin  Charlton,  Reedville. 

Dr.  Claire  .A.  Christman,  .Arlington. 

Dr.  Edmund  Eugene  Christman,  AA'aynesboro. 

Dr.  John  Laurence  Clare,  Danville. 

Dr.  Rufus  Stanley  Courtney,  Nashville,  Tenn. 

Dr.  John  Austin  Craig,  Charlottesville. 

Dr.  Charles  Joseph  Devine,  Jr.,  Norfolk. 

Dr.  Frederick  Baker  Devitt,  Kecoughtan. 

Dr.  Richey  Floyd  Dodds,  Lynchburg. 

Dr.  Harold  Seymour  Farfel,  Philadelphia,  Pa. 

Dr.  Priscilla  Lowell  Foote,  Purcellville. 

Dr.  Franklin  Daniel  Freda,  Newark,  N.  J. 

Dr.  Charles  Henry  Goodykoontz,  Jr.,  Bishop. 

Dr.  George  Emerson  Gwinn,  Catawba. 

Dr.  Joseph  McMurray  Hester,  Richmond. 

Dr.  Charles  Bullard  Hooker,  Roanoke. 

Dr.  Thomas  L.  Hoyt,  Waynesboro. 

Dr.  Charles  Brock  Hughes,  Jr.,  Wytheville. 

Dr.  William  Wyse  Huntress,  Clifton  Forge. 

Dr.  James  Louis  Keating,  Falls  Church. 

Dr.  John  W'inston  King,  Norfolk. 


Dr.  John  Gregory  Kroll,  Charlrttcsville. 

Dr.  Mark  Hummer  Lepper,  .Alexandria. 

Dr.  Seymour  Lifschutz,  Alexandria. 

Dr.  Filas  Jerome  Little,  Jr.,  Galax. 

Dr.  Lawrence  W.  Malin,  Wytheville. 

Dr.  Robert  Paul  Meyers,  Richmond. 

Dr.  Benedict  Nagler,  Framingham,  Mass. 

Dr.  Keith  Millner  Oliver,  Purcellville. 

Dr.  Charles  W.  Ordman.  Washington,  D.  C. 

Dr.  AVilliam  Hubert  Orsinger,  Lorton. 

Dr.  AA'oodbury  Perkins,  Charlottesville. 

Dr.  Francis  AA'althour  Porro,  Roanoke. 

Dr.  Henry  Rappaport,  Arlington. 

Dr.  Frank  AA^alker  Reynolds,  Richmond. 

Dr.  AA'illiam  Lamar  Roberson,  Norfolk. 

Dr.  Paul  Ward  Robinett,  Richmond. 

Dr.  Milton  Bernard  Rubin,  Alexandria. 

Dr.  Hugo  Anthony  Sacchet,  Clifton  Forge. 

Dr.  John  Marshall  Saunders,  Arlington. 

Dr.  James  Rolland  Sayers,  Dahlgren. 

Dr.  Harold  John  Schupbach,  Roanoke. 

Dr.  Stephen  Joseph  Sheehy,  Jr.,  xArlington. 

Dr.  John  C.  Sherburne,  Falls  Church. 

Dr.  Bennie  C.  Slaughter,  Baltimore,  Md. 

Dr.  Ernest  G.  Smith,  Jr.,  Charlottesville. 

Dr.  AA^illiam  Crenshaw  Smith,  AA’aynesboro. 

Dr.  Jennings  Bryan  Spinks,  Galax. 

Dr.  AA'illiam  Leete  Stone,  III,  Arlington. 

Dr.  Morris  Silverman,  AA^ashington,  D.  C. 

Dr.  Julian  George  Suhrer,  Jr.,  St.  Charles. 

Dr.  Paul  B.  Toms,  Martinsville. 

Dr.  Ulysses  Samuel  AATarton,  AA'ashington,  D.  C. 

Dr.  Charles  Stanley  AATite,  Jr.,  AA'ashington,  D.  C. 

Dr.  Forrest  Prettyman  AA'hite,  Norfolk. 

Dr.  AMrgil  Blackstone  AA'illiams,  Virginia  Beach. 

Alexandria  Medical  Society. 

.■\t  the  regular  meeting  of  this  society  on  Decem- 
ber the  9th,  Dr.  iMonroe  Romansky,  assistant  pro- 
fessor of  medicine  at  George  Washington  Univer- 
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sity  School  of  Medicine,  spoke  on  latest  advances 
in  antibiotics.  His  talk  was  of  a practical  nature 
and.  since  Dr.  Romansky  is  one  of  the  foremost  au- 
thorities in  tlie  world  on  this  subject,  the  society  felt 
most  fortunate  in  having  him. 

Dr.  .A.  J.  Mourot  and  Dr.  Ben  C.  Jones  are  presi- 
dent and  secretar}’  respectively. 

The  Tazewell  County  Medical  Society, 

.\t  its  regular  meeting  on  November  18  in  North 
Tazewell,  elected  the  following  officers  for  1949: 
President,  Dr.  George  D.  Vermil3'a  of  Richlands; 
vice-president,  Dr.  A.  iM.  Tiernan  of  Jewell  Ridge; 
and  secretarv'-treasurer,  Dr.  Mary  Elizabeth  Johns- 
ton, Tazewell.  The  retiring  secretary,  Dr.  W.  R. 
Strader  of  Richlands  reports  that  the  Society  has 
completed  a most  successful  year  under  the  presi- 
denev  of  Dr.  H.  A.  Porter  of  Boissevain. 

Warwick  County  Medical  Society. 

The  following  have  been  elected  officers  of  th.s 
society  for  1949:  President,  Dr.  George  S.  Grier, 
III;  vice-president.  Dr.  Fred  N.  Thompson;  sec- 
retary-treasurer, Dr.  C.  Beaven.  .\11  are  of 
Newport  News. 

.\t  the  January  11  meeting.  Dr.  Walter  B.  Martin 


of  Norfolk  was  guest  speaker,  his  subject  being 
Present  Status  of  Government  Controlled  Medicine. 

Arlington  County  Medical  Society. 

.\t  the  regular  meeting  of  this  Society  held  on 
December  16th,  the  following  officers  for  1949  were 
elected:  President,  Dr.  John  Hazel;  vice-president. 
Dr.  Robert  Hood;  and  secretary-treasurer,  Dr.  John 
B.  Leary. 

The  Loudoun  County  Medical  Society, 

At  its  January  meeting,  named  the  following  new 
officers:  President,  Dr.  A.  C.  Echols;  and  secretary- 
treasurer,  Dr.  Priscilla  L.  Foote.  Both  are  of  Pur- 
cellville.  This  Society  has  quarterly  meetings  in 
January,  April,  July  and  October. 

Albemarle  County  Medical  Society. 

New  officers  for  this  Society  are  President,  Dr. 

R.  Gregory  Magruder;  vice-president,  Dr.  McLe- 
more  Birdsong;  and  secretary-treasurer.  Dr.  Thomas 

S.  Edwards. 

Prince  Edward  Medical  Society. 

This  county,  one  of  the  group  forming  the  P'ourth 
District  Medical  Society,  has  an  independent  unit 
of  which  Dr.  F.  R.  Crawford  of  Farmville  is  presi- 
dent, and  Dr.  John  A.  Graziani,  also  of  Farmville, 
is  secretar}'. 


NEWS 


1949  Meeting,  Medical  Society  of  Virginia. 

It  was  decided  by  the  Council  to  hold  the  102nd 
meeting  of  the  Society  at  the  Chamberlin  Hotel, 
Old  Point  Comfort,  Fort  Monroe,  and  dates  are  to 
be  Octolier  9 to  12.  To  avoid  overlapping  of  busi- 
ness and  scientific  session.-  far  as  possible,  the  Coun- 
cil further  decided  to  have  its  annual  meeting  on 
Sunday  afternoon,  the  9th,  the  House  of  Delegates 
that  evening,  and  to  start  the  scientific  sessions  on 
Monday  morning. 

Members  should  make  reservations  as  promptly 
as  possible. 

To  Head  Department  of  Medicine  At  Uni- 
versity. 

Dr.  William  Parson,  assistant  professor  of  clini- 
cal medicine  at  Tulane  IMedical  School,  and  head  of 
Section  II  of  the  Department  of  Internal  Medicine 
at  the  Ochsner  Clinic,  has  been  appointed  profes- 


sor of  medicine  and  head  of  that  department  at 
the  University  of  Virginia,  and  will  assume  his 
duties  there  July  1,  1949.  He  received  his  degree 
in  medicine  from  the  College  of  Physicians  and 
Surgeons  of  Columbia  University,  New  York,  in 
1937. 

Dr.  H.  B.  Mulholland,  who  has  ]>een  acting  head 
of  the  department  of  internal  medicine,  will  con- 
tinue as  professor  of  internal  medicine  at  the  Uni- 
versity. 

Dr.  Joseph  E.  Barrett, 

State  Commissioner  of  Mental  Hygiene  and  Hos- 
pitals has  been  appointed  a member  of  the  advisory 
committee  on  mental  hospital  service  of  the  U.  S. 
Public  Health  Service.  This  committee,  appointed 
by  the  Surgeon-General,  serves  as  a consulting  and 
advisory  agenc}-  on  mental  hospital  standards  and 
functions. 
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News  from  Department  of  Health. 

Effective  October  1,  Dr.  Fred  C.  Heath,  Health  Of- 
ficer of  the  Giles-Montgonier}’-Radford  Health  Dis- 
trict, and  Dr.  IMildred  Esther  Scott,  Health  Officer  of 
the  Rockingham-Harrisonburg  Health  Department, 
left  for  Johns  Hopkins  School  of  Hygiene  and  Pub- 
lic Health.  They  will  be  absent  from  duty  until 
approximately  July  1,  1949.  Dr.  George  E.  Waters 
was  appointed  as  Health  Officer  of  the  Rockingham- 
Harrisonburg  Department,  effective  January  .1. 

Dr.  J.  Fields  resigned  as  Health  Officer  of  the 
Halifax  Health  District,  effective  November  1,  1948. 

Dr.  R.  IM.  Wilson  has  been  appointed  Health  Of- 
ficer of  the  Henrico  County  Health  Department, 
effective  as  of  December  27. 

Married. 

Dr.  Claude  C.  Coleman  and  Mrs.  Constance 
Gooding  Cardozo,  both  of  Richmond,  December  31. 

Dr.  Alexander  F.  Robertson  and  IMrs.  Frances 
Quarles  .\gnew,  both  of  Staunton,  January  1. 

Beds  To  Be  Added  At  McGuire  VA  Hospital. 

It  is  announced  that  one  hundred  beds  will  be 
added  to  McGuire  Veterans’  Administration  Hos- 
pital, Richmond,  in  the  near  future,  these  being 
placed  in  wards  already  in  use.  This  will  bring  to 
1,100  the  total  number  of  beds  in  the  hospital.  The 
increase  has  been  authorized  because  of  the  heavy 
demand  for  hospitalization  by  veterans  in  this  area, 
but  cannot  become  effective  until  additional  per- 
sonnel can  be  obtained. 

Medical  College  of  Virgina  News. 

Dr.  Eugene  A.  Stead,  Jr.,  Professor  of  Medicine 
in  the  School  of  Medicine  at  Duke  University  gave 
the  second  Lewis  T.  Stoneburner,  III,  lecture  in 
internal  medicine  at  the  college  on  January  14.  Dr. 
Stead’s  subject  was  “The  Role  of  the  Kidney  in 
Edema  of  Congestive  Heart  Failure”. 

The  lectureship  is  sponsored  by  members  of  the 
45th  General  Hospital  and  was  established  by  them 
last  year  as  a memorial  to  Captain  Stoneburner,  an 
honor  graduate  in  medicine  at  the  College  in  the 
class  of  1937,  who  was  killed  in  the  recent  war. 

The  College  has  renovated,  enlarged  and  named 
one  of  its  buildings,  the  Brown-Sequard  Research 
Laboratory,  in  honor  of  Charles  Eduard  Brown- 
Sequard,  a professor  in  the  College  in  1854  and 
1855. 

Dr.  Brown-Sequard  engaged  in  extensive  research 
in  physiology.  The  building  which  bears  his  name 


will  be  used  as  a center  of  research  at  the  college. 

Three  members  of  the  administrative  staff  of  the 
college  have  been  promoted  as  follows : Carl  Parrish 
has  been  promoted  from  administrator  of  St.  Philip 
and  Dooley  Hospitals  to  assistant  director  of  the 
Hospital  Division  of  the  College,  succeeding  Dr 
Margaret  DuBois.  R.  H.  Crytzer,  formerly  admin- 
istrative assistant  of  the  Outpatient  Department,  has 
been  named  to  replace  Mr.  Parrish  as  administrator 
of  St.  Philip  and  Dooley  Hospitals.  C.  B.  Sanders, 
who  has  been  manager  of  the  bookstore,  has  been 
named  Director  of  Purchasing,  replacing  Bruce 
Clark. 

Chest  Physicians. 

The  Virginia  Chapter  of  the  American  College 
of  Chest  Physicians  will  meet  at  the  Richmond  Vet- 
erans .Administration  Hospital  on  March  1st,  from 
10  A.  M.  to  4 P.  M.  All  members  of  the  Medical 
Society  of  Virginia  are  invited  to  attend. 

Dr.  Edwin  S.  Wysor, 

Class  of  1944,  University  of  Virginia,  Depart- 
ment of  Medicine,  is  now  located  at  Mechanicsville 
where  he  is  associated  with  Dr.  Claude  Kelly  in 
general  practice. 

Birth. 

Dr.  and  Mrs.  Robert  E.  Paine  announce  the  birth 
of  a daughter,  Emily  .Anne,  November  18,  1948,  at 
Norfolk  General  Hospital.  Emily  Anne  is  grand- 
daughter of  Dr.  .Andrew  D.  Parson  of  Richlands,  and 
the  great  granddaughter  of  Dr.  John  Gibson  Davis 
of  Roanoke. 

American  Heart  Association. 

Dr.  John  W.  Ferree  has  been  named  Director  of 
the  Public  Health  Division  of  the  American  Heart 
.Association.  He  will  direct  the  development  of  pub- 
lic health  programs  for  the  American  Heart  Associa- 
tion and  will  assist  local  heart  associations  in  ex- 
panding and  maintaining  effective  cardiac  services 
in  communities  throughout  the  United  States.  He 
will  supervise  the  association’s  field  staff  now  en- 
gaged in  community  organization  and  program  de- 
velopment. 

The  formation  of  additional  affiliated  heart  as- 
sociations and  the  expansion  of  community  services 
comprise  an  important  objective  of  the  American 
Heart  Association’s  1949  National  Campaign,  from 
Febmary  7 to  28.  A total  of  $5,000,000  is  being 
sought  for  a three-way  program  of  research,  educa- 
tion and  community  service. 
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Mary  Washington  Hospital  Staff. 

Dr.  P.  J.  Nutter  has  been  installed  as  president 
of  the  Mary  \\hvslnngton  Hospital  Staff,  Fredericks- 
burg, succeeding  Dr.  John  L.  Smoot.  Dr.  Claude  A. 
Nunnally  is  the  new  secretary-treasurer. 

Correction. 

In  the  December  issue  of  the  Monthly,  under  an 
item  “Virginia  Doctors  Wintering  in  Florida”,  we 
should  have  stated  that  Dr.  and  Mrs.  S.  E.  Massey 
(and  not  “T.  H.”)  have  gone  to  New  Smyrna  Beach. 

Dr.  Leroy  S.  Pearce, 

Recently  of  Lynchburg,  is  now  at  the  University 
of  Virginia  where  lie  has  a fellowship  in  Pathology. 
He  will  be  there  for  at  least  a year. 

Dr.  F.  T.  Buchanan, 

Formerly  of  Bristol,  is  now  serving  on  the  surgi- 
cal house  staff  of  the  University  Hospital,  Char- 
lottesville. He  was  discharged  from  the  .\rmy  in 
July  1948,  with  the  rank  of  Captain  and  in  May 
1948  married  Miss  Marjorie  Ann  Haas  of  .Akron, 
Ohio.  They  are  making  their  home  at  the  Univer- 
sity Garden  .Apartments,  Charlottesville. 

Postgraduate  Course  On  Diabetes. 

The  Frank  E.  Bunts  Educational  Institute  and 
Cleveland  Clinic  will  present  a continuation  course 
for  physicians,  March  17,  18,  and  19,  entirely  de- 
voted to  the  diagnosis  and  management  of  diabetes 
and  its  complications.  Drs.  Henry  T.  Ricketts  of 
Chicago,  John  S.  L.  Browne  of  Montreal,  and  H. 
L.  C.  Wilkerson  of  the  U.  S.  Public  Health  Service 
will  be  the  out-of-town  guest  speakers.  Dr.  E. 
Perry  McCullagh  is  director  of  the  course.  In  addi- 
tion to  the  regular  faculty  of  the  Institute,  several 
prominent  Cleveland  physicians  will  give  lectures. 

Inquiries  regarding  the  complete  program  and 
registration  can  be  addressed  to  the  Director  of 
Education,  Frank  E.  Bunts  Educational  Institute, 
2020  East  Ninety-third  Street,  Cleveland  6,  Ohio. 

News  from  Department  of  Medicine,  Univer- 
sity of  Virginia. 

On  December  16,  the  Phi  Beta  Pi  Medical  Fra- 
ternity, under  its  .Annual  Cancer  Lectureship,  pre- 
sented as  guest  speaker  Dr.  John  J.  Bittner,  of  the 
Division  of  Cancer  Biology,  Physiology  Depart- 
ment, University  of  Minnesota,  who  spoke  to  the 
faculty  and  student  body  on  the  subject,  “The 
Genesis  of  Mammary  Cancer  in  Mice”. 


.As  guest  speaker  in  a series  of  Lectures  on  Psy- 
chiatr)’.  Dr.  Wendell  Muncie  of  Baltimore  spoke 
to  the  faculty  and  student  body  December  16,  on 
the  subject  of  “The  Psychobiological  Approach  to 
I’ersonality  Di.sorders”. 

On  January  10,  under  the  auspices  of  the  Post- 
graduate Program  for  House  Officers,  Dr.  James 
Gamble  of  tlie  School  of  Medicine  of  Harvard  Uni- 
versity gave  a lecture  entitled  “Electrolytes”. 

Dr.  Joseph  E.  Barrett,  State  Commissioner  of 
Mental  Hygiene  and  Flospitals,  was  guest  speaker 
in  the  series  of  lectures  on  psychiatry,  on  January 
11.  His  subject  was  “Opportunities  in  the  State 
Hospital  System”. 

On  January  13,  Dr.  Frank  Strickler  of  Roanoke, 
presented  a lecture  on  the  subject  of  “Strephosym- 
bolia”,  as  one  in  the  series  of  Lectures  on  Psychiatry. 

On  January  17,  Dr.  C.  L.  Gemmill,  Professor  of 
Pharmacology,  spoke  at  the  Long  Island  College  of 
Aledicme  on  the  subject;  “Enzyme  Inhibition  in 
Pharmacology”.. 

The  group  of  residents,  who  trained  under  Dr. 
Tiffany  Johns  Williams  during  his  tenure  as  Pro- 
fessor of  Obstetrics  & Gynecology  at  the  University 
of  Virginia  from  1931  to  1947,  have  established  a 
lectureship  fund  in  memory  of  Dr.  Williams.  The 
initial  Tiffany  Johns  Williams  Annual  Memorial 
Lecture  will  be  given  at  the  University  on  the  night 
of  April  8,  by  Dr.  Nicholson  J.  Eastman,  Obste- 
trician-in-Chief,  Johns  Hopkins  Hospital. 

Orientation  Course  In  Allergy. 

The  American  Academy  of  Allergy,  in  coopera- 
tion with  the  University  of  Georgia,  will  sponsor  an 
orientation  course  in  allergy  from  March  7 through 
March  11,  1949,  at  the  University  Medical  School 
in  Augusta,  Georgia.  This  course  is  under  the  di- 
rection of  Dr.  Leo  H.  Criep,  assisted  by  other  Fel- 
lows of  the  American  Academy  of  .Allerg\',  and  a 
distinguished  faculty.  It  is  for  internists  and  gen- 
eral practitioners,  dermatologists,  rhinologists  and 
nose  and  throat  men,  and  will  be  practical  and  di- 
rectly applicable  to  the  practice  of  most  physicians 
doing  general  medicine. 

Enrollment  is  open  to  anyone  interested  and  the 
fee  is  fifty  dollars.  Applications  and  inquiries 
should  be  addressed  to  the  Executive  Office  of  the 
.Academy,  208  East  Wisconsin  Avenue,  Milwaukee 
2,  Wisconsin. 
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Dr.  L.  C.  S.  Haynes, 

Formerly  of  Mount  Jackson,  has  accepted  a posi- 
tion on  the  staff  of  the  Newton  D.  Baker  Veterans 
Center  at  ISIartinsburg,  West  Virginia. 

Location  Wanted. 

Internist,  31,  Board  eligible,  available  July  1949, 
group  or  association;  graduate  University  of  Vir- 
ginia; fellowship  cardiology,  residencies  neurology 
and  internal  medicine;  competent  in  electrocardiog- 
raphy; Alpha  Omega  .Mpha;  protestant;  veteran: 
married;  perfer  East.  Write  “Internist”,  care  Vir- 
ginia Medical  Monthly,  1200  East  Clay  Street,  Rich- 
mond. {Adv.) 

Help  Wanted. 

Laboratory  and  X-ray  technicians,  men  or  women, 
in  State  IMental  Hospital.  Apply  to  Granville  L. 
Jones,  ]\I.D.,  Superintendent,  Eastern  State  Hos- 
pital, Williamsburg,  Virginia.  {Adv.) 


OBITUARIES 


Dr.  Hack  Urquhart  Stephenson, 

Prominent  Richmond  physician,  died  January 
20th.  He  was  a native  of  Southampton  County  and 
seventy-six  years  of  age.  Dr.  Stephenson  graduated 
from  the  2^Iedical  College  of  Virginia  in  1895  and 
practiced  in  Toano  until  1922.  He  was  for  twenty- 
five  years  a surgeon  for  the  Chesapeake  and  Ohio 
Railroad,  was  a member  of  the  county  board  of 
supendsors  for  four  years,  and  chairman  of  the 
board  of  directors  of  the  Eastern  State  Hospital  for 
fourteen  years.  Dr.  Stephenson  had  always  taken  an 
active  part  in  political  life  of  the  state,  serving  as 
chairman  of  the  Democratic  party  for  James  City 
County  for  a number  of  years  and  was  a member 
the  Virginia  General  Assembly  from  1910  to  1914. 
He  was  a member  of  the  Virginia  State  Board  of 
^ledical  Examiners  for  thirt)’-eight  years,  having 
retired  in  1946.  Since  1922  he  had  been  medical 
advisor  for  the  Industrial  Commission  of  Virginia 
with  offices  in  Richmond.  Dr.  Stephenson  had  been 
an  active  member  of  the  Medical  Society  of  Vir- 
ginia for  fifty  years,  having  served  for  a number  of 
years  as  chairman  of  the  Legislative  Committee  and 
at  the  time  of  his  death  was  chainnan  of  the  Com- 
mittee on  Industrial  Health.  His  wife,  two  daugh- 
ters and  two  sons  survive  him. 


Dr.  William  Douglas  Macon, 

Retired  physician  of  Charlottesville,  died  De- 
cember 30th.  He  was  seventy-nine  years  of  age  and 
a graduate  in  medicine  of  the  University  of  Virginia 
in  1897.  For  twenty  years,  Dr.  Macon  was  a mem- 
ber of  the  medical  faculty  of  the  University,  re- 
signing to  devote  his  entire  time  to  the  practice  of 
medicine.  For  several  years  he  served  as  health 
officer  of  Charlottesville.  Dr.  Macon  had  been  a 
member  of  the  Medical  Society  of  Virginia  for  forty- 
eight  years  and  at  the  last  meeting  was  among  those 
awarded  the  Fifty  Year  Club  certificate  c\nd  made  a 
Life  Member.  His  wife  and  a daughter  survive  him. 

Dr.  Hugh  S.  Gumming, 

Surgeon  General  of  the  United  States  Public 
Health  Service  for  sixteen  years,  died  at  his  home 
in  Washington  on  December  20th,  having  been  ill 
for  more  than  a year.  He  was  born  in  Hampton  in 
1869  and  received  his  medical  degree  from  the  Uni- 
versity of  Virginia  in  1893.  Dr.  Gumming  was  ap- 
pointed assistant  surgeon-general  in  1898  and  was 
named  surgeon-general  in  1920,  retiring  from  that 
position  in  1936.  In  recognition  of  his  work  he 
was  decorated  l)y  half  a dozen  governments  in  Eu- 
rope and  Latin  .-Vnierica  and  was  the  reci])ient  of 
several  honorary  degrees  as  well  as  other  important 
distinctions.  Dr.  Gumming  had  been  a member  of 
the  IMedical  Society  of  \'irginia  for  fifty-two  years 
and  was  among  those  named  a member  of  the  Fifty 
Year  Club  at  the  recent  meeting.  His  wife  and  two 
children  survive  him. 

Dr.  Walter  H.  Janney, 

The  death  of  Dr.  Janney  occurred  on  January  3, 
1949.  The  following  memorial  was  adopted  by  the 
.Alexandria  Medical  Society: 

Since  God  in  His  Divine  Providence  has  seen  fit  to 
remove,  from  our  midst,  Dr.  W.  H.  Janney,  The  Alex- 
andria Medical  Society  at  a meeting  January  13,  1949, 
hereby  expresses  its  regrets. 

Resolved:  That  in  the  death  of  Dr.  W.  H.  Janney  we 
have  lost  a faithful  member  of  many  years,  a man  true 
to  the  ideals  of  his  profession,  a friendly  soul  ever  ready 
to  serve — one  of  deep  sympathy  for  those  of  limited 
means,  and  ever  rendering  service  and  counsel  to  those 
who  called  upon  him. 

Resolved:  That  a copy  of  this  resolution  be  spread 
on  the  minutes  of  The  Society,  a copy  to  his  family,  a 
copy  to  The  Alexandria  Gazette,  and  a copy  to  the 
Virgin i.t  Medic.vi.  Monthly. 

Ben  C.  Jones,  Jr.,  Secretary. 
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Bowel  Management 
of  the  Irritable  Colon  . . . 


"As  an  aid  in  reestablishing  a normal  rhythm,  the  tem- 
porary use  of  a bland  bulk-producer  . . . may  be  bene- 
ficial. . . . Patients  having  irritable  colon  who  believe  they 
are  suffering  from  constipation  commonly  use  high-residue 
diets, . . . They  may  not  realize  that  this  practice  is  similar 
to  using  irritating  cathartics  or  large  enemas  and  often 
increases  the  tendency  to  constipation  by  increasing 
spasm  of  the  colon.”* 


Metamucil  is  "a  bland  bulk-producer”  which  gently 
initiates  reflex  peristalsis  and  movement  of  the 
intestinal  contents.  The  "smoothage”  therapy  of 
Metamucil  encourages  a return  of  the  normal  func- 
tion of  the  colon  without  irritating  the  mucosa. 


METAMUCIL* 

is  the  highly  refined  mucilloid  of  Plantago  ovata 
(50%),  a seed  of  the  psyllium  group,  combined 
with  dextrose  (50%)  as  a dispersing  agent. 


SEARLE  RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


*Collins,  E.  N.:  The  Diagnosis  and  Treatment  of  Irritable  Colon:  Physiologic,  local, 
Irritative  and  Psychosomatic  Factors,  M.  Clin.  North  America  32:398  (March)  1948. 
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HIGHLAND  HOSPITAL,  INC. 

Founded  in  1904 

ASHEVILLE,  NORTH  CAROLINA 


Affiliated  with  Duke  Ihiiversitr, 

A non-profit  psychiatric  institution,  offering 
modern  diagnostic  and  treatment  procedures — 
insulin,  electroshock,  psychotherapy,  occupational 
and  recreational  therapy — for  nervous  and  mental 
disorders. 

The  Hospital  is  located  in  a sixty-acre  park, 
amid  the  scenic  beauties  of  the  Smoky  Mountain 
Range  of  Western  North  Carolina,  affording  ex- 
ceptional opportunity  for  physical  and  nervous 
rehabilitation. 

The  OUT-PATIENT  CLINIC  offers  diagnostic 
services  and  therapeutic  treatment  for  selected 
cases  desiring  non-resident  care. 

R.  CHARMAN  CARROLL.  M.D., 
Diploniate  in  Psychiatry 
Medical  Director, 

ROBT.  L.  CRAIG,  M.D., 

Diplumate  in  Neurology  and  Psychiatry 

Associate  Director. 


JEFFERSON  HOSPITAL  AND  TRAINING  SCHOOL  FOR  NURSES 

ROANOKE,  VIRGINIA 

A Fully  Equipped  General  Hospital  for  the  Care  of  Medical  and  Surgical  Cases 

No  Dru^  Habitues,  Contagious  or  Mental  Cases  received 

For  further  information  address  WILLIAM  J.  LEBS,  Superintendent. 


Neocurfasal,  trademark  reg.  U.  S.  & Canada 


fNC 


New  York  13,  N.  Y.  Windsor,  Ont 


Water  retention  (excessive  gain  in  weight — • 
pitting  edema)  is  quite  common  in  pregnancy. 
Sodium,  particularly  if  used  excessively, 
accelerates  this  process.  Vice  versa,  sodium 
restriction  can  prevent  water  retention. 

Neocurtasal,  completely  sodium  free  salt,  palat- 
ably seasons  low  sodium  diets.  Neocurtasal 
looks,  tastes,  and  is  used  like  ordinary  table 
salt.  Available  in  convenient  2 oz.  shakers  and 
8 oz.  bottles. 
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hemostatic 


Promptly  and  effectively  controls  bleeding; 


various  types  of  tissue; 


convenient 

Requires  no  cumbersome  preparatory  procedures; 
applied  directly  to  bleeding  surfaces  as  it  comes 
from  the  container; 


practical 

Pliable;  easy  to  apply;  conforms  readily 
to  wound  surfaces; 


versatile 


Available  in  forms  adaptable  to  a maximum  of  uses. 
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GUEST  EDITORIAL 


The  Problem  of  the  False  Positive  Serologic  Test  for  Syphilis 

‘ I ^ HE  subject  of  false  positive  reactions  in  standard  serologic  tests  for  syphilis  is 
of  great  importance  to  the  practicing  physician.  For  the  patient  or  the  individual 
whose  blood  is  being  tested,  it  is  of  paramount  importance,  as  the  diagnosis,  and  the 
physician’s  decision  concerning  treatment  so  often  depends  on  the  laboratory  pro- 
cedure. Because  of  the  increasing  sensitivity  of  serologic  tests  currently  being  used, 
and  in  consideration  of  the  fact  that  the  blood  serologic  tests  are  not  specific  for 
syphilis,  it  behooves  the  physician  to  know  what  conditions  other  than  syphilis  may 
produce  false  positive  reactions. 

False  positive  reactions  fall  into  two  main  categories — the  technical  false  posi- 
tive, and  the  biological  false  positive.  Both  are  of  equal  importance  to  the  physician. 
In  far  too  many  instances  the  establishment  of  a diagnosis  and  the  institution  of 
therapy  depend  on  the  laboratory  test  report  rather  than  on  sound  clinical  evaluation. 

Technical  false  positive  reactions  occur  in  serum  containing  no  antibodies,  and  may 
be  due  to:  1.  Technical  errors  in  the  collection  and  labelling  of  specimens;  2.  The 
use  of  bacterially  contaminated  or  hemolyzed  specimens;  3.  Errors  in  the  performance 
of  the  serologic  tests;  4.  The  use  of  faulty  materials  and  reagents  in  the  tests;  5. 
Errors  in  recording  or  reporting  the  results.  Fortunately,  such  positive  results  are  not 
usually  confirmed  when  rechecked  with  a different  test  or  when  a second  specimen  is 
retested  with  the  same  procedure.  In  well  regulated  laboratories  these  technical  errors 
are  infrequent.  Since  this  type  of  false  positive  reaction  occasionally  may  occur  even 
in  the  best  of  laboratories,  no  patient  ever  should  be  treated  for  syphilis  on  the  Ijasis 
of  a single,  unconfirmed,  positive  blood  serologic  reaction.  The  frecjuency  of  occur- 
rence of  these  false  positive  reactions  is  usually  directly  proportional  to  the  care  ex- 
ercised in  the  j^erformance  of  the  tests  and  the  skill  and  experience  of  the  ndividual 
performing  them. 

In  the  first  laboratory  evaluation  study  conducted  by  the  Virginia  State  Health  De- 
partment, thirty  laboratories  participated  and  only  nine  achieved  satisfactory  ratings 
in  both  sensitivity  and  specificity  in  one  or  more  test  procedures.  Five  laboratories 
had  unsatisfactory  ratings  in  both  sensitivity  and  specificity.  In  this  evaluation  one 
laboratory'  achieved  a specificity  rating  33.  Physicians  who  in  good  faith  used  the 
services  of  this  laboratory  would  receive  positive  serologic  reports  on  perfectly  normal 
persons  in  a ratio  of  sixty-seven  positive  repoi-ts  per  one  hundred  specimens  sub- 
mitted. While  the  results  of  the  study  were  discouraging  to  the  Syphilis  Committee  of 
the  State  Medical  Society  and  the  Staff  of  the  State  Health  Department  they  realized 
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tliat  through  evaluation  studies  private  and  j)ublic  laboratories  could  be  encouraged 
to  improve  their  standards. 

In  the  1948  study  sixty  laboratories  participated  and  all  these  achieved  satisfactory 
ratings  in  specificity  and  sensitivity.  These  results  are  excellent  and  evidence  great 
improvement  in  a period  of  eight  years,  however,  as  a significant  number  of  labora- 
tories performing  serologic  tests  do  not  participate  in  these  studies  the  physician  should 
make  inquiries  to  see  if  the  laboratory  of  his  choice  is  approved  or  not. 

Biological  false  positive  reactions  are  due  to  the  presence  of  antibody-like  sub- 
stances or  alterations  in  the  globulin  fractions  of  the  serum.  Dr.  John  H.  Stokes  of 
the  University  of  Pennsylvania  has  enumerated  about  thirty  conditions  which  render 
frequent,  occasional  or  disputed  biologically  false  positive  serologic  reactions.  Fur- 
ther, investigations  conducted  at  the  Army  Medical  School  by  Dr.  Charles  R.  Rein 
have  disclosed  still  other  diseases  and  conditions  which  may  cause  false  positive 
serologic  reactions.  In  fact,  any  metabolic  disturbance  of  febril  episode  may  at  times 
influence  the  reliability  of  sero-di agnostic  tests  for  syphilis.  Placental  transference  of 
antibodies  from  the  syphilitic  mother's  blood  to  the  newborn  infant  often  gives  a 
temporar}’’  false  positive  serologic  reaction.  .-Vpproximately  one  in  six  infants  born 
with  positive  serology  do  not  have  syphilis,  and  will  have  negative  serology  within 
six  to  twelve  weeks. 

The  following  diseases  and  conditions  have  been  mentioned  as  causes  of  the  false 
positive  reaction:  infectious  mononucleosis,  tuberculosis,  jaundice,  anesthesia,  preg- 
nancy and  the  common  contagious  diseases,  i.  e.,  measles  and  mumps,  smallpox  and 
other  vaccina;  acute  febrile  episodes,  some  forms  of  malignancies  and  certain  virus 
infections.  A few  dermatological  conditions,  psoriasis,  acne,  lupus  vulgaris  and  sebor- 
rheal eczema  have  caused  false  positive  reactions.  Among  the  less  common  conditions 
which  cause  such  false  positive  reactions  are  trypanosomiasis,  malaria,  yaws,  pinta, 
kala-azar,  leprosy  and  relapsing  fever. 

In  addition  certain  normal  individuals  who  are  not  ill  and  who  do  not  have 
syphilis  give  a non-specific  reaction  due  to  antibody-like  substances  or  alterations  in 
the  globulin  fractions  of  the  serums. 

From  the  above  summary  of  the  technical  and  the  biological  factors  influencing 
standard  serologic  tests  for  syphilis,  it  is  apparent  that  the  chance  of  error  in  the  test 
procedure  while  not  great,  is  of  sufficient  significance  to  require  caution  in  the  in- 
terpretation of  test  reports.  In  the  absence  of  a history  of  syphilis  and/or  clinical  evi- 
dence of  infection  there  is  no  urgency  in  prescribing  treatment.  True  the  patient  may 
have  syphilis  in  a latent  phase  of  the  disease,  but,  in  fairness  to  the  patient,  obtain 
repeated  serologic  tests  ov'er  a period  of  time,  keeping  in  mind  the  fact  that  some  of 
the  disease  processes  and  conditions  that  give  biologic  false  reactions  persist  up  to 
ninety  days.  In  the  absence  of  manifest  clinical  signs  remember  “'Fhere  is  no  urgency 
in  latency.” 

E.  M.  Hol:ues,  Jr.,  M.D., 
Richmond  Virginia. 


Editor’s  Note:  Dr.  Holmes  is  assistant  director  of  public  health  of  the  City  of  Richmond. 
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REGIONAL  ILEITIS:  A REPORT  OF  TWO  CASES  WITH  A SUMMARY  OF  THE 

LITERATURE* 


Webster  P.  B.arnes,  M.D., 

K'ctiin  nd,  Virginia. 


My  interest  in  the  subject  of  regional  ileitis  dates 
back  several  years  to  my  first  case  which  I will 
report  later.  Since  that  time  I have  added  another 
of  identical  nature.  These  two  cases  required  re- 
section of  the  terminal  ileum,  cecum,  ascending 
colon  and  the  right  half  of  the  transverse  colon. 

In  a search  of  the  literature  to  find  the  opinion 
of  others  on  this  subject,  I was  confronted  with  a 
multiplicity  of  names,  many  of  which  mean  prac- 
tically the  same  thing.  A few  of  these  are  regional 
ileitis,  regional  enteritis,  terminal  ileitis,  acute  ul- 
cerative ileitis,  phlegmon  of  the  ileum,  non-specific 
ileocolitis,  ulcerative  ileocolitis,  regional  ulcerative 
enterocolitis,  ileocecal  pseudo  tumor,  chronic  cica- 
trizing enteritis,  ulcerous  stenosing  inflammation  of 
the  lower  ileum,  non-specific  intestinal  granuloma, 
and  Crohn’s  disease.  This  list  gives  an  idea  of  the 
various  names  descriliing  different  phases  of  the 
same  pathology.  The  original  name,  terminal  ileitis, 
as  given  by  Crohn,  Ginzburg  and  Oppenheimer,^ \ 
when  the  disease  was  thought  to  be  confined  to  the 
terminal  ileum  alone,  is  now  obviously  inaccurate 
and  misleading,  as  are  many  of  the  other  terms 
which  limit  the  disease  to  the  ileum  or  its  lower 
segment.  Most  of  the  terms  used  were  merely  de- 
scriptive of  the  region  of  the  bowel  in  which  the  dis- 
ease process  occurred  and  gave  no  adequate  infor- 
mation as  to  the  nature  of  the  lesions.  Probably 
the  most  accurate  term  and  one  which  should  be 
universally  accepted  is  “non-specific  inflammatory 
granuloma,”  specifying  the  region  of  the  intestine 
involved,  as  it  is  both  descriptive  of  the  location 
and  the  pathological  nature  of  the  disease. 

In  a study  of  fifteen  or  more  recent  articles  on 
the  subject,  I was  impressed  with  the  all  inclusive 
work  and  review  ljy  Robert  Shapiro^  under  the 
guidance  of  Ravden  and  Johnston.  In  summariz- 
ing the  literature,  he  reviewed  over  two  hundred 
and  eighty  articles,  and  correlated  varying  opinions 
on  the  subject.  With  some  he  frankly  disagrees,  and 
with  others  he  agrees  as  to  pathology,  etiology,  and 
indeed  all  phases  of  the  subject. 

*Read  before  the  Richmond  Academy  of  Medicine,  Feb- 
ruary 17,  1948. 


Anyone  doing  abdominal  surgery  is  apt  to  have 
seen  a number  of  cases  of  ileitis  when  operating 
for  acute  appendicitis,  usually  without  any  gross 
acute  appendiceal  pathology.  Certainly,  the  vast 
majority  of  these  cases  go  on  to  an  uneventful  con- 
valescence and  have  no  further  trouble.  Certain  of 
these  acute  cases,  however,  do  present  themselves 
with  a group  of  symptoms  now  regarded  as  fairly 
typical  and  of  themselves  suggestive  diagnostically. 

The  literature  .shows  that  it  is  not  a new  subject, 
as  the  first  gross,  microscopic  description  was  re- 
ported by  Moore  in  1882.  It  was  next  referred  t;o 
in  1905  when  Willmans  repiorted  a case  of  intesti- 
nal obstruction  following  a chronic  inflammatory 
thickening  of  the  ileocecal  valve  with  resection  and 
recovery.  During  the  next  few  years  a number  of 
cases  were  reported  by  various  authors,  and  there  is 
little  dout)t  that  many  of  the'early  cases  were  classed 
as^l\V]ierplastic  tuberculosis  of  the  cecum  and  colon. 

Its  etiologic  origin  is  unknown,  but  volumes  of 
work  have  been  written  in  attempting  to  assign  a 
causative  organi.sm  only  to  have  such  reports  con- 
demned by  others.  In  1914,  Lawen,  in  his  article 
on  fibroplastic  appendicitis,  advanced  the  theory 
that  these  granulomatous  growths  were  due  to  ex- 
traordinary forms  of  chronic  appendicitis,  and  that 
the  process  began  in  the  appendix  and  then  spread 
to  the  cecum,  ileum  and  ascending  colon.  He  agreed 
with  many  of  the  early  authors  that  these  processes 
had  been  confused  with  hyperplastic  intestinal  tu- 
berculosis and  he  classified  the  lesions  into  three 
main  forms: 

1.  Inflammatory  tumors  of  the  cecum  and  ad- 
jacent colon  not  having  their  origin  in  the 
appendix. 

2.  (a)  Inflammatory  tumors  which,  to  be  sure, 
originate  in  the  appendix,  but  only  implicate 
this  organ  to  a slight  degree  and  extent  by 
involving  the  anterior  or  posterior  abdominal 
wall  (after  appendicitis  and  pericecal  in- 
duration of  the  retroperitoneal  tissues,  etc.), 
(b)  A form  surrounding  the  intestine  and 
omentum  with  the  formation  of  dense  adhe- 
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sions  and  with  what  he  was  pleased  to  describe 
as  fibroplastic  appendicitis. 

3.  Inflammatory  tumors  which  originate  in  the 
appendix  and  which  remain  in  the  main  lo- 
calized in  the  appendix  itself,  cecum,  ascend- 
ing colon  and  terminal  ileum. 

In  1923  Moschcowitz  and  Walenski^  published 
the  first  comprehensive  survey  in  this  country  of 
non-specific  intestinal  granulomas.  The}'  empha- 
sized the  non-specific  origin  of  the  disease  and  also 
the  presence  of  foreign  body  giant  cells,  and  com- 
mented on  the  remarkable  resemblance  of  some  of 
the  cases  to  hyp>erplastic  tuberculosis  of  the  intes- 
tines. After  reviewing  the  literature  on  the  latter 
subject,  they  concluded  that  this  form  of  tuberculo- 
sis was  rather  uncommon,  and  that  many  cases  of 
the  so-called  “hyperplastic  tuberculosis  of  the  colon” 
were  in  reality  simple  inflammatory  processes. 

In  the  ensuing  years  there  were  many  reports  in 
the  literature  on  this  subject.  Horsley^  in  1925  de- 
scribed a case  of  typical  regional  ileitis.  However, 
it  is  to  Crohn,  Ginzburg  and  Oppenheimer,  who  in 
1932  published  their  observations,  that  credit  is 
due  for  arousing  general  interest  in  the  subject. 

Etiology. 

Numerous  authors  have  put  forth  different  theo- 
ries as  to  the  causative  factors  involved  in  the  pro- 
duction of  this  disease. 

1.  Bacteria,  (a)  Bacillus  coli  and  Bacillus  dys- 
enteriae  are  the  chief  organisms  mentioned,  but  there 
is  no  agreement  that  these  are  causative  factors, 
even  though  it  is  well  knowm  that  both  can  cause 
ulcerative  lesions,  (b)  The  tubercular  bacilli  have 
been  mentioned,  only  to  be  ruled  out  as  a causative 
agent;  so  have  all  other  bacteria. 

2.  Bacterial  toxins  have  been  mentioned  as  a 
causative  factor  in  which  the  toxins  might  enter 
through  a break  in  the  mucosa  and  thus  produce  a 
low  grade  inflammatory  action  characterized  by  sud- 
den infiltration,  etc.  This,  however,  seems  unlikely 
since  similar  lesions  have  not  been  encountered  in 
other  conditions  in  which  mucosal  ulceration  is 
known  to  exist. 

3.  Viruses.  There  seems  to  be  no  evidence  in 
support  of  this  theory. 

4.  (a)  Protozoa,  notably  the  Endamoeba  histoly- 
tica, has  been  considered  by  some  as  a possible 
cause,  only  to  have  this  cause  refuted  because  in 
cases  of  amoebic  infestation  the  ascending  colon 


and  lower  ileum  are  practically  uninvolved,  (b) 
The  stenotic  lesion  of  the  hypertrophic  polypoid 
growths,  typical  in  advanced  cases  of  regional  ileitis, 
are  not  characteristic  of  amoebic  infection,  (c) 
Amoebic  dysentery  does  not  extend  into  the  upper 
ileum. 

5.  The  Metazoa  have  been  mentioned.  While 
there  is  considerable  debate  on  this  subject,  }et  it 
is  generally  agreed  that  this  group  of  parasites  can 
produce  lesions  greatly  resembling  regional  ileitis, 
but  they  cannot  be  regarded  as  the  usual  causative 
agent  due  to  the  fact  that  repeated  stool  examina- 
tions in  nearly  all  the  cases  of  regional  ileitis  have 
failed  to  disclose  the  presence  of  the  metazoal  v^'orms. 

6.  Achylia  gastrica  has  been  mentioned.  How- 
ever, it  has  been  proven  that  a majority  of  the  cases 
of  regional  ileitis  have  normal  gastric  juices. 

7.  Allergy.  Kraemer^  calls  attention  to  the 
prominent  enlargement  of  the  mesenteric  lymph 
nodes  in  regional  ileitis  and  suggests  that  possibly 
the  disease  is  primary  in  the  lymph  nodes  with  a 
secondary  allergic  spread  to  the  intestine  by  way  of 
the  mesenteric  lymphatics  due  to  an  overwhelming 
dose  of  infective  agent. 

8.  Foreign  bodies.  These  have  been  implicated 
many  times  as  being  causative  of  non-specific  in- 
testinal granuloma.  While  a foreign  body  may  un- 
doubtedly produce  a non-specific  inflammatory 
growth  in  the  intestine,  it  is  not  the  ordinary  etio- 
logic  agent,  since  in  the  great  majority  of  cases  of 
regional  ileitis,  diligent  search  has  failed  to  reveal 
the  presence  of  foreign  bodies. 

9.  Trauma  has  been  mentioned  as  being  produc- 
tive of  such  a lesion.  The  absence  of  trauma,  how- 
ever, in  most  cases  does  not  lend  support  to  this 
view. 

10.  Non-specific  infiammation  of  the  appendtx.  It 
seems  generall}'  agreed  that  perhaps  the  appendix 
may  sometimes  play  the  role  of  an  etiologic  agent. 
Nevertheless,  the  finding  in  many  cases  of  regional 
ileitis  of  an  appendix  grossly  and  microscopically 
normal  would  seem  to  preclude  the  implication  of 
this  organ  as  the  usual  primary  seat  of  the  patho- 
logical process. 

11.  Impairment  of  the  blood  supply,  such  as  might 
be  encountered  following  intestinal  obstruction,  re- 
current partial  volvulus,  mesenteric  thrombosis, 
hernial  incarceration  and  intussusception.  Any 
of  the  above  factors  can  cause  an  ulceration  in  the 
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mucosa  with  secondary  infection,  connective  tissue 
proliferation,  and  with  ultimate  stenosis  of  the 
lumen.  Those  who  have  seen  cases  caused  by  the 
above  state  that  the  pathology  is  quite  analogous 
to  that  produced  by  regional  ileitis.  Others,  how- 
ever, by  disturbing  the  blood  supply  to  the  bowel 
have  failed  to  produce  similar  lesions. 

12.  Interference  with  the  lymphatic  supply.  The 
theory  has  been  offered  by  Bell®  that  the  etioiogic 
agent  might  be  mucosal  infection  spreading  lo  the 
wall  of  the  intestine  and  producing  edema  of  the 
mesenter)’  due  to  insufficient  lymphatic  drainage,  or 
that  the  infection  began  as  lymphangitis  and  then 
involved  the  wall  of  the  gut.  Sclerosing  materials 
have  been  injected  into  the  lymphatic  vessels  and 
when  injecting  bacteria  with  these  preparations, 
Reichert  and  Mathes'^  were  able  to  produce  edema 
and  extreme  thickening  of  the  wall  of  the  bowel, 
which  changes  were  thought  to  be  permanent. 

13.  Heredity  has  been  mentioned.  It  has  been 
conjectured  that  congenital  predisposition  or  a 
transmissible  etioiogic  factor  played  a part;  how- 
ever, in  the  light  of  the  lack  of  evidence  and  cor- 
roboration by  others,  it  is  very  likely  that  the  find- 
ing of  two  cases  in  the  same  family  was  accidental. 

Since  all  of  these  various  etioiogic  factors  may 
produce  lesions  which  greatly  resemble  one  another, 
one  must,  in  the  absence  of  further  proof,  think 
of  the  possibility  of  regional  ileitis  resulting  from 
a number  of  heterogeneous,  primary  irritating  agents. 

Symptomatology  and  Clinical  Course. 

The  symptoms,  of  course,  vary  with  the  location 
of  the  lesion  and  the  stage  of  the  disease  encoun- 
tered. Crohn,  in  his  original  paper,  divided  the 
sraptoms  into  four  groups: 

1.  Signs  of  “acute  surgical  abdomen.”  These 
patients  exhibit  the  symptomatology  of  an  acute 
intra-abdominal  inflammation  which  cannot  be  dis- 
tinguished preoperatively  from  acute  appendicitis. 
There  are  pain  and  tenderness  in  the  right  lower 
quadrant  if  the  lower  ileum  is  involved;  whereas, 
the  pain  is  higher  in  the  abdomen  if  the  upper 
ileum  or  jejunum  is  involved.  There  are  generalized 
colic  with  fever,  at  times  up  to  103  degrees,  and  a 
moderate  leukocytosis.  The  mass  is  usually  not 
palpable.  At  operation  it  is  readily  seen  that  the 
involved  segment  of  intestine  is  soggy,  edematous, 
reddened  and  greatly  thickened.  The  mesentery  of 
this  {wrtion  of  the  bowel  is  also  edematous  and 


thickened  and  contains  numerous  large  hyperplastic 
lymph  nodes.  There  may  be  a small  amount  of 
clear  fluid  present  in  the  abdominal  cavity.  The  ap- 
pendix often  shows  little,  if  any,  sign  of  pathologi- 
cal involvement,  but,  if  the  lesion  be  confined  to  the 
terminal  ileum,  it  may  be  reddened  along  with  the 
cecum,  or,  in  other  words,  its  pathology  then  is  that 
of  the  adjacent  bowel.  Occasionally  the  appendix 
is  very  seriously  diseased,  and,  if  drainage  is  neces- 
sar)-  or  an  abscess  is  found,  is  prone  to  give  rise  to 
a fistula,  such  as  happened  in  one  of  the  cases  I 
wish  to  report. 

2.  Symptoms  of  ulcerative  enteritis.  These  pa- 
tients have  colicky  pain  with  a low  grade  diarrhea, 
with  stools  containing  mucus  and  blood,  associated 
with  marked  weight  loss  and  a secondary  anemia. 
This  anemia  may  at  times  become  very  severe  and 
the  patient’s  wasting  very  marked.  One  rarely  sees 
the  tenesmus  and  griping  at  stools  with  urgency 
which  is  fairly  characteristic  of  colitis  and  rectal 
disease.  Often  these  cases  run  a low  grade  fever. 

3.  Symptoms  of  chronic,  incomplete,  intestinal 
obstruction.  The  stage  of  ulceration  is  followed  by 
a stenotic  phase,  and  it  appears  from  the  literature 
that  this  phase  may  occur  in  a patient  who  has  had 
the  symptoms  of  the  two  milder  stages  and  occa- 
sionally the  first  indication  of  the  disease  may  be 
signs  of  incomplete,  intestinal  obstruction.  This 
obstruction  is  due  to  extreme  thickening  of  the  wall 
of  the  intestine  with  resulting  narrowing  of  its 
lumen,  the  chief  symptoms  being  severe  abdominal 
cramps,  borborygmus  and  visible  peristalsis.  Pain 
at  times  seems  relieved  by  defecation,  only  to  re- 
turn a short  time  later.  There  may  be  vomiting, 
which  is  usually  intermittent  in  type  and  is  not  that 
of  an  impending  obstruction.  During  this  stage  of 
the  development,  a mass  is  usually  present  in  the 
lower  right  abdomen,  and  almost  invariably  so  if 
the  lower  ileum  is  the  site  of  the  pathology.  How- 
ever, with  upper  ileum  or  jejunal  involvement,  the 
mass  may  be  higher  up,  as  mentioned  above. 

4.  Chronic  fistula  formation.  These  fistulae  oc- 
cur late  in  the  disease  unless  there  has  been  earlier 
surgery,  and  are  formed  as  a result  of  slow  perfora- 
tion of  the  ulcers.  A peculiarity  of  these  fistulae 
is  that,  in  contra-distinction  to  fistulae  of  appendicu- 
lar origin  which  tend  to  heal,  they  fail  to  close 
spontaneously  and  resist  simple  operative  closure 
usually.  They  may  be  of  a number  of  typ>es,  de- 
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pending  upon  the  bowel  which  happens  to  be  in 
close  proximity  to  the  diseased  segment,  and  often 
Ijecome  external  through  the  incision  after  surgery. 
Indeed,  a fistula  appearing  and  persisting  after  an 
appendectomy  for  supix)sed  acute  appendicitis  is 
almost  diagnostic  of  ileitis.  Perirectal  abscess  is 
also  given  as  a frequent  complication  and  is  often 
one  of  the  earliest  manifestations  of  the  disease. 

5.  X-ray  findings.  In  the  early  acute  case  there 
may  be  no  significant  abnormal  finding  on  x-ray, 
but  as  the  disease  progresses  a fairly  constant  de- 
fect is  noted  in  the  affected  loop  of  bowel.  The  de- 
gree of  this  filling  defect,  of  course,  depends  upon 
the  extent  of  the  stenosis  present.  “The  string  sign,” 
which  is  considered  pathognomonic  of  an  advanced 
case,  represents  a thinned  out,  barium  filling  of  a 
greatly  narrowed  intestinal  lumen.  .A.  failure  to 
demonstrate  this,  however,  does  not  exclude  the 
condition,  as,  of  course,  other  stenosing  processes 
also  occur  in  the  small  bowel.  The  x-ray,  however, 
connected  with  the  story  should  lead  one  to  the 
right  diagnosis. 

P.ATHOI.OGICAL  AnATOMY. 

In  its  acute  stage  the  disease  shows  in  the  af- 
fected portion  a blotchy,  soggy,  edematous  mass  of 
greatly  thickened  and  greatly  reddened  bowel.  Its 
mesentery  is  also  thickened  and  edematous  and  con- 
tains a number  of  large  hyperplastic  glands.  The 
serosa  presents  a mottled  red  appearance  and  often 
there  is  found  a small  amount  of  serous  fluid  in  the 
cavity.  In  the  latest  stages,  the  pathological  changes 
having  become  more  advanced,  the  diseased  bowel 
presents  the  appearance  of  a thick,  firm,  rigid,  un- 
}ielding  tube  not  unlike  a garden  hose,  with  its 
mesentery  greatly  thickened.  There  is  a marked 
tendency  toward  perforation  which  is  combated  by 
the  formation  of  adhesions  to  the  parietal  perito- 
neum, omentum,  or  adjacent  viscera.  The  diseased 
segment  is  very  sharply  demarcated  from  the  nor- 
mal intestine.  The  lumen  of  the  bowel  is  greatly 
constricted  and  distorted,  at  times  being  almost 
obliterated,  with  the  lumen  above  the  obstruction  be- 
coming dilated  as  the  obstruction  becomes  more 
complete.  The  mucosa  is  edematous  and  shows  a 
series  of  ulcerations,  and  the  serosa  is  thickened  and 
fibrosed,  and  at  times  presents  tubercle-like  struc- 
tures on  its  surface.  It  is  these  which  have  caused 
so  much  confusion  and  faulty  diagnosis  at  the  oper- 
ating table,  leading  the  surgeon  to  call  the  simple 


granulomatous  lesions  “hyperplastic  tuberculosis  of 
the  intestines.”  Histologic  sections,  of  course,  confirm 
the  gross  thickening  of  the  intestinal  walls  as  indeed 
all  the  layers  of  the  walls  are  involved  in  the  proc- 
ess with  varying  amounts  of  fibrosis,  the  mucosa 
showing  irregular  ulcerations  containing  many  neu- 
trophils and  foreign  body  giant  cells. 

Differential  Diagnosis. 

It  is  important  that  regional  ileitis  be  differen- 
tiated at  operation  from  a number  of  conditions 
which  may  mimic  it,  both  in  symptomatolog}  and 
not  infrequently  in  gross  appearance. 

1.  Neoplasm,  sarcoma  and  carcinoma  of  the  in- 
testine may  simulate  regional  ileitis,  so  much  so 
that  the  diagnosis  of  inoperable  carcinoma  has  been 
made  at  the  operating  table  in  numerous  instances 
of  regional  ileitis,  and  the  true  condition  has  re- 
mained unrevealed  until  microscopic  studies  of  the 
diseased  bow'el  had  been  completed.  Carcinoma  of 
the  jejunum  and  ileum  is  a very  rare  condition, 
however,  and  sarcoma  of  the  intestine  is  equally 
rare,  and  rarer  still  does  it  cause  a stricture.  Biopsy 
of  the  regional  lymph  node  for  histologic  study  will 
aid  in  the  diagnosis. 

2.  Hyperplastic  intestinal  tuberculosis.  Intesti- 
nal tuberculosis  in  individuals  with  pulmonary 
tuberculosis  is  by  no  means  uncommon  and  fre- 
quently occurs  in  patients  with  active  pulmonary 
lesions.  This  type  of  intestinal  tuberculosis  is 
characterized  by  the  presence  of  ulcerated  lesions 
scattered  throughout  the  jejunum  and  ileum,  and 
to  a lesser  degree  in  the  colon.  These  ulcers  lie, 
more  or  less,  in  the  transverse  axis  of  the  bowel,  and 
the  serosal  tubercles  on  the  external  surface  give 
one  the  means  of  identifying  the  lesions.  H}per- 
plastic  intestinal  tuberculosis  of  the  ileum  alone  is 
almost  never  seen.  Final  differentiation,  however, 
may  be  made  by  guinea  pig  inoculation  and  by 
staining  sections  of  the  intestine  for  tubercle  bacilli. 
In  all  instances  of  regional  ileitis  both  of  these 
procedures  have  consistently  yielded  negative  re- 
sults. 

3.  Ulcerative  colitis.  Diagnosis  in  this  condition, 
of  course,  is  usually  readily  recognized  by  roent- 
genological study  in  conjunction  with  opaque  media 
and  sigmoidoscopy;  however,  in  those  forms  of  coli- 
tis involving  only  the  proximal  wall  of  the  colon 
in  which  there  are  no  lesions  of  the  sigmoid  and 
rectum,  differentiation  is  quite  difficult.  These  cases 
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may  be  recognized  by  the  spasm  deformity  of  the 
portions  of  tlie  colon  involved  and  by  obliteration  of 
the  haustra.  The  final  diagnosis  rests  on  a roent- 
genologic basis.  In  cases  of  regional  ileitis  with 
colonic  involvement  (as  both  my  cases  were)  there 
is  a slight  diarrhea,  high  temperature,  prostration 
and  abdominal  tenderness. 

4.  Actinomycosis.  The  intestinal  fonn  of  this 
disease  usually  originates  in  the  cecum  and  fre- 
quenth'  results  in  the  formation  of  a mass  in  the 
right  lower  quadrant.  It  is,  of  course,  exceedingly 
rare.  The  diagnosis  is  made  by  finding  “sulphur” 
granules  in  the  discharge. 

5.  Syphilis  is  very  rare  in  the  intestine,  but  may 
occur  both  as  a congenital  and  as  a primary  con- 
dition. The  former  lesions^are  found  most  often  in 
the  terminal  ileum  where  the  healing  of  syphilis  ul- 
ceration produces  constriction  and  stenosis.  Pri- 
mary s}philis  of  the  intestine,  however,  has  a pre- 
dilection for  the  lower  end  of  the  colon  and  rectum 
and  thus  offers  less  of  a diagnostic  problem. 

6.  Hodgkin’s  disease  may  be  differentiated  from 
regional  ileitis  by  hi.stologic  examination  of  a re- 
gional hanph  node. 

7.  Appendicitis  in  the  acute  stage  is  impossible 
to  differentiate  from  acute  ileitis.  An  abnormally 
high  fever  and  the  presence  of  loose  stools  should 
sen-e  to  remind  one  of  the  possibility  of  ileitis. 

8.  Other  lesions,  such  as  mesenteric  lymphadeni- 
tis, ovarian  cyst  with  a twisted  pedicle,  postopera- 
tive adhesions,  appendiceal  abscess,  Meckel’.s  di- 
verticulum with  tumor,  tubo-ovarian  tumors,  etc., 
may  likewise  confuse.  Final  differentiation  again 
is  on  a roentgenological  basis. 

St.atistical  Studies. 

-Analysis  of  cases  reported  shows  that  it  occurs 
in  males  slightly  more  than  in  females,  and  not  in 
the  ratio  of  2 to  1 as  Crohn  originally  reported. 

Treataient. 

The  treatment  depends  on  the  stage  of  the  dis- 
ease and  the  condition  of  the  patient.  In  the  acute 
stage  there  is  no  agreement  of  opinion  as  to  the 
surgical  precedure  of  choice.  Some  observers  recom- 
mend radical  surgery  in  the  acute  stage  (enteros- 
tomy, resection,  short-circuiting)  because  of  the 
frequently  progressive  character  of  the  di.sease.  On 
the  other  hand,  the  more  recent  tendency  has,  for 
the  most  part,  been  toward  a conservative  mode  of 
therapy,  i.e.,  an  exploratory  operation  with  no  op- 


eration on  the  intestine  per  se.  It  has  been  my  ex- 
perience that  practically  all  of  the  cases  which  we 
have  observed  in  their  acute  phase  have  subsided 
entirely  and  have  caused  no  further  symptoms.  I 
know  of  no  way  by  which  one  can  determine  in  a 
given  acute  ease  whether  it  is  going  to  respond  sat- 
isfactorily to  conservative  treatment  or  whether  it 
will  go  on  to  the  ulcerating,  stenosing  and  luminal 
y obliterating  lesions.  It  would  seem  wise  not  to  op- 
• erate  radically  until  the  extent  of  the  spread  of  the 
lesion  has  been  detennined,  and  then  the  resectioned 
level  should  extend  well  beyond  the  grossly  diseased 
area.  In  the  chronic  stage  of  the  disease,  the  pa- 
tients show  only  wasting,  low  grade  fever,  anemia, 
varying  degrees  of  abdominal  discomfort,  loss  of 
weight,  at  times  to  an  alarming  degree,  and  appear 
very  chronically  ill.  In  this  chronic  stage,  surgical 
treatment  is  undoubtedly  the  sole  procedure  to  be 
recommended,  at  which  time  it  is  equally  as  im- 
portant to  excise  the  diseased  portions  of  mesentery 
along  with  the  bow’el  itself.  Operations  designed  to 
short-circuit  the  diseased  areas  seem  less  satisfac- 
tory' than  those  in  which  the  diseased  areas  have 
been  widely  excised.  Resection  of  the  diseased  por- 
tion of  the  intestine,  however,  has  relieved  all  symp- 
toms in  67.9  per  cent  of  patients  in  whom  this 
procedure  was  employed. 

The  literature  is  filled  with  cases  of  recurrence 
of  symptoms  after  a too  conservative  resection  in 
which  portions  of  the  diseased  bowel  have  been 
left  in  place.  Oppenheimer  suggests  dividing  the 
ileum  at  least  twelve  inches  above  the  disease  which 
is  both  visible  and  palpable. 

Case  Reports. 

Case  I.  J.  F.  K.,  age  14  years,  was  first  seen  by 
me  in  June,  1943,  complaining  that  in  the  past  8 
weeks  he  had  lost  his  appetite  and  26  pounds  in 
weight,  and  he  felt  tired  almost  constantly.  He  had 
vague  abdominal  pains  aggravated  by  taking  food. 
His  mother  stated  that  normally  he  was  very  ath- 
letic. 

His  height  was  5 ft.  4 in.,  weight  104  pounds. 
-At  times  he  had  a temperature  of  100  degrees.  His 
tonsils  were  diseased.  Blood  examination  revealed 
a hemoglobin  of  74  per  cent,  red  blood  cells  4,500,- 
000,  w’hite  blood  cells  11,700,  polymorphonuclears 
67  per  cent,  and  eosinophils  2 per  cent.  Sedimenta- 
tion rate  21.  Blood  Wassermann  was  negative. 
Urinalysis  was  negative.  Stool  examination  was 
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negative  except  for  a trace  of  blood.  The  State 
Laboratory  reported  blood  cultures  and  agglutina- 
tion tests  negative;  stool  culture  positive  for  Proteus 
morganii.  Chest  x-ray  was  negative. 

Gastrointestinal  x-ray  was  as  follows:  “Prelimi- 
nary fluoroscopic  examination  of  the  chest  does  not 
reveal  anything  of  clinical  significance. 

“Stomach  is  normal  in  size  and  shows  no  filling 
defect.  Peristalsis  is  normal  and  the  waves  pass  to 
the  extreme  pylorus  without  any  interruption.  The 
duodenal  bulb  fills  well  and  appears  entirely  nor- 
mal from  both  directions.  The  course  of  the  duo- 
denum is  normal  and  the  stomacli  empties  at  a 
moderate  rate  of  speed. 

“Five-hour  examination.  The  stomach  is  empty. 
The  structures,  however,  are  not  well  identified. 

“Twenty-four-hour  examination:  The  colon  is 
empty  except  for  a few  traces  in  the  rectum  and 
the  lower  sigmoid.  The  appendix  is  not  seen. 

“The  films  of  the  stomach  verify  the  fluoroscopic 
impression,  and  nothing  indicative  of  an  organic 
lesion  is  seen  in  the  stomach  or  duodenum.  The 
five-hour  film  shows  the  transverse  colon  fairly  well 
filled  with  marked  prominence  of  the  haustral  seg- 
ments. There  are  a few  strands  of  barium  occupy- 
ing a normal  position  in  the  cecum  and  ascending 
colon.  The  appendix  is  not  identified. 

“Conclusion:  There  is  no  evidence  of  an  organic 
lesion  involving  the  stomach  or  small  intestines. 
The  failure  of  the  cecum  and  ascending  colon  to  be 
properly  filled  and  to  be  identified,  is  highly  signifi- 
cant. This  should  be  checked  by  means  of  a barium 
enema,  which  was  attempted,  but  could  not  be  done 
because  of  the  inability  to  insert  the  rectal  tube. 
Advise  proctoscopic  examination,  and  if  there  is 
no  mass  interfering  with  the  insertion  of  the  rectal 
tube,  a barium  enema  may  then  be  done  at  a later 
date.  The  transverse  colon  appears  markedly  spastic 
and  there  is  a hypermotility  of  the  large  bowel, 
which  is  often  noted  in  tuberculosis  of  the  cecum.” 

The  patient  left  the  hospital  on  July  3,  1943, 
and  was  put  under  the  care  of  his  family  physician. 
After  a trial  at  sulfa  therapy,  low  residue  diet,  etc., 
his  condition  improved.  Shortly  after  this  his  fam- 
ily physician  entered  the  Armed  Services  and  the 
patient  was  not  heard  from  again  until  late  Oc- 
tober, 1943,  when  he  returned  complaining  of  being 
tired,  cross  and  weak.  He  had  entered  school  as 
usual  but  was  unable  to  take  part  in  athletics.  Dur- 


ing the  past  two  or  three  weeks  he  had  lost  fifteen 
pounds,  his  appetite  was  very  poor,  and  there  was 
almost  constant  vague  abdominal  discomfort  with 
occasional  vomiting.  His  hemoglobin  was  66  per 
cent  and  red  blood  count  3,930,000.  In  view  of 
the  previous  x-ray  report,  it  was  not  thought  neces- 
sary to  repeat  that  examination.  The  diagnosis  was 
tuberculosis  of  cecum,  or  ileitis  with  cecal  and  as- 
cending colon  involvement. 

Transfusions  were  given,  and  on  November  3rd 
the  diseased  ileum,  cecum,  ascending  colon  and 
right  half  of  the  transverse  colon  were  excised  with 
an  end-to-side,  ileum  to  colon  anastomosis.  His 
convalescence  was  gratifyingly  smooth.  The  speci- 
men removed  showed  marked  thickening  of  the  last 
12  to  14  inches  of  ileum,  cecum  and  lower  half  of 
the  ascending  colon,  the  lumen  being  almost  oblit- 
erated in  places.  The  mesentery  was  studded,  with 
large  glands. 

Microscopic  report  by  Dr.  Frank  L.  Apperly 
was  as  follows:  A very  acute  inflammation  and 
necrosis  of  mucous  membrane,  a great  thickening 
of  the  submucosa  and  subserosa  with  edema  and 
subacute  inflammatory  cells.  Diagnosis:  Ileitis 
with  marked  involvement  of  cecum  and  ascending 
colon. 

Since  that  time  his  health  has  been  excellent  and 
today  he  would  be  the  apple  of  any  football-line 
coach’s  eye. 

Case  II.  Miss  E.  A.,  age  20  years,  was  first  seen 
in  May,  1945,  when  she  came  to  the  office  for  dress- 
ing of  a sinus  which  had  persisted  for  several  months 
following  appendectomy  with  drainage  elsewhere. 
She  stated  that  her  doctor  had  told  her  she  had 
the  worst  case  of  appendicitis  that  he  had  ever 
seen.  After  several  weeks  of  dressing  the  sinus,  it 
showed  no  tendency  toward  healing.  We  then  be- 
gan to  wonder  about  the  cause  of  the  delay.  Did 
we  have  a foreign  body  (fecal  concretion)  in  the 
abdomen?  Had  the  operator  used  a non-absorbing 
suture  when  removing  the  appendix?  Or,  were  we 
dealing  with  a case  of  ileitis  with  fistula  formation? 
I wrote  the  surgeon  who  had  removed  the  appendix, 
asking  him  whether  the  appendix  had  ruptured  and 
whether  he  had  used  non-absorbable  suture  mate- 
rial at  operation.  His  reply  stated  only  that  hers 
was  a very  bad  case  of  appendicitis  and  that  he 
remembered  nothing  unusual  about  it. 

A revised  history  gave  us  an  additional  clue  to 
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the  diagnosis,  namely,  that  the  illness  had  preceded 
appendectomy  by  four  or  five  months,  during  ^\hich 
time  she  had  had  abdominal  pain,  griping,  nausea, 
at  times  very  marked,  associated  with  a loss  of 
appetite  and  a loss  of  twelve  or  fifteen  pounds  of 
weight. 

On  February  11,  1946,  we  explored  the  abdomen, 
finding  that  the  fistulous  tract  had  originated  in 
the  ileum  about  3 inches  above  the  cecum.  The 
lower  8 or  10  inches  of  the  ileum  was  much  thick- 
ened and  edematous,  the  serosa  being  covered  by  a 
heavy  plastic  exudate.  The  mesentery  of  this  por- 
tion of  the  bowel  contained  many  large  lymph 
nodes.  We  were  not  prepared  to  do  a resection  of 
the  bowel.  The  patient,  her  family,  and  the  family 
physician  had  not  been  told  of  this  possibility,  nor 
did  we  feel  that  the  patient  was  properly  prepared 
for  such  surgery.  After  a hurried  consultation 
among  our  staff  we  excised  the  fistulous  tract  and 
the  wound  healed  by  primary  union  and  remained 
so.  Her  convalescence  was  uneventful. 

She  was  put  on  a low  residue  diet,  mineral  oil, 
and  antispasmodics.  She  regained  her  weight  and 
felt  well  until  after  a series  of  social  events  which 
took  her  out  of  town  during  the  late  spring  and 
early  summer.  She  returned  early  in  July,  1946, 
rather  despondent,  twenty-five  pounds  underweight, 
and  with  an  aggravation  of  all  her  former  symp- 
toms. Her  hemoglobin  was  66  per  cent,  red  blood 
count  4,900,000. 

Gastrointestinal  x-ray  on  July  10th  was  as  fol- 
lows: “General  preliminarj-  fluoroscopic  observation 
of  the  chest  does  not  reveal  anything  of  clinical  sig- 
nificance. 

“Stomach  is  normal  in  size,  and  shows  no  filling 
defect.  Peristalsis  normal  and  the  waves  pass  to 
the  extreme  pylorus  without  any  interruption.  The 
duodenal  bulb  fills  well  and  appears  entirely  nor- 
mal from  both  directions.  The  course  of  the  duo- 
denum is  normal  and  the  stomach  empties  at  a 
moderate  rate  of  speed. 

“Six  hour:  Stomach  is  empty.  The  progress  of 
the  barium  column  is  uncertain.  There  is  a very 
string)-  shadow  occupying  the  region  of  the  cecum, 
ascending  colon,  and  hepatic  flexure. 

“Twenty-four  hour:  Small  intestines  empty.  Pa- 
tient has  had  four  or  five  stools  and  the  entire 
colon  is  empty.  The  barium  enema  is  to  be  run  in 
four  days. 


“Barium  enema,  July  ISth:  The  barium  flows 
without  obstruction  from  the  rectum  to  the  cecum 
and  into  the  terminal  ileum  for  quite  a distance. 
The  left  half  of  the  transverse  colon,  descending 
colon,  and  sigmoid  appear  normal.  The  ascending 
colon  is  deformed  and  the  cecum  is  practically  ob- 
literated. The  terminal  ileum,  adjacent  to  the  cecum 
for  about  two  inches,  is  narrowed,  but  the  ileum 
beyond  this  point  appears  approximately  normal. 

ruptured  appendix  has  been  removed. 

“Conclusion:  Patient  has  an  organic  lesion  in- 
volving the  terminal  ileum,  the  cecum,  ascending 
colon,  and  the  right  half  of  the  transverse  colon. 
The  condition  is  considered  to  be  a terminal  ileitis 
which  has  extended  upward  to  involve  the  colon  as 
far  as  the  middle  of  the  transverse  portion.  Noth- 
ing of  clinical  significance  is  seen  in  the  stomach 
or  in  the  duodenum.  There  is  no  evidence  of  ob- 
struction in  the  gastrointestinal  tract.” 

On  August  21,  after  a week’s  oral  administration 
of  amino  acid  and  a transfusion  of  500  cc.  of 
whole  blood,  we  explored  the  abdomen.  We  made 
a low  right  rectus  incision  and  did  a resection  of 
the  terminal  twelve  to  fourteen  inches  of  ileum, 
cecum,  and  ascending  and  right  half  of  the  trans- 
verse colon — all  for  regional  ileitis.  Several  very 
large  mesenteric  nodes  were  noted.  The  end  of  the 
transverse  colon  was  closed,  using  the  interrupted 
sutures  and  fat  tags  sewn  lightly  over  the  end,  fol- 
lowing which  the  end  of  the  ileum  was  anastomosed 
to  the  side  of  the  transverse  colon.  The  operative 
area  was  liberally  dusted  with  sulfanilimide  pow- 
der and  the  wound  closed  in  the  usual  manner. 

Postoperatively  she  received  another  500  cc. 
of  whole  blood  and  500  cc.  of  plasma.  Her  conva- 
lescence was  remarkably  smooth  and  she  left  the 
hospital  on  her  19th  postoperative  day. 

The  pathological  report  of  the  ileum  and  right 
colon  was  as  follows; 

“Gross  examination  of  cecum  and  8 to  10  inches 
of  adjacent  ileum  and  colon.  The  bowel  is  swollen 
and  edematous  with  large  lymph  nodes  in  the 
mesenter)'.  On  opening  there  is  a granular  ulcerated 
appearance  in  the  cecum  with  a red  edematous 
colon.  Microscopic  examination;  Section  from 
the  intestine  shows  marked  edema  with  hemorrhage 
separating  the  mucosal  glands.  There  is  also  granu- 
lation tissue  in  the  submucosa  and  wall.  This  is 
very  marked,  and  there  are  scattered  foci  of  round 
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cells  with  occasional  foreign  body  giant  cells.  The 
lymph  nodes  show  a subacute  chronic  lymphadenitis 
with  again  giant  cells  and  mixed  cell  infiltration. 
Diagnosis:  Subacute  ileitis.” 

When  last  seen,  the  patient  was  entirely  com- 
fortable. The  tendency  toward  liquid  bowel  move- 
ments had  subsided.  She  was  eating  a regular  diet 
and  she  weighed  more  than  at  any  previous  time. 

Conclusion 

These  two  cases  are  presented  mainly  because  of 
their  rarity,  but  partly  because  they  illustrate  rather 
extreme  end-results  of  a rather  common  lesion,  acute 
ileitis. 
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England  Under  National  Health  Act. 

Since  the  National  Health  Service  Act  has  been 
in  effect  in  England,  doctors’  offices  are  overcrowded 
by  persons,  “many  of  whom  have  little  or  nothing 
the  matter,  seeking  medical  advice,”  says  the  Lon- 
don correspondent  in  a recent  issue  of  The  Journal 
of  the  American  Medical  Association. 

“What  may  happen  if  we  have  a winter  epidemic 
of  some  kind  is  a nightmare  for  the  physician,”  his 
foreign  letter  says,  adding: 

“The  demands  for  drugs  and  apparatus  is  ex- 
cessive. For  the  first  three  months  of  the  service 
the  national  bill  for  eye  testing  and  spectacles 
amounted  to  nearly  $4,000,000,  for  drugs  $7,600,000 
and  for  dentists,  including  dentures,  $4,900,000. 
These  figures  do  not  include  the  cost  of  treatment 
and  appliances  provided  through  the  hospitals. 

“.An  abuse  of  the  Health  Service  has  occurred, 
the  extent  of  which  cannot  be  stated  because  of  the 
secrecy  of  the  practice.  A woman  obtains  a prescrip- 
tion from  a doctor  for  which  she  has  little  if  any 
need.  Perhajis  she  shams  illness.  She  takes  the 
prescription  to  a pharmacist  and  trades  the  pre- 
scription for  cosmetics  or  other  things  which  he  sells. 
'Pile  jiharmacist  has  no  difficulty  in  getting  payment 
for  the  prescription,  as  he  returns  it  with  those  that 
he  has  dispensed.  Both  score  over  this  fraud.  The 
woman  obtains  her  cosmetics  for  nothing  and  the 


pharmacist  probably  makes  an  increased  profit  on 
this  sale  of  cosmetics.” 

“A  crowning  bit  of  extravagance  may  be  men- 
tioned,” the  article  continues.  “Foreigners  who  come 
to  this  country  are  to  be  entitled  to  free  medical  at- 
tention at  the  public  expense  for  the  first  two 
months.” 

How  Old  Are  You? 

Youth  is  not  a time  of  life — it  is  a state  of  mind; 
it  is  a temper  of  the  will,  a quality  of  the  imagina- 
tion, a vigor  of  the  emotions,  a predominance  of 
courage  over  timidity,  of  the  appetite  for  adven- 
ture over  love  of  ease. 

Nobody  grows  old  by  merely  living  a number  of 
years.  People  grow  old  only  by  deserting  their 
ideals.  Years  wrinkle  the  skin,  but  to  give  up 
enthusiasm  wrinkles  the  soul.  Worry,  doubt,  self- 
distrust, fear  and  despair — these  are  the  long,  long 
years  that  bow  the  head  and  turn  the  growing 
spirit  back  to  dust. 

Whether  seventy  or  sixteen,  there  is  in  every  be 
ing’s  heart  the  love  of  wonder,  the  sweet  amaze- 
ment at  the  stars  and  the  starlike  things  and 
thoughts,  the  undaunted  challenge  of  events,  the  un- 
failing childlike  appetite  for  what  next,  and  the  joy 
and  the  game  of  life. 
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DIAGNOSIS  AND  TREATMENT  OF  MALIGNANT  TUMORS  OF  OVARY* 

Charles  Bruce  Morton,  2nd.,  M.D., 

Professor  of  Clinical  Surgery  and  Gynecology, 

University  of  Virginia, 

Charlottesville,  Virginia. 


Historicall}-,  it  may  be  pertinent  and  of  some  in- 
terest to  recall  to  your  attention  the  fact  that  the  first 
ovariotomy  in  the  world  was  performed  in  1809  by 
Ephriam  McDowell,  a native  of  Virginia  practic- 
ing in  Danville,  Kentucky.  The  patient,  a Mrs. 
Crawford,  survived  and  lived  for  more  than  thirty 
years  afterward. 

Although  a complete  discussion  of  malignant  tu- 
mors of  the  ovary  should  probably  be  based  on  some 
sort  of  pathologic  classification,  I shall  not  ven- 
ture now  into  that  difficult  and  uncertain  field.  For 
our  immediate  purposes  it  will  be  sufficient  to  rec- 
ognize that  most  malignant  tumors  of  the  ovary  and 
parovarium  are  carcinomas,  with  rather  rare  in- 
stances of  sarcoma.  It  seems  desirable  also  to  ex- 
clude from  this  discussion  secondary  and  metastatic 
ovarian  malignancies. 

Primary  malignant  ovarian  and  parovarian  tu- 
mors are  serious  for  several  reasons.  They  are  often 
insidious  in  onset,  frequently  causing  no  symptoms 
until  a late  and  sometimes  hopeless  stage.  They 
often  present  great  difficulties  in  differential  diag- 
nosis, being  easily  confused  with  other  neoplasms, 
both  benign  and  malignant,  and  with  still  other 
diseases  than  those  of  neoplastic  origin.  They  are 
often  difficult  to  treat,  being  sometimes  so  related 
to  other  structures  that  surgical  removal  is  danger- 
ous, or  so  constituted  pathologically  that  they  are 
unresponsive  to  radiotherapy.  Finally,  they  are 
frequently  unpredictable  in  their  course  and  their 
prognosis  is  more  often  poor  than  not. 

The  difficulties  of  preoperative  diagnosis  are 
highlighted  by  the  statistical  fact  that  few  malig- 
nant ovarian  tumors  are  diagnosed  preoperatively. 
The  first  requisite  in  diagnosis  is  to  bear  in  mind 
the  possibility.  It  is  said  (Curtis)  that  15%  of  all 
ovarian  tumors  are  malignant  and  in  50%  of  the 
cases  they  are  bilateral. 

Diagnosis 

From  the  standpoint  of  diagnosis,  the  bimanual, 
vagino-abdominal  examination  is  by  all  odds  the 

*Read  as  part  of  the  “Symposium  on  Malignant 
Growths”,  offered  by  the  Medical  College  of  Virginia 
and  the  University  of  Virginia,  March  22-27,  1948,  Rich- 
mond. 


physician’s  most  potent  weapon.  Because  the  symp- 
toms of  malignant  ovarian  tumors  are  so  insidious 
and  appear  late  or  not  at  all  patients  must  be  en- 
couraged to  have  pelvic  examination  periodically, 
regardless  of  symptoms,  and  to  seek  examination 
immediately  if  any  regional  symptoms  make  their 
appearance.  As  a corollary,  the  physician  must  form 
the  habit  of  making  pelvic  examinations  in  all 
adult  female  patients  and  must  familiarize  himself 
with  the  important  features  of  the  examination.  In 
case  of  inability  to  accurately  outline  the  pelvic 
organs  by  bimanual  examination,  the  patient  should 
1)6  referred  to  a gynecologist  who  must  employ  anes- 
thesia if  necessary  to  accomplish  accurate  examina- 
tion and  overcome  the  handicaps  of  obesity,  tense 
musculature,  a small  introitus,  hypersensitiveness, 
or  any  others. 

It  must  be  recognized  that  ovarian  malignancy 
may  first  evidence  itself  by  s\Tnptoms  referred  to 
other  organs  or  regulations.  Initial  bladder  or  rectal 
symptoms  are  not  uncommon.  Abdominal  enlarge- 
ment due  to  ascites  may  be  the  first  manifestation. 
Indigestion  due  to  widespread  peritoneal  implants 
may  be  primary.  A supraclavicular  mass  may  ap- 
pear early.  It  is  very  important  to  remember  that 
any  symptoms  or  signs  may  be  misinterpreted  in  the 
face  of  a small  and  easily  overlooked  malignant 
ovarian  tumor. 

Any  ovarian  enlargement  or  asymmetry,  regard- 
less of  the  patient’s  age,  but  especially  in  women 
over  forty,  is  an  indication  for  additional  pelvic 
examinations  at  two  to  four  week  intervals  and  im- 
mediate gynecologic  consultation  if  enlargement 
persists  or  increases.  Of  course,  many  young  women 
are  found  with  follicular  and  cor])us  luteum  cysts 
that  can  be  removed  from  the  shadow  of  suspicion 
by  careful  observation.  Probably  few  greater  sur- 
gical crimes  are  committed  than  the  surgical  re- 
moval of  the  l)enign  ovary  in  young  women.  In 
most  if  not  all  other  instances  of  ovarian  enlarge- 
ment operative  exploration  is  indicated.  The  risk 
of  operation  in  such  cases  is  much  less  than  the  risk 
of  waiting. 

One  must  not  lose  sight  of  the  fact  that  in  addi- 
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tion  to  bimanual  pelvic  examination  there  are  cer- 
tain special  examinations  that  may  be  of  great  aid 
in  diagnosis.  No  physician  should  be  without  the 
vaginal  speculum,  the  proctoscope,  and  of  course 
the  facilities  for  urinalysis,  blood-cell  count  and 
smear  examination.  The  gynecologist  and  others 
trained  in  special  fields  may  contribute  to  the  di- 
agnostic data,  positively  or  negatively,  by  such  pro- 
cedures as  cystoscopy,  roentgenography,  endocrine 
assays,  peritoneoscopy  and  colposcopy.  There  is 
nothing,  however,  in  the  foreseeable  future  to  change 
greatly  the  fact  that  most  diagnoses  must  be  con- 
firmed finally  at  operation. 

When  the  female  patient  consults  the  physician,  a 
good  history  is  indispensable.  Change  in  menstrual 
habits,  prepubertal  and  postmenopausal  bleeding, 
vaginal  discharges,  change  in  urinary  habits  and 
other  urinary  tract  symptoms,  change  in  bowel  hab- 
its, lower  abdominal  or  pelvic  pain  or  pressure 
sensations  and  abdominal  enlargement  should  be 
specifically  inquired  into.  Any  or  several  of  the 
symptoms  referred  to  may  be  elicited  though  it 
should  be  stressed  again  that  no  abnormalities  of 
sensation,  function  or  form  may  have  been  noticed 
by  the  patient. 

Signs  of  abnormality  at  the  time  of  examination 
of  the  patient  may  be  minimal  or  misleading,  es- 
pecially in  early  cases.  Although  a malignant  tu- 
mor of  the  ovary  is  usually  associated  with  demon- 
strable ovarian  enlargement,  the  over-all  enlarge- 
ment may  be  slight  and  only  increased  firmness  or 
nodularity  discernible.  An  ovary  that  is  abnormally 
firm  or  nodular  or  fixed  in  position  should  be  con- 
sidered suspicious.  In  this  connection,  one  must 
consider  confusion  with  uterine  figroids,  intra- 
ligamentous tumors,  ectopic  pregnancy,  inflamma- 
tory masses,  endometriomas  and  various  masses 
extrinsic  to  the  generative  tract.  The  larger  ovarian 
tumors  are  esi)ecially  readily  confused  with  uterine 
fibroids,  the  pregnant  uterus,  a full  bladder,  and 
hematocolpos. 

As  already  mentioned,  if  bimanual  pelvic  exami- 
nation is  not  satisfactorily  accomplished,  plans 
should  be  made  for  gynecologic  consultation  and  the 
use  of  anesthesia  may  be  necessary  to  accomplish 
satisfactory  examination.  The  vaginal  speculum  al- 
ways and  the  proctoscope  frequently  should  be  used 
in  conjunction  with  bimanual  examination.  The 
various  special  diagnostic  procedures  already  men- 


tioned may  be  employed  as  diagnostic  aids  in  ap- 
propriate instances. 

In  later  cases  and  in  the  far  advanced  case,  the 
signs  are  fairly  evident  and  sometimes  almost  un- 
mistakable. Large,  nodular,  fixed  ovarian  masses, 
widespread  pelvic  infiltration,  masses  in  the  abdo- 
men and  fluid  in  the  abdomen,  leave  little  doubt  as 
to  the  diagnosis.  In  this  connection,  however,  one 
must  remember  that  the  pelvis  and  the  ovaries 
specifically  may  be  involved  metastatically  by  ma- 
lignant tumors  outside  the  generative  tract.  Endo- 
metriosis also  may  be  readily  confused  with  malig- 
nancy. 

The  foregoing  factors  are  the  important  elements 
in  arriving  at  a diagnosis,  but,  as  already  stated, 
few  malignant  tumors  of  the  ovary  are  actually  di- 
agnosed preoperatively.  Therefore,  it  is  necessary  to 
formulate  some  course  of  action  that  will  prevent 
indiscriminate  exploration  but  at  the  same  time  in- 
sure making  the  diagnosis  at  the  earliest  possible 
moment.  The  following  principles  are  suggested: 

1.  Surgical  exploration  of  the  pelvis  is  usually 
necessary  for  conclusive  diagnosis  of  malignant 
ovarian  tumors. 

2.  Operation  should  be  advised  without  delay  in 
the  case  of  all  ovarian  masses  demonstrated  biman- 
ually  in  female  infants  and  children  prior  to  the 
onset  of  menstruation. 

3.  Limited  observation,  at  two  to  four  week  in- 
tervals, rather  than  immediate  operation,  should  be 
advised  in  young  women  with  ovarian  masses. 

4.  Observation  must  be  abandoned  and  operation 
becomes  necessary  for  diagnosis  in  young  women 
with  ovarian  masses  that  persist  or  enlarge.  In  such 
cases,  however,  unless  a malignant  tumor  is  found 
at  operation,  the  ovary  should  be  and  usually  can 
be  conserved. 

5.  Operation  should  be  advised  without  delay  in 
middle-aged  or  older  women  with  ovarian  masses. 

Treatment 

.\11  malignant  tumors  of  the  ovary  and  parova- 
rium should  be  extirjiated  completely  if  possible  or 
to  whatever  degree  may  be  surgically  feasible.  Many 
authorities  recommend  preoperative  x-ray  therapy 
and  most  recommend  post-operative  x-ray  therapy. 
Endocrine  therapy  and  radio-active  isotopes  have 
not  yet  been  assigned  a place. 

Actually,  preoperative  x-ray  therapy  is  seldom 
emjfloyed  because  so  few  malignant  ovarian  tumors 
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can  be  diagnosed  prior  to  operation.  Positive  pre- 
operative diagnosis  usually  means  that  the  tumor 
has  spread  by  extension  or  metastasis.  4'herefore, 
from  the  practical  standpoint  preoperative  radia- 
tion therapy  is  seldom  feasible. 

The  operation  itself  is  important.  .A,s  in  the  case 
of  malignant  disease  anywhere  in  the  body  the  ini- 
tial operation  offers  the  best  and  usually  the  only 
chance  of  curing  the  patient.  Radical  operations 
offer  the  patient  the  best  chance.  Both  ovaries,  the 
tubes,  the  entire  uterus  and  the  l)road  ligaments 
should  be  removed  in  a radical  block  dissection. 
Any  less  radical  operative  technique  will  subject 
the  patient  to  greater  chances  of  recurrence  and 
death.  Endocrine,  sexual,  and  reproductive  func- 
tions are  less  important  than  the  threat  to  life  im- 
plicit in  the  malignant  tumor. 

In  cases  in  which  complete  and  radical  opera- 
tions are  not  technically  or  otherwise  practicable, 
even  partial  resection  of  the  tumor  may  be  benefi- 
cial. By  this  means  radiotherapy  may  be  facilitated, 
comfort  of  the  patient  may  be  improved,  and  life 
prolonged. 

Radiotherapy  by  modern  fractional  deep  x-ray 
techniques  is  applicable  to  those  in  whom  surgical 
removal  of  the  tumor  has  been  impossible,  partial 


or  complete.  Response  to  the  therapy  is  not  always 
predictable  and  it  may  vary  from  imperceptibility 
to  the  dramatically  miraculous.  It  is  probably  worth 
at  least  tentative  trial  in  all  cases  as  soon  as  the  pa- 
tients have  recovered  from  the  immediate  effects 
of  the  operation,  usually  within  a period  of  from 
ten  days  to  two  weeks. 

In  the  far  advanced  case  the  use  of  palliative 
measures  should  be  mentioned.  Withdrawal  of  ab- 
dominal fluid  may  be  of  great  importance  for  the 
comfort  of  the  patient.  Sedatives  and  other  symp- 
tomatic measures  likewise  should  be  employed  as 
necessary. 

While  the  prognosis  of  these  tumors  is  generally 
poor,  it  can  be  improved  by  earlier  diagnosis  and 
better  treatment.  Women  must  be  encouraged  to 
seek  periodic  pelvic  examination,  regardless  of 
symptoms  and  urged  to  demand  immediate  pelvic 
examination  when  any  symptoms  first  appear.  Phy- 
sicians must  perfect  themselves  in  the  technique  of 
accurate  pelvic  examination.  Surgeons  must  per- 
fect their  operative  technique  and  roentgenologists 
their  treatment.  These  methods  leave  much  to  be 
desired  but  must  suffice  until  such  time  as  a defini- 
tive cure  for  cancer  is  discovered. 


Jaundice. 

Jaundice  is  apparently  increasing  in  importance  as 
a disease  which  is  seen  by  the  general  practitioner, 
says  Albert  M.  Snell,  M.D.,  of  the  Division  of 
Medicine,  the  Mayo  Clinic,  Rochester,  Minn. 

Writing  in  the  September  25  issue  of  2'he  Jour- 
nal of  the  American  Medical  Association,  Dr.  Snell 
points  out  that  numlier  of  older  persons  affected 
by  serious  and  fatal  types  of  jaundice  has  increased 
in  recent  years  and  that  the  frequent  use  of  px)led 
blood  plasma  and  ether  Iflood  products,  has  been 
causative  in  many  specific  instances. 

It  is  believed  that  persons  who  have  recovered 
from  jaundice  of  the  infectious  type  may  carry  the 
disease  in  their  blood  and  that  blood  from  these 


persons  is  a source  of  infection  for  homologous  serum 
jaundice.  Homologous  serum  jaundice  is  the  type 
transmitted  in  blood  or  blood  products  or  by  con- 
taminated syringes  and  needles. 

Four  to  5 per  cent  of  patients  who  receive  pooled 
blood  plasma  may  have  this  kind  of  jaundice  within 
two  to  four  months.  Dr.  Snell  emphasizes.  The  in- 
cidence of  the  disease  following  blood  transfusions 
is  “definitely  less,”  he  points  out. 

Infect  ous  jaundice,  wliether  transmitted  nat- 
urally or  through  blood  or  blood  products,  is  thought 
to  be  caused  by  a virus.  The  onset  of  the  disease 
is  usually  abrupt,  with  nausea,  vomiting,  and  fever, 
according  to  the  article.  Relapses  of  patients  with 
infectious  jaundice  are  frequent  and  relatively  se- 
vere, Dr.  Snell  observes. 
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RELATION  OF  FOOD  ALLERGY  TO  NUTRITION,  DISEASE,  AND  BEHAVIOR 

IN  CHILDHOOD- 


Basil  B.  Jones,  M.D., 

Richmond,  Virginia. 


The  child  must  grow  from  a one  cell  organism 
to  adult  size  in  the  course  of  a few  short  years. 
This  growth  is  most  active  during  the  first  two 
years  and  therefore  proper  building  materials  are 
necessary  throughout  those  years  if  the  infant  is  to 
develop  and  function  properly. 

Manufacturing,  cooking,  preserving,  etc.,  often 
remove  or  destroy  substances  required  for  proper 
body  development  and  may  in  some  instances,  e.g., 
bleached  flour,  add  toxic  factors.  Recent  experi- 
ments have  shown  that  white  bread  will  cause  fits 
in  dogs  and  other  animals^^.  The  obstetrician  and 
pediatrician  should  know  the  essentials  for  proper 
nutrition  and  should  prescribe  as  near  an  ideal 
diet  as  possible.  They  should  also  be  able  to  recog- 
nize the  early  sighs  which  indicate  that  some  fault 
in  the  diet  exists.  Deficiencies  of  minerals,  fats, 
proteins,  vitamines,  etc.,  produce  changes  in  the 
structure  and  function  of  the  body  that  can  be 
recognized  and  which  should  be  corrected  before 
severe  damage  results.  Certain  foods  which  con- 
tain the  essentials  for  proper  nutrition  form  the 
basis  of  the  child’s  diet.  If  the  child  gets  these 
foods  undestroyed  by  cooking,  etc.,  and  can  and 
will  eat  them,  proper  nutrition  is  easily  provided. 

Unfortunately,  many  children  react  allergically 
to  one  or  more  of  these  so-called  essential  foods,  and 
that  food  then  becomes  a liability  rather  than  an 
asset.  Failure  to  recognize  an  allergic  reaction  to 
an  essential  food  means  that  the  child  not  only 
suffers  from  the  lack  of  the  needed  elements  in  that 
food  because  of  poor  assimilation,  but  suffers,  too, 
because  what  he  does  absorb  acts  as  a poison.  I 
am  sure  I have  seen  scurvy,  rickets  and  anemia 
produced  by  poor  assimilation  of  essential  food  ele- 
ments which  were  supplied  by  the  foods  to  which 
the  patient  was  allergic. 

Cow’s  milk  was  intended  by  nature  for  the  short 
time  nourishment  of  the  calf.  It  certainly  was  not 
designed  to  fit  the  human  infant’s  stomach.  Pe- 
diatricians must  be  well  trained  in  the  art  of  dis- 
torting cow’s  milk  to  make  it  acceptable  to  the  in- 

*Read  at  the  Virginia  Conference  of  Social  Work,  May 
7,  1948. 


fant  deprived  of  his  normal  food,  as  a large  per- 
centage of  babies  now  are  forced  to  depend  on 
cow’s  milk.  Most  infants  get  by  fairly  well  with 
simple  modifications,  but  others  are  not  so  for- 
tunate. Symptoms  such  as  colic,  nausea,  gas,  di- 
arrhea, constipation,  etc.,  may  occur,  and  some  in- 
fants may  be  so  uncomfortable  they  can  sleep  only 
from  exhaustion.  If  to  the  symptoms  of  indigestion, 
additional  signs,  such  as  a stuffy  nose,  or  a skin 
eruption,  are  added,  the  recognition  of  allergy  be- 
comes easier.  If  there  is  a real  distinction  between 
allergic  reaction  and  chronic  indigestion,  it  is  diffi- 
cult to  tell  where  one  leaves  off  and  the  other  begins. 
It  probably  is  fair  to  call  repeated  symptoms  of 
disagreement  allergic  reaction  and  designate  it  one 
plus  to  four  plus  depending  on  the  severity  -of  the 
s}Tnptoms.  Milk  is  the  source  of  fat,  most  mineral 
salts,  most  of  the  protein,  part  of  the  carbohydrates, 
and  a large  percentage  of  the  fat  soluble  and  B 
group  vitamins  of  the  infant’s  diet.  Imperfect  as- 
similation of  any  of  these  essentials  means  imjoaired 
structure  formation  and  abnormal  function  of  the 
body.  The  infant  so  affected  has  a decreased  ability 
to  cope  with  infections  and  other  dangers  that  come 
his  way,  and  seems  more  subject  to  anxiet}-  than 
the  normal  child.  The  picture  becomes  complete 
when  to  the  failure  of  assimilation  is  added  the 
true  allergic  reaction  which  may  affect  any  of  the 
organs  or  tissues  of  the  l)ody  with  a wide  variety 
of  symptoms. 

\\'hat  has  been  said  al)out  milk  is  true  in  degree 
for  other  important  foods.  Orange  juice,  for  ex- 
ample, in  recent  years  has  become  the  chief  source 
of  vitamin  C.  Its  virtues  only  are  proclaimed  in 
full  page  advertisements  for  all  to  see.  Unfortu- 
nately, many  persons,  infants  as  well  as  adults, 
arfe  allergic  to  orange  juice.  Those  infants  who  have 
.softening  and  flattening  of  the  back  of  the  skull, 
narrow  arched  finger  nails,  and  high  strung  nerves, 
seem  specially  likely  to  be  .sensitive  to  orange  juice. 
In  sensitive  individuals,  orange  juice  may  cause 
gasto-intestinal  symptoms,  such  as  nausea,  colic, 
diarrhea,  or  constipation.  There  is  often  a slight 
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eruption  on  tlie  face,  a crusting  of  the  scalp,  and 
quite  often  a roughness  behind  the  ears.  I have 
seen  several  cases  of  recurrent  pyelitis  which  cleared 
permanently  only  after  orange  juice  was  eliminated. 
Recurrent  colds  and  sinus  infections  often  result 
from  allergy  to  orange  juice. 

Fish  liver  oils  are  now  considered  highly  impor- 
tant in  infant  feeding  because  of  their  A and  D 
vitamin  content.  Certain  amounts  of  these  vita- 
mins are  essential  to  proper  nutrition,  but  the  tend- 
ency is  to  supply  them  in  amounts  larger  than  is 
reall}’  needed.  A good  many  infants  are  allergic 
to  fish  liver  oils  and  receive  more  harm  than  good 
from  their  use.  Regurgitation,  loss  of  appetite  and 
disturbance  of  the  bowel  function  occur  frequently 
in  such  cases.  The  odor  of  fish  liver  oil  is  easily 
detected  in  the  vomitus,  and  may  be  detected  in  the 
stool  of  the  infant  upset  l)y  its  use.  Frequent  colds 
and  a harsh  brassy  cough  may  be  caused  by  sensi- 
tivity to  fish  liver  oils  and  these  can  be  cured  only 
by  eliminating  the  oil  from  the  diet.  Since  vitamins 
A and  D are  needed  by  the  infant,  they  should  be 
supplied  in  such  cases  from  other  sources,  which 
fortunately  are  available,  than  from  fish  liver  oils. 

Allergies  to  eggs,  cereals,  fruits,  vegetables,  meats, 
etc.,  are  important.  Some  are  easy  to  detect  and 
others,  especially  reactions  to  cereals  and  products 
made  from  cereals,  such  as  corn  oil,  corn  syrups, 
corn  sugars,  etc.,  may  be  difficult  to  detect  unless 
carefully  sought  for. 

Symptoms  from  food  allergies  vary  greatly  in 
different  individuals  and  may  vary  in  the  same  in- 
dividual depending  on  such  factors  as  infection, 
fatigue,  emotional  upsets,  age,  added  reactions  to 
other  substances,  etc.  Practically  any  organ  or  tis- 
sue of  the  body  may  bear  the  brunt  of  the  reaction, 
but  each  individual  seems  to  have  his  own  pecul- 
iar way  of  reacting.  Patient  A,  for  example,  may 
have  nausea,  abdominal  pain,  diarrhea,  or  consti- 
pation as  his  outstanding  symptom.  Patient  B may 
develop  a stuffy  nose,  may  sneeze,  rub  his  nose, 
cough  and  wheeze.  Patient  C may  develop  urti- 
caria, any  one  of  several  types  of  eczema,  itching  of 
the  skin,  etc.  Patient  D may  respond  by  becoming 
ill  with  a respiratory  infection — for  example,  ton- 
sillitis, bronchitis,  and  especially  sinusitis.  These 
illnesses  may  follow  the  ingestion  of  minute  amounts 
of  the  offending  substance;  for  example,  the  amount 
of  milk  in  a slice  of  bread  or  cookie  may  precipi- 


tate symptoms  in  some  cases  if  the  child  is  highly 
allergic  to  milk  and  has  been  avoiding  the  offend- 
ing food  for  a while.  Patient  E may  have  any  of  the 
symptoms  listed  above  but  is  most  likely  to  have  con- 
stipation and  cramps  along  with  convulsions,  which 
could  be  diagnosed  as  epilepsy.  Abnormalities  of 
behavior  such  as  listlessness,  easy  fatigue,  re,stless- 
ness,  over-activity,  stammering,  various  types  of 
nervousness  and  inattention  often  result  from  food 
allergy  and  can  be  relieved  only  when  the  offend- 
ing foods  are  eliminated  completely.  The  above  list 
of  symptoms  is  not  complete,  but  is  sufficient  to 
reveal  the  importance  of  recognizing  food  allergies 
when  they  are  present. 

4'he  physical  examination  of  allergic  patients 
often  reveals  a boggy  nasal  mucosa,  a slight  puffi- 
ness Ijeneath  the  lower  eyelids,  enlargement  of  the 
tonsils  and  adenoids  and  of  other  lymphoid  tissue 
of  the  pharynx.  The  lymph  nodes  in  the  neck  and 
at  the  base  of  the  skull  often  are  found  to  be  larger 
than  normal.  These  children  generally  are  mouth 
breathers  and  noisy,  sweaty  sleepers. 

Diagnosing  food  allergies  and  discovering  the 
offending  food  may  be  easy  in  some  cases  and  quite 
difficult  in  others.  Foods  taken  only  occasionally 
are  often  easier  to  detect  when  they  cause  symp- 
toms than  are  the  foods  consumed  regularly.  The 
history,  taken  with  the  possibility  of  food  allergies 
in  mind,  and  the  physical  examination  may  give 
clues  that  point  to  the  cause  of  the  trouble.  Skin 
tests  for  foods  are  not  nearly  as  accurate  as  such 
tests  are  for  pollens  and  other  inhalants  and  may 
fail  to  indicate  the  chief  offender.  The  real  test 
is  by  eliminating  completely  the  food  in  question 
and  later  trying  that  food  again.  In  other  words,  the 
proof  of  the  pudding  lies  in  both  the  eating  and 
not  eating.  I may  add,  the  results  obtained  are 
often  dramatic. 

Summary 

1.  Allergy  to  foods  occurs  frequently,  and  the 
possible  participation  of  allergy  should  not 
be  ignored  in  the  study  of  any  case. 

2.  Tolerance  to  the  offending  food  and  the  type 
of  reaction  vary  from  patient  to  patient  and 
even  in  the  same  individual  under  different 
circumstances. 

3.  When  the  offending  fcxxl  happens  to  be  high- 
ly important  in  the  child’s  diet,  body  struc- 
ture and  function  may  suffer  from  failure  of 
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assimilation  of  the  necessary  substances  nor- 
mally supplied  by  that  food,  as  well  as  from 
the  allergic  reaction. 

4.  Elimination  of  the  offending  food  and  sub- 
stitution of  other  sources  of  the  necessary  food 
elements  and  vitamins  is  the  logical  and  only 
really  effective  treatment  for  this  condition. 
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Examinations  for  Appointment  In  Navy 
Medical  Corps. 

Examinations  for  the  selection  of  candidates  for 
appointment  to  the  grade  of  lieutenant  (junior 
grade)  in  the  Medical  Corps  of  the  Navy  will  be 
conducted  at  all  Naval  Hospitals  in  continental 
United  States  during  the  period  April  4-8,  1949. 

Graduates  of  approved  medical  schools  in  the 
United  States  or  Canada  who  have  completed  in- 
tern training  in  accredited  hospitals  or  who  will 
complete  such  training  within  four  months  of  the 
date  of  the  examination,  and  who  are  physically  and 
otherwise  qualified,  may  be  examined  for  appoint- 
ment as  lieutenant  (junior  grade)  in  the  Navy 
Medical  Corps.  Candidates  must  be  less  than  32 
}ears  of  age  at  the  time  of  appointment. 

Candidates  will  be  required  to  appear  before 
lioards  of  medical  examiners  and  supervisor}-  Naval 
examining  boards  at  the  Naval  Hospital  nearest 
their  place  of  residence  to  demonstrate  their  physi- 
cal and  professional  qualifications  for  appointment. 
Following  approval  by  the  President  of  the  United 
States  and  confirmation  by  the  Senate,  selected 
candidates  will  be  issued  appointment  and  orders 
assigning  them  to  duty  in  a Naval  medical  facility 
for  active  Naval  service. 

.\s  a result  of  the  authorized  additional  compen- 
sation of  $100.00  a month  for  medical  officers,  a 
lieutenant  (junior  grade)  in  the  Navy  Medical 
Corps  receives  pay  and  allowances  totalling  $5,- 
011.00  a year  if  married,  and  $4,575.50  if  without 
dependents. 


Detailed  information  concerning  the  form  and 
procedure  of  application  may  be  obtained  from  the 
nearest  Naval  Officer  Procurement  office  or  from 
the  Bureau  of  Medicine  and  Surgery,  Navy  De- 
partment, Washington  25,  D.  C.  (Attn:  Code- 
3424). 

Subacute  Bacterial  Endocarditis. 

Penicillin  controls  subacute  bacterial  endocarditis, 
inflammation  of  the  membrane  which  lines  the  heart, 
in  approximately  three  fourths  of  patients,  report 
two  New  V’ork  physicians  in  the  November  6 issue 
of  The  Journal  of  the  American  Medical  Association. 

Subacute  bacterial  endocarditis  usually  attacks 
young  persons  between  the  ages  of  20  and  30,  and  it 
is  often  preceded  by  rheumatic  fever.  Bacteria,  at- 
tacking the  lining  of  the  heart,  are  usually  those 
of  the  streptococcus  group.  Since  the  lining  covers 
the  valves  of  the  heart  as  well  as  its  inner  walls, 
endocarditis  frequently  leaves  scars  which  may  cause 
narrow'ing  of  one  or  more  valves  of  the  heart  or  may 
interfere  with  their  proper  closing. 

Until  the  discovery  of  the  sulfa  drugs,  the  disease 
was  nearly  always  fatal.  Treatment  with  sulfa 
drugs  achieved  a cure  in  about  5 per  cent  of  patients. 

The  physicians — Albert  C.  Herring  and  William 
M.  Davis,  of  the  Medical  Service,  St.  Luke’s  Hos- 
pital— say  that  they  were  able  to  control  the  in- 
fection in  13  of  18  patients  treated  with  penicillin. 
A four-weeks  course  of  treatment  was  given  to  most 
of  the  group. 
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THE  PRESENT  STATUS  OF  PARA-AMINOBENZOIC  ACID  THERAPY  IN  ROCKY 

MOUNTAIN  SPOTTED  FEVER* 


C.  Gibson  Hooten,  Jr.,  M.D., 
William  S.  Hooten,  M.D., 

Lynchburg,  Virginia, 
and 

Joe  E.  Mitchell,  M.D., 

Atlanta,  Georgia. 


The  purpose  of  this  report  is  to  present  the  results 
of  the  use  of  para-aminobenzoic  acid  (hereafter 
referred  to  as  Paba)  in  the  treatment  of  Rocky 
^Mountain  spotted  fever.  Therefore,  no  effort  will 
be  made  to  discuss  in  detail  the  incidence,  diag- 
nosis, prevention  and  supportive  therapy.  All  of 
these  topics  have  recently  been  discussed  adequate- 
ly in  the  literature,  and  shall  only  be  considered 
briefly. 

Rocky  Mountain  spotted  fever  was  first  thought 
to  occur  only  in  the  area  for  which  it  is  named, 
but  it  has  since  been  reported  from  every  section 
of  the  United  States.  Contrary  to  popular  opinion, 
there  is  very  little  variation  in  the  mortality  rate 
in  different  localities,  but  there  is  a marked  varia- 
tion depending  upon  the  age  of  the  people  infected. 
For  patients  under  the  age  of  forty,  the  mortality  is 
about  12  per  cent,  whereas,  for  patients  above  that 
age,  it  is  about  40  per  cent.^  The  mortality  rate 
for  the  entire  country  is  approximately  25  per  cent. 

Usually  a history  of  tick  bite  (70  per  cent) 
within  the  previous  week  may  be  obtained.  The 
patient  usually  complains  of  headache,  general  ma- 
laise, and  abdominal  pain,  followed  by  chills  and 
fever.  Within  two  to  six  days,  he  develops  an  ery- 
thematous maculo-papular  rash  that  begins  on  the 
extremities  and  soon  spreads  to  involve  the  entire 
body.  Other  signs  and  symptoms  that  may  be 
present  include  photophobia,  meningismus,  edema, 
splenomegaly,  lethargy,  delirium,  and/or  coma. 
The  febrile  period  is  usually  two  to  three  weeks, 
but  may  vary  considerably.  Laboratory  studies  are 
usually  of  little  help  in  the  immediate  diagnosis 
of  the  disease.  Agglutinations  for  Proteus  0X19 
are  usually  positive  in  dilutions  above  1:80  and 
the  specific  complement,  fixation  test  (National  In- 
stitute of  Health,  Bethesda,  Md.)  is  usually  posi- 
tive by  the  end  of  the  second  or  third  week. 

*Froni  the  Medical  Service  of  Emory  University  Hos- 
pital. 


Use  of  Paba 

Paba  w'as  first  suggested  as  a possible  treatment 
for  Rickettsial  infections,  when  it  was  found  that 
the  sulfonamides  had  a detrimental  effect  on  pa- 
tients suffering  from  these  diseases.  Snyder,  Maier, 
and  Anderson^  inoculated  mice  with  murine  typhus 
and  administered  Paba  to  part  of  the  group.  It 
was  found  that  80  per  cent  of  the  untreated  mice 
died,  whereas  80  per  cent  of  those  given  Paba  re- 
covered. Hamilton,  Platz,  and  SmadeF  showed  that 
this  drug  would  inhibit  the  growth  of  the  typhus 
Rickettsiae  in  chick  embryos.  Later,  patients  suf- 
fering with  typhus^  and  with  tsutsugamushi®  fever 
were  treated  with  Paba  and  were  found  to  have  a 
milder,  shorter  course  with  a much  lower  mortality. 

In  1945,  Anigstein  and  Bader®  inoculated  guinea 
pigs  with  Rocky  Mountain  spotted  fever  and  found 
that  80  per  cent  of  those  treated  with  Paba  survived, 
whereas  all  of  the  untreated  animals  died.  Evidence 
given  by  these  authors  indicates  that  Paba  acts  by 
exerting  a suppressive,  rather  than  a destructive 
effect  on  the  Rickettsiae,  and  this  opinion  seems  to 
be  borne  out  by  clinical  response.  Little  else  is 
known  as  to  the  mode  of  action. 

The  first  report  in  the  literature  of  a case  of 
Rocky  Mountain  spotted  fever  treated  with  Paba 
was  by  Rose,  Duane,  and  FischeU  in  December  of 
1945.  They  concluded  that  in  this  single  case  the 
administration  of  Paba  was  closely  followed  by  a 
precipitous  drop  in  temperature,  and  a rapid  dis- 
appearance of  signs  and  symptoms.  A similar  re- 
sponse has  since  been  reported  by  several  observers. 

In  1946,  Flinn  and  his  colleagues®  reported  ten 
cases  treated  with  Paba  and  stated  that  nine  “re- 
sponded dramatically.”  He  found  that  the  average 
number  of  days  of  fever  in  the  treated  patients  was 
one  week  shorter  than  in  those  who  had  not  received 
Paba  and  states  that  most  of  the  treated  patients 
showed  dramatic  clinical  improvement  shortly  after 
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treatment  began.  There  was  one  death  and  this  oc- 
curred in  a 67-year  old  man  who  refused  admission 
until  the  eighth  day  of  the  disease.  He  had  had  a 
pre\dous  myocardial  infarction  and  on  admission 
had  a blood  urea  nitrogen  of  60  mg.  per  cent.  He 
died  in  uremia  and  at  autopsy  the  kidneys  were 
found  to  be  .small,  granular,  and  typical  of  long 
standing  renal  disease. 

Greely®  summarized  the  results  of  Paba  therapy 
in  children.  His  report  included  communications 
from  T.  E.  \\‘oodward  on  13  cases  treated  with 
Paba  and  refers  to  6 other  cases  reported  elsewhere 
in  this  paper.  He  concludes  that:  “In  all  instances 
the  children  who  have  been  treated  with  Paba  and 
who  have  recovered,  have  had  shorter  milder  courses. 
The  rash  disappears  quickly,  and  the  temperature 
falls  to  normal  within  2 to  4 days.”  In  Woodward’s 
series,  there  was  one  death  in  a two-year  old  child 
in  whom  treatment  was  not  started  until  the  nine- 
teenth day  of  the  disease. 

Eight  cases  were  reported  by  Tichenor  et  al,^^  5 
by  Ravenel,^^  4 by  James  and  \\’alker,^-  3 by  Peter- 
son et  and  4 by  other  observers.^’^^45,i6  xhey 
all  responded  well  to  Paba  except  for  one  patient  re- 
ported by  Peterson  and  his  colleagues.  Briefly  these 
authors  mention  that  one  of  their  patients  had  a 
fulminating  illness,  the  patient  dying  16  hours  after 
admission  on  the  fifth  day  of  the  disease. 

DOS.AGE  AND  TOXICTTY 

The  amount  of  Paba  required  varies,  but  the 
blood  level  should  be  maintained  between  20  and 
60  mg.  per  cent.  In  adults,  this  level  can  usually 
be  obtained  by  an  initial  dose  of  8 grams  and  then 
2 grams  every  two  hours.  The  drug  is  rapidly  ex- 
creted in  the  urine,  making  it  necessary  to  give 
Paba  on  the  two  hour  schedule.  In  children  it  is 
recommended  that  daily  dosage  be  figured  on  0.5 
gram  per  pound  of  body  weight  and  then  divided 
into  a two  hour  schedule.  In  comatose  patients  the 
tablets  may  be  crushed  and  administered  by  stom- 
ach tube.  Since  the  drug  is  a weak  acid,  equivalent 
amounts  of  sodium  bicarbonate  should  be  given  at 
the  same  time.  Tablets  containing  the  sodium  salts 
of  Paba  are  now  on  the  market  and  have  been  found 
satisfactory.  .Administration  should  be  started  as 
soon  as  possible  since  the  effectiveness  of  the  drug 
is  markedly  increased  by  its  use  early  in  the  course 
of  the  disease.  Its  use  should  be  continued  for  about 


three  days  after  cessation  of  fever.  The  blood  level 
should  not  be  allowed  to  go  over  80  mg.  per  cent. 

Very  few  toxic  effects  have  been  found.  Leu- 
copenia  and  granulocytopenia  may  rarely  occur  and 
the  drug  should  be  discontinued  if  the  white  blood 
cell  count  falls  below  3,000.  Delirium  has  been  re- 
ported, but  disappeared  when  Paba  was  discon- 
tinued. 

.As  in  any  severe  febrile  disease,  supportive  ther- 
apy is  of  the  utmost  importance.  Eluid  and  elec- 
trolyte balance  must  be  maintained  and  adequate 
protein  and  vitamin  intake  assured.  Intravenous 
and/or  gavage  feedings  may  be  necessar}-.  RaveneP^ 
recently  discussed  this  subject  adequately. 

Report  of  Cases 

Case  1. — History.  .A  23-year  old  woman  entered 
Emory  University  Hospital  on  July  15.  1947,  with 
a history  of  tick  bite.  Three  days  prior  to  admis- 


sion, she  noted  general  malaise,  anorexia,  myalgia, 
chills  and  high  fever,  and  on  the  following  day  had 
develojied  a rash. 

Physical  Examination-.  Examination  revealed  a 
restless,  dehydrated,  cooperative  but  obviously  ill, 
young  woman  with  a generalized  erythematous 
maculo-papular  rash. 

Course-.  Patient  was  given  6 grams  of  paba  so- 
dium immediately  and  subsequently  received  3 
grams  every  two  hours.  -A  high  protein,  high  car- 
bohydrate diet,  vitamins,  and  a high  fluid  intake 
were  given.  Clinical  improvement  was  noted  the 
following  day,  and  within  three  days  the  tempera- 
ture had  dropped  to  normal.  Paba  blood  level  was 
maintained  at  about  50  mg.  per  cent.  Proteus  0X19 
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agglutinations  were  negative  on  admission,  but  posi- 
tive 1 :80  six  days  later.  Complement  fixation  test 
for  Rocky  Mountain  spotted  fever  changed  from 
negative  to  positive  1 :8  during  these  six  days. 

Case  2. — History:  An  eight  year  old  girl  entered 
Emory  University  Hospital  on  August  7,  1947,  with 
a history  of  removal  of  ticks,  epigastric  pain  with 
nausea  and  vomiting  for  seven  days,  fever  and  rash 
for  six  days.  She  had  not  responded  to  sulfadiazine 
and  penicillin. 

Physical  Examination:  Examination  revealed  a 
somnolent,  but  cooperative  girl  with  typical  hemor- 
rhagic rash  of  Rocky  Mountain  spotted  fever.  Spleen 
was  felt  2 cm.  below  the  costal  margin.  Tempera- 
ture was  105°  F.,  pulse  130  per  minute. 

Course:  Penicillin  was  continued  and  adequate 
fluid  intake  was  maintained.  The  next  morning 
she  received  3 grams  of  paba  sodium  and  1 gram 
every  two  hours  thereafter.  Within  three  days  her 
temperature  returned  to  normal,  and  two  days  later 
the  rash  faded.  Blood  obtained  on  the  second  hos- 
pital day  agglutinated  Proteus  0X19  in  dilutions 
of  1:20  and  on  the  seventh  day  was  positive  1 :1600,, 
while  the  specific  complement  fixation  increased  from 
1 :8  to  1:128  in  the  same  period  of  time. 

Case  3. — History:  A 6-year  old  boy  entered 
Grady  Memorial  Hospital  on  July  8,  1947,  with  a 
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history  of  tick  bite.  Headache,  chills,  and  fever 
had  been  noted  for  2 days  and  mental  confusion 
for  1 day.  Temperature  was  105.5°  F. 

Physical  Examination:  Examination  revealed  a 
dehydrated  boy  with  slight  stiffness  of  neck,  cloudy 
sensorium,  and  abdominal  tenderness.  White  blood 
cell  count  was  5,800. 


Course:  Patient  was  given  fluids,  penicillin,  and 
sulfadiazine  after  studies  gave  only  normal  reports. 
On  the  seventh  day  of  illness,  he  developed  an 
erythematous  maculo-papular  rash.  During  -this 
time  he  had  developed  edema  of  the  eyelids,  wrists, 
and  ankles,  temperature  had  ranged  between  101° 
to  105°  F.,  and  he  had  become  irrational.  Two  days 
after  the  rash  appeared  he  was  given  6 grams  of 
paba  and  thereafter  received  2 grams  every  2 hours. 
Wdthin  3 days,  the  temj^erature  dropped  to  normal 
and  remained  there.  General  condition  was  marked- 
ly improved  and  rash  disappeared  within  4 days. 
Paba  blood  level  was  17  mg.  per  cent,  so  dosage 
was  increased  to  2.5  grams  ever)’  2 hours,  produc- 
ing a level  of  23  mg.  per  cent.  Patient’s  serum  did 
not  agglutinate  Proteus  0X19  on  admission,  but 
was  ])ositive  in  dilutions  of  1:80  two  weeks  later. 
Complement  fixation  test  for  Rocky  Mountain 
spotted  fever  was  positive  1 : 4 one  week  after  ad- 
mission and  1:128  two  weeks  later. 

Case  4. — History:  a 34-year  old  woman  entered 
Crawford  W.  Long  Memorial  Hospital  on  .'\ugust 
14,  1947,  complaining  of  headache,  fever,  anorexia, 
and  general  malaise  of  3 days’  duration,  nausea, 
vomiting  and  rash  for  one  day.  Sulfadiazine  had 
been  given,  but  no  response  was  noted. 

Physical  Examination:  Examination  revealed  a 
dehydrated,  pale  w'oman  who  appeared  very  ill. 
There  was  slight  abdominal  distention  and  a 
maculo-papular  erythematous  rash  was  noted  over 
the  extremities.  White  blood  cell  count  was  4,080. 

Course:  Patient  v/as  given  penicillin,  vitamins, 
and  oral  and  intravenous  fluids..  The  rash  spread 
to  the  body  and  the  temperature  remained  at  102° 
to  103°  F.  Administration  of  paba,  3 grams  every 
4 hours,  was  begun  3 days  after  admission.  Two 
days  later  the  temperature  fell  to  100°  F.  where 
it  remained  for  4 days  before  returning  to  normal. 
.Agglutinations  for  Proteus  0X19  w'ere  negative  on 
admission  and  on  discharge,  but  the  complement 
fixation  test  on  blood  drawn  the  day  before  dis- 
charge (fourteenth  day  of  disease)  was  positive  in 
dilutions  of  1:128. 

Case  5. — History:  A 4-year  old  boy  was  admitted 
to  Crawford  W.  Long  Hospital  on  July  7,  1947, 
with  a history  of  removal  of  ticks,  epigastric  pain 
with  anorexia  for  nine  days,  photophobia,  fever, 
and  rash  for  eight  days. 

Physical  Examination:  Patient  was  conscious, 
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but  was  restless  and  dehydrated.  He  had  a typical 
generalized  hemorrhagic  rash  of  Rocky  Mountain 
spotted  fever  and  a definite  photophobia.  Tempera- 
ture was  103°  F. 


Course:  Fluids  were  given  parenterally  and  oral- 
ly, and  penicillin  therapy  was  begun.  The  next 
day  he  was  given  an  initial  dose  of  4 grams  of  paba 
sodium,  and  subsequently  received  1 gram  every 
hour.  Temperature  dropped  rapidly  to  normal  after 
three  days  of  treatment,  and  paba  was  discontinued, 
since  blocxi  level  at  this  time  was  74  mg.  per  cent. 
The  day  after  paba  was  discontinued  the  tempera- 
ture began  to  rise,  so  paba  therapy  was  resumed  for 
four  days,  at  which  time  the  temperature  had  re- 
turned to  normal.  Proteus  0X19  agglutination  was 
negative  on  admission,  but  was  positive  1 :640  eight 
days  later. 

Case  6. — History:  A 4-year  old  girl  was  ad- 
mitted to  The  Henrietta  Egleston  Hospital  for  Chil- 
dren on  June  18,  1947,  with  a history  of  tick  re- 


moval. She  had  a sore  throat,  headache,  and  diar- 
rhea twenty-four  days  before  admission,  but  symp- 
toms disappeared.  Eleven  days  prior  to  admission 
she  developed  epigastric  pain,  diarrhea,  and  gen- 
eral malaise.  The  following  day  a high  fever  and 
rash  were  noted.  She  did  not  respond  to  penicillin 
and  became  comatose  two  days  before  admission. 

Physical  Examination:  Patient  was  dehydrated 
and  comatose  and  would  not  respond  to  stimuli. 
There  was  a generalized  hemorrhagic  maculo-papu- 
lar  rash.  Rales  were  heard  in  the  left  lung  base. 
Heart  rate  was  rapid  and  rhythm  was  irregular. 
Spleen  and  liver  were  felt  just  below  costal  margins. 
Kernig  test  was  positive  bilaterally.  Temperature 
was  105.8°  F.,  white  blood  cell  count  was  29,100, 
and  red  blood  cell  count  was  2,820,000.  Lumbar 
puncture  revealed  normal  spinal  fluid  pressure  and 
a white  blood  cell  count  of  128.  The  serum  protein 
level  was  5 grams  per  100  cc. 

Course:  Amigen,  vitamins,  transfusions,  and  1/6 
M Ringer  lactate  solution  were  given,  and  the  next 
day  she  was  able  to  take  some  fluids  by  mouth.  Her 
condition  remained  about  the  same  in  spite  of  this 
therapy,  and  on  the  fourth  hospital  day  she  was 
placed  on  a regime  of  1.5  grams  of  paba  sodium 
every  two  hours.  Penicillin  therapy  was  begun  be- 
cause of  evidence  of  pneumonia  in  left  lung  base. 
Temperature  dropped  to  101°  F.,  and  patient  ap- 
peared somewTat  better.  Five  days  later  it  was 
noted  that  the  patient  was  much  more  rational  and 
general  condition  was  greatly  improved.  Paba  blood 
level  was  maintained  between  24  and  55  mg.  per 
cent.  She  continued  to  improve,  and  two  w'eeks  after 
admission  she  began  to  eat  well  and  would  respond 
to  directions.  Gradual  clearing  of  sensorium  was 
noted,  but  on  discharge  (one  month  after  admission) 
there  was  some  aphasia.  When  seen  one  month 
later  she  appeared  in  good  physical  condition,  but 
parents  stated  that  she  still  could  not  say  a few 
words.  On  admission,  agglutinations  for  Proteus 
0X19  were  positive  1:5280,  and  two  weeks  later 
the  compliment  fixation  test  for  Rock  Mountain 
spotted  fever  was  positive  1:512. 

Case  7. — History:  A 4-year  old  girl  was  admitted 
to  the  Henrietta  Egleston  Hospital  for  Children  on 
June  30,  1947,  wdth  a history  of  tick  removal.  She 
had  had  epigastric  pain,  fever,  and  general  malaise 
for  six  days  and  rash  for  four  days.  “Was  talking 
out  of  her  head”  the  day  before  admission. 
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Physical  Examination:  Examination  revealed  a 
slightly  dehydrated,  drowsy  girl  who  appeared  to 
be  acutely  ill.  There  was  a generalized  macular 
erythematous  rash,  most  marked  over  the  extremi- 
ties, and  moderate  abdominal  distention.  Tempera- 
ture was  105°  F. 

Treatment:  Paba  therapy,  2 grams  every  two 
hours,  was  begun  immediately.  The  temperature 
dropped  rapidly  to  normal  within  three  days.  How- 
ever, the  level  of  paba  in  the  blood  had  risen  rap- 
idly to  250  mg.  per  cent,  so  the  drug  was  discon- 
tinued at  this  time.  Three  days  after  paba  was 
discontinued,  the  temperature  rose  to  103°  F.,  but 
patient  showed  so  much  clinical  improvement  that 
paba  was  not  resumed,  and  temperature  soon  re- 
turned to  normal.  In  spite  of  high  paba  blood  level, 
there  was  no  leukopenia  or  granulocytopenia,  al- 
though patient  did  have  increased  nausea  and  vom- 
iting during  that  time.  Proteus  0X19  agglutination 
was  negative  on  admission,  but  ten  days  later  was 
positive  1 :640.  On  discharge  the  complement  fixa- 
tion test  for  Rocky  Mountain  spotted  fever  was 
positive  1:128. 

These  case  reports  were  of  necessity  made  as  brief 
as  possible.  Negative  blood  cultures,  urinary  find- 
ings, and  other  negative  reports  were  not  included. 
The  white  blood  cell  count  usually  ranged  between 
12,000  to  15,000.  A slight  normachromic  anemia 
occasionally  developed  late  in  the  disease.  The  rash 
referred  to  in  these  histories  was  characteristic, 
starting  on  the  extremities  and  quickly  spreading  to 
the  body,  but  in  two  cases  it  was  first  noted  after 
it  had  become  generalized.  It  was  noted  that  the 
rash  usually  became  very  prominent  when  the  tem- 
perature spiked  to  a high  level,  but  would  become 
faint  during  intervals  when  the  temperature  would 
fall. 

It  is  interesting  to  note  a few  complications  of 
therapy  in  these  cases.  In  Case  5,  paba  was  dis- 
continued too  early  and  had  to  be  resumed  when 
fever  again  occurred.  In  Case  6,  treatment  was  not 
started  until  fifteen  days  after  onset  of  disease,  at 
which  time  the  patient  was  comatose,  and  paba 
therapy  was  not  as  effective  as  in  other  cases.  In 
Case  7,  do|Sage  was  too  large  for  a four-year  old 
child,  and  paba  blood  level  rose  rapidly  to  a very 
high  level,  but  the  only  toxic  signs  observed  were 
nausea  and  vomiting.  Supportive  therapy  in  these 
cases  is  not  discussed  at  length,  but  the  part  that  it 


plays  is  of  vital  importance  and  must  not  be  under- 
estimated. 

Five  other  cases  will  not  be  reported  in  detail 
since  .the  information  on  them  is  not  as  complete. 
All  five  were  adequately  treated  and  four  of  them 
responded  dramatically.  In  three  of  the  cases,  the 
temperature  returned  to  normal  within  four  days. 
The  fifth  case  was  a 34-year  old  man  who  died 
twelve  days  after  onset  of  disease.  Paba  therapy  was 
begun  three  days  before  death  and  an  adequate 
blood  level  of  the  drug  was  maintained  for  at  least 
the  last  two  days.  Agglutinations  for  0X19  were 
negative  at  this  time,  but  since  they  are  often  nega- 
tive until  the  end  of  the  second  or  third  week,  and 
since  he  presented  a typical  clinical  picture  of 
Rocky  Mountain  spotted  fever,  we  feel  that  his 
case  should  be  included. 

Thus,  in  our  series  of  twelve  cases,  there  was  a 
mortality  rate  of  8 per  cent.  In  the  majority  of 
these  cases,  the  temperature  returned  to  normal 
within  four  days  after  the  initial  dose  of  paba. 

Comment 

The  48  cases  from  the  literature  and  the  12  cases 
just  reported  show  an  almost  uniformly  good  re- 
sponse to  paba  treatment.  There  were  4 deaths:  a 
67-year  old  man  with  complications  due  to  severe 
cardio-renal  diseases,  a 2-year  old  child  started  on 
paba  19  days  after  the  onset  of  disease,  a child  who 
died  16  hours  after  admission,  and  a man  who  died 
within  3 days  after  therapy  wa,s  begun.  This  gives 
a total  of  4 deaths  in  60  reported  cases,  a mortality 
rate  of  6.7  per  cent.  However,  it  should  be  noted 
that  cases  reported  from  the  literature  may  show 
a lower  mortality  rate  than  if  all  the  cases  were 
from  a single  large  series.  For  example,  the  first 
reports  on  sulfonamide  treatment  of  pneumococcal 
meningitis  showed  a mortality  rate  of  only  31  per 
cent,  but  later  reports  from  a series  by  Dowling 
et  aP'^  gave  a mortality  rate  of  80  to  90  per  cent.  It 
was  the  opinion  of  these  authors  that  the  discrep- 
ancy was  due  to  the  fact  that  earlier  reports  ob- 
tained by  summarizing  the  literature  had  included 
the  many  isolated  cases,  or  small  groups  of  2 or  3, 
and  that  successfully  treated  cases  had  been  pub- 
lished, whereas  unsuccessful  cases  had  not  been  re- 
ported in  the  literature.  However,  it  does  not  seem 
that  our  report  will  be  quite  so  open  to  criticism 
since  all  but  eight  of  these  cases  are  from  groups 
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of  four  or  more,  and  fort}-three  of  them  are  from 
series  of  at  least  eight  cases.  In  addition,  it  should 
be  noted  that  in  the  cases  that  recovered,  clinical 
improvement  was  generally  evident  in  24  to  48 
hours  after  beginning  paba  therapy,  and  the  dura- 
tion of  fever  was  al)out  one  week  shorter  than  that 
reported  previously.  The  uniformity  of  these  re- 
sults are  ver\'  significant  and  are  not  as  likely  to 
be  questioned. 

Heretofore,  most  of  the  articles  on  paba  therapy 
of  Rocky  VIountain  spotted  fever  have  presented 
onl}'  a small  number  of  cases  and  have  concluded 
that  they  obtained  a very  satisfactory  response,  but 
that  the  cases  were  too  few  to  be  conclusive.  We 
feel  that  the  evidence  ])resented  in  these  60  cases 
strongly  indicates  that  paba  is  now  the  drug  of 
choice  in  the  treatment  of  this  disease. 

Summary 

1.  Twelve  cases  of  Rocky  Mountain  spatted  fever 
treated  with  paba  are  reported. 

2.  Forty-eight  cases  from  the  literature  are  sum- 
marized and  paba  therapy  is  discussed. 

.1.  In  these  sixty  cases  there  is  a mortality  rate 
of  6.7  per  cent. 

4.  Clinical  improvement  was  usually  noted  in 
24  to  48  hours  after  beginning  paba  therapy,  and 
the  duration  of  fever  is  about  one  week  shorter  than 
in  patients  who  did  not  receive  the  drug. 

These  case  studies  were  made  through  the  co- 
operation of  the  Henrietta  Egleston,  Crawford  W. 
Long  Memorial,  Grady  Memorial,  and  Emory  Uni- 
versity Hospitals  and  through  the  courtqsy  of  the 
following  physicians  in  submitting  the  case  records 
of  their  patients  for  analysis:  H.  Homer  Allen, 
G.  A.  Duncan,  W.  A.  Mendenhall,  and  A.  A.  Wein- 
stein. 
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PREGNANCY  COMPLICATED  BY  PRIMARY  TORSION  OF  A NORMAL 

FALLOPIAN  TUBE 


C.  L.  Riley,  M.D.,  F.A.C.S., 

Winchester,  Virginia. 


Primary  torsion  of  a normal  Fallopian  tube  (not 
associated  with  pregnancy)  has  been  reported  by 
Martin  A.  Howard  and  Bland-Sutton.  Darner  and 
Anspach  also  have  reported  cases,  the  majority  of 
which  accompanied  previous  adnexal  pathology; 
liowever,  the  literature  indicates  that  primary  tor- 
sion of  a normal  tube  accompanying  advanced 
pregnancv  is  an  extremely  rare  entity. 

In  the  case  reported  the  diagnosis  was  not  made 
Iiefore  surgery,  and,  although  an  ovarian  cyst  with 
a twisted  pedicle  was  considered,  the  absence  of  a 
]ialj)aiile  mass  above  and  ])elvic  examination  within 
normal  limits  did  not  lend  support  to  this  diagnosis. 

Case  Report 

F.,  age  24,  was  admitted  to  the  Winchester 
^lemorial  Hospital  because  of  pregnancy  (7  months) 
complicated  by  pain  in  the  right  lower  quadrant  of 
the  abdomen.  The  pregnancy  had  been  normal  and 
uneventful  until  thirty-six  hours  before  admission 
when  she  began  to  have  persistent  pain  in  the  right 
lower  quadrant.  The  pain  was  described  as  being 
constant  but  of  moderate  severity  until  twelve  hours 
prior  to  admission  when  it  became  quite  acute  and 
was  not  relieved  by  hypodermic  medication  when 
seen  at  that  time  by  Dr.  J.  D.  Brown.  There  were 
no  symptoms  suggesting  premature  separation  of 
the  placenta,  renal  complications,  etc. 

Physical  examination  at  the  time  of  admission 
revealed  a well  developed  and  well  nourished  white 
female,  unable  to  lie  quietly  because  of  excruciat- 
ing pain  in  the  right  lower  quadrant  of  the  abdomen. 
T.  99,  P.  90,  R.  20.  Examination  of  the  abdomen 
revealed  a normal  pregnancy  of  seven  months  dura- 
tion, acute  tenderness  and  spasm  of  the  right  lower 
quadrant  of  the  at)domen  and  no  induration  or 


swelling.  Other  physical  findings  were  within  nor- 
mal limits  and  pelvic  examination  was  negative. 
B.P.  110/80. 

Laboratory  findings;  RBC-3,640,000 ; WBC- 
11,050;  Hbg.  72%;  Polys-81;  Lymphs-19;  Eagle- 
negative. 

Urinalysis — Amber,  acid,  1.014,  Hazy,  albumin- 
trace,  sugar-negative,  6-8  WBC  per  HPF. 

Operation:  Under  spinal  anethesia  the  abdomen 
was  opened  through  a McBurney  incision.  The  right 
Fallopian  tube  w’as  found  to  be  twisted,  gangrenous, 
and  distended  with  serosanguineous  fluid.  The  ovar}- 
and  appendix  were  grossly  normal.  Operation  con- 
sisted of  a right  salpingectomy.  The  ovary  and  ap- 
pendix were  not  disturbed.  The  patient  made  an 
uneventful  recovery  and  was  discharged  from  the 
hospital  on  the  tenth  post-operative  day.  She  was 
delivered  normally  of  a living  child  at  term. 

SUMM.ARY 

Primary  torsion  of  a normal  Fallopian  tube  oc- 
curring during  advanced  pregnancy  with  accom- 
panying alarming  symptoms  has  been  presented. 
Convalescence  following  removal  of  a gangrenous 
tube  was  uneventful  and  the  patient  progressed  nor- 
mally to  term  and  delivered  normally  at  that  time. 
The  appendix  was  not  removed,  as  it  was  believed 
that  a minimal  amount  of  operative  intervention 
would  be  less  likely  to  precipitate  a premature 
labor. 
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A CASE  OF  ANURIA  DURING  COMBINED  SULFONAMIDE  THERAPY* 


W.  R.  Chitwood,  M.D., 

and 

Allen  E.  LeHew,  M.D., 

Clifton  Forge,  Virginia. 


Numerous  cases  and  series  of  cases^"^-^’*  of  renal 
complications  due  to  sulfonamide  crystalluria  have 
been  reported.  This  complication  has  been  em- 
phasized and  re-emphasized  as  being  a very  se- 
rious one,  often  proving  fatal.  Nevertheless,  it  is 
felt  that  this  group  of  drugs  is  still  being  used  in- 
discriminately at  times  without  the  proper  selection 
of  cases  and  for  the  more  minor  ailments. 

It  is  felt  that  the  following  case  warranted  the 
use  of  the  sulfonamides,  but  from  time  to  time  such 
a case  should  be  reported  as  a reminder  that  even 
with  the  use  of  the  more  soluble  sulfonamides  and 
their  combinations,  which  are  said  to  be  even  more 
soluble  than  when  used  alone,®  varying  degrees  of 
oliguria  and  anuria  can  and  do  occur. 

Serious  reflection  of  the  advantages  and  disad- 
vantages of  these  drugs  should  be  made  each  and 
every  time  they  are  used. 

Case  Report 

C.  H.  G.,  a 23  year  old  white  male,  was  admitted 
to  the  hospital  on  September  16,  1947,  with  the 
chief  complaint  of  “sore  throat”  of  48  hours  dura- 
tion. Complaint  was  limited  to  the  left  tonsillar 
region.  He  stated  that  he  had  been  unable  to  chew 
or  swallow  food  for  24  hours. 

Physical  examination  revealed  the  temperature, 
pulse,  and  respiration  to  be  102° — 110 — 21,  re- 
sjiectively.  Exquisite  tenderness  was  present  over 
the  left  side  of  the  neck  and  mandible.  The  left 
anterior  cervical  lymph  nodes  were  enlarged  and 
tender.  Both  tonsils  were  enlarged,  injected,  and 
cryptic.  The  pharynx  about  the  left  tonsil  appeared 
indurated  and  injected. 

Laboratory  studies  revealed  the  urine  to  be  nor- 
mal, hemoglobin  94%  (13.6  grams),  w.b.c.  11,700, 
and  the  differential  white  count  was  16  lympho- 
cytes, 2 stab  neutrophiles,  and  82  segmented  neu- 
trophiles. 

The  patient  was  given  sulfamerazine  and  sul- 
fadiazine grains  30  each  initially  and  grains  IS 
every  four  hours  thereafter.  30,000  units  of  peni- 

*From the  Department  of  Internal  Medicine,  Chesa- 
peake and  Ohio  Hospital,  Clifton  Forge,  Virginia. 


cillin  intramuscularly  every  three  hours  was  also 
begun. 

Therapy  was  begun  at  5 P.  M.  September  16. 
The  next  morning  the  sulfa  level  was  7.35  mg.  per 
cent.  At  about  6 A.  M.  September  18  (after  7 
doses  of  the  sulfonamides  including  the  initial  dose) 
the  patient  noticed  that  while  urinating  the  stream 
suddenly  ceased  and  exquisite  pain  developed  in 
the  penis  and  scrotum.  A few  drops  of  grossly 
bloody  urine  appeared. 

A diagnosis  of  sulfonamide  crystalluria  was 
made.  An  intravenous  infusion  of  1,000  cc.  of  3% 
sodium  bicarbonate  solution  was  given  followed  by 
1,500  cc.  of  5%  glucose.  Sodium  bicarbonate  grains 
20  every  four  hours  was  also  started.  Morphine  was 
given  for  pain. 

That  evening  1,000  cc.  of  3%  sodium  bicarbonate 
solution  was  again  given  intravenously.  The  pa- 
tient was  cystoscoped  and  sulfonamide  crystals  could 
be  seen  extruding  from  both  ureteral  orifices.  The 
ureters  could  not  be  catheterized  because  of  the 
obstruction. 

Intravenous  infusions  of  glucose  were  continued 
as  the  patient  was  nauseated,  vomited  a great  deal, 
and  became  drowsy.  The  blood  urea-nitrogen  was 
14  mg.  per  cent,  however. 

On  September  20,  around  1 :30  P.  M.,  after  about 
55  hours  of  anuria,  the  patient  voided  and  continued 
to  void  regularly  until  discharged.  Nausea,  vom- 
iting, drowsiness,  and  pain  subsided  almost  im- 
mediately after  urination  was  again  normal.  The 
blood  urea-nitrogen  was  15  mg.  per  cent  the  morn- 
ing of  September  20.  The  sulfa  level  was  not  re- 
peated. 

An  intravenous  pyelogram  being  normal,  the 
original  complaints  having  subsided,  the  patient 
was  discharged  on  September  25,  1947. 

Summary 

1.  A case  is  reported  in  which  a patient  on  rou- 
tine dosage  of  sulfadiazine  and  sulfamerazine  de- 
veloped anuria  and  became  critically  ill  due  to 
crystalluria. 

2.  It  is  felt  that  this  is  a good  reminder  that 
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sulfonamide  therapy  can  produce  serious  complica- 
tions, and  should,  therefore,  never  be  used  indis- 
criminately. . 
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cm.  (M.L.) 

This  little  treatise  on  the  State  of  Midwifery  in  London  and  Westminster  by  the 
Edinborough  Lithotomist  who  practiced  in  London,  gives  a good  insight  into  ob- 
stetric conditions  at  the  time  when  the  obstetric  forceps  first  made  their  appearance. 
He  objects  to  the  term  man-midwife  and  proposes  the  term  mid-man  for  a male  ac- 
coucher.  He  is  emphatic  in  his  statement  that  Chamberlen’s  translation  of  Mauriceau 
and  the  treatises  of  Gifford  and  Chapman  are  merely  bids  for  opportunities  to  use 
their  secret  nostrums.  As  a remedy  for  the  ignorance  and  incapacity  of  the  midwives 
of  which  these  authors  complain,  he  proposes  a hospital  for  p>oor  lying-in  women  where 
young  midwives  can  be  taught  by  surgeons,  and  not  by  physicians,  apothecaries  and 
the  lowest  class  of  surgeons.  Until  such  hospitals  can  be  built  and  endorsed  a mid- 
man  should  be  appointed  in  every  city,  or  county-town  in  England  to  instruct  all 
midwomen. 

There  were  many  Douglas’  who  wrote  on  obstetrics  and  kindred  subjects  in  the  18th 
Century.  William  Douglas  attained  notoriety  as  a critic  of  Smellie.  .\ndrew  Douglas 
wrote  on  rupture  of  the  uterus,  James  Douglas,  anatomist  and  man-midwife,  after 
whom  Douglas’  pouch  was  named,  was  a brother  of  our  author.  Another  Douglas, 
(John  C.)  wrote  on  spontaneous  evolution  of  the  fetus  which  was  published  in  Dublin 
in  1819. 
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PULMONARY  TULAREMIA  WITH  REPORT  OF  TWO  CASES 


George  B.  Craddock,  M.D., 

Lynchburg,  Virginia 
and 

R,  Vincent  Crowder,  Jr.,* 
Charlottesv'ille,  Virginia 


Tularemia  is  described  as  an  infectious  disease 
caused  by  the  Bacterium  Tularense.  It  is  wide- 
spread in  nature  in  a variety  of  animal  and  insect 
hosts,  20  of  which  are  proved  sources  of  human  in- 
fection. though  wild  rabbits  and  hares  are  chiefly 
res])onsible  for  the  disease  in  man.  Blood-sucking 
insects — lice,  flies,  ticks,  and  fleas — transmit  the 
infection  from  animal  to  animal  in  nature.  Rab- 
bits raised  under  domestic  conditions  have  never 
been  found  naturally  infectedk 

Four  clinical  types  have  been  described^: 

1.  The  ulceroglandular  type — in  which  the  pri- 
mary lesion  is  a papule  of  the  skin,  which  later  be- 
comes an  ulcer  and  is  accompanied  by  enlargement 
of  the  regional  lymph  glands. 

2.  Ocido glandular  ttpe — in  which  the  primary 
site  is  a conjunctivitis,  and  is  accompanied  by  en- 
largement of  the  regional  hanph  glands. 

.3.  Glandular  type — in  which  there  is  no  pri- 
mary lesion  at  the  site  of  infection,  but  there  is  an 
enlargement  of  the  regional  lymph  glands. 

4.  Typhoid  type — in  which  there  is  no  primar}' 
lesion  and  no  regional  glandular  enlargement. 

The  pulmonary  form,  to  which  the  main  part  of 
this  paper  is  devoted,  may  occur  with  the  other 
forms,  such  as  the  ulceroglandular  or  the  typhoid 
forms. 

The  incubation  period  of  tularemia  is  usually  3 
days,  and  rarely  exceeds  5 days.  Although  it  is 
most  often  transmitted  by  skinning,  cleaning,  or 
eating  improperly  cooked  rabbits,  tick-borne  infec- 
tion is  a definite  source,  ^^'illard  &:  Ruffin^  report 
a tick-borne  epidemic  of  SO  cases  of  tularemia 
among  soldiers  in  the  Tennessee  maneuver  area 
from  March  to  December  194.i.  Of  these  cases,  32 
were  from  tick  bite,  5 from  rabbit  infection,  and  13 
from  unknown  sources,  probably  contact  with  tick 
Fort}-nine  of  these  patients  recovered,  one  died 
Eleven  of  the  50  were  of  the  jiulmonary  form;  the 
one  death  was  in  this  group. 

*.Mr.  Crowder  is  a fourth  year  medical  student  at  the 
Medical  School  of  the  University  of  Virginia,  and  served 
as  a student  externe  at  the  Lynchburg  General  Hospital 
during  the  summers  of  1947  and  1948. 


The  diagnosis  of  tularemia^  is  confirmed  by  3 
tests:  one  is  by  growth  of  the  organism  from  the 
blood  or  pleural  or  spinal  fluid  or  blood  cysteine 
agar  medium,  the  second  by  inoculation  of  guinea 
pigs  with  this  material,  and  the  third  by  repeated 
serum  agglutination  tests.  The  agglutination  test 
is  regarded  as  one  of  the  most  reliable  confirmatory 
tests  in  the  field  of  serology.  It  is  usually  positive 
after  the  first  week;  a progressive  increase  in  the 
titer  is  diagnostic.  Ransmeier  and  Ewing^  have 
shown  that  a positive  tularemic  agglutination  titer 
may  persist  for  a number  of  years. 

One  of  the  most  complete  and  interesting  articles 
on  pulmonary  tularemia  is  that  of  Blackford  and 
Casey^  of  the  F'niversity  of  Virginia  in  1941.  After 
their  review  of  the  literature,  it  was  their  belief  that 
the  infection  reaches  the  lung  through  the  skin  or 
intestinal  tract  and  not  through  inhalation,  as  some 
believe.  Blackford  draws  attention  to  the  close  mor- 
phological resemblance  between  caseous  pneumonia 
of  tularemia  and  tuberculous  pneumonia.  Pleural 
effusion  and  spontaneous  pneumothrax  may  occur 
in  either.  The  fundamental  lesion  in  the  lung  in 
persons  with  tularemia  is  focal  necrosis  either  in 
the  substance  of  the  lung  or  in  the  pleura.  Around 
these  areas  of  focal  necrosis  there  are  lymphocytes, 
plasma  cells,  and  even  polymorphonuclear  leuko- 
cytes, and  it  is  readily  seen  how  these  lesions  re- 
semble tubercles. 

Blackford  and  Casey  report  95  of  tularemia, 
and  of  these  pneumonia  was  found  in  20  cases, 
pleural  effusion  in  13,  and  bronchitis  in  19.  The 
types  of  infections  were  grouped  according  to  Eran- 
cis’  classification  as  follows:  ulceroglandular — 63 
cases,  typhoid — 21  cases,  glandular — 7 cases,  and 
oculoglandular — -4  cases.  W'hereas  most  of  the  in- 
oculations were  accounted  for  by  rabbits,  a few  ap- 
parently resulted  from  contact  with  ticks,  squirrels, 
opossums,  weasels,  and  cats.  FBcers  or  enlarged 
lymph  nodes  were  the  chief  complaint  of  the  ma- 
jority of  the  patients,  but  the  presenting  symptoms 
covered  a wide  range.  The  mortality  rate  for  the 
series  was  10.5%,  and  7 necropsies  were  obtained 
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on  the  10  fatal  cases.  Some  type  of  x-ray  abnor- 
mality was  found  in  90%  of  Blackford’s  group. 

Prognosis:  Before  strei>tomycin,  the  overall  mor- 
tality rate  of  tularemia  was  about  10%;  with  the 
j)leuropulmonary  form  it  was  much  higher.  Bron- 
chitis alone  does  not  api)ear  to  increase  the  mortality 
over  the  cases  in  which  no  clinical  evidence  of 
l)ronchitis  was  found.  Blackford  had  a 30%  mor- 
tality in  his  patients  with  tularemic  })neumonia  or 
])leural  effusion.  Stewart  and  Pullen^'  of  New  Or- 
leans had  a mortality  of  57%  in  15  cases. 

Before  streptomycin,  any  treatment  other  than 
supportive  treatment  was  of  doubtful  value.  Sul- 
fonamides were  tried  without  success.  Foshay’s 
serum  was  used,  but  nothing  definite  was  decided  on 
its  value.  'Phe  report  of  his  own  cases  is  not  con- 
vincing. Loria  rejjorted  the  use  of  intravenous' 
acriflavine  in  3 cases  with  recovery,  and  he  attrib- 
uted the  recoveries  to  the  drug. 

W.  W’.  Jackson  of  Hot  Springs,  Arkansas^^,  gives 
Bismuth  Sod.  Tartrate  in  V/i  aqueous  solution 
(G.  D.  Searle  &;  Co.)  1 cc.  daily  (IV)  and  com- 
pares his  203  cases  with  no  mortality  against  the  13 
reported  cures  with  streptomycin  at  that  time.  How- 
ever, in  his  only  patient  with  tularemic  pneumonia, 
it  was  necessary  to  use  streptomycin  in  addition  to 
the  Bismuth  Sod.  Tartrate. 

Since  the  discover}-  of  streptomycin,  all  the  other 
methods  of  treatment  except  the  usual  supportive 
treatment  can  be  abandoned.  This  drug  is  described 
as  “most  effective  in  the  treatment  of  tularemia”  liy 
Keefer®.  He  states  that  in  67  cases,  63  recovered, 
55  immediately  in  a striking  manner,  8 in  a gradual 
but  definite  way  with  permanent  cure.  Three  cases 
were  unaffected,  but  in  two  the  diagnosis  was  ques- 
tionable, and  the  total  dose  was  less  than  3 Gm., 
and  in  all  3 the  treatment  was  begun  over  2 months 
after  the  onset  of  symptoms.  Nearly  every  patient 
was  treated  with  1 gm.  daily  for  7 days.  Eleven  of 
the  patients  had  pleural  and  pulmonary  forms  of 
tularemia.  Nine  recovered,  1 improved,  and  1 died 
on  the  first  day  of  treatment.  The  majority  of 
cases  had  been  treated  previously  with  sulfonamides 
and  penicillin.  These  results  are  confirmed  by 
otbers'-®’®’^®. 

Case  Reports 

Case  1.  G.  L.,  colored  female,  age  13,  was  ad- 
mitted to  the  Lynchburg  General  Hospital  July  7, 
1947,  with  complaint  of  fever  and  cough.  She  had 


been  well  until  four  days  liefore  admission,  when 
she  suddenly  developed  a severe  headache;  the  next 
day  nausea  and- vomiting  appeared,  and  a rather 
severe,  dry  cough  also  set  in.  The  following  day 
(two  days  before  admission)  a fever  was  first  noted 
and  cold  sensations,  chilly  sensations,  were  also 
noted.  The  cough  became  productive,  but  there  was 
no  hemoptysis.  Patient  received  3 or  4 injections  of 
penicillin  (amount  ?)  by  her  physician  and,  as 
she  did  not  improve,  was  sent  to  the  hospital. 

Past  history  and  family  history  were  essentially 
negative.  There  was  no  history  of  skinning  or  eat- 
ing rabbits  or  squirrels,  and  there  was  no  history  of 
tick  bite,  although  ticks  were  abundant  in  the  part 
of  the  country  where  she  lived. 

Physical  examination  revealed  an  acutely  ill, 
dehydrated,  toxic  negro  child  of  13.  T.  P.  R. 
104°— 120— 56.  B.  P.  100/40.  There  was  no  nu- 
chal rigidity  and  no  rash.  Pharynx  was  slightly 
reddened.  Conjunctivae  were  not  injected.  Heart  was 
not  enlarged,  both  heart  sounds  were  heard,  regu- 
lar, rapid,  no  murmurs.  Lungs  showed  dullness  at 
left  base  and  numerous  crackling  rales  all  over  left 
side  of  chest,  both  anteriorly  and  posteriorly.  Breath 
sounds  were  distant  over  left  side  of  chest,  but  no 
bronchial  breathing  was  heard.  Abdomen  was  not 
distended.  Extremities  were  normal. 

Laboratory  studies:  Urine — amber,  slightly 
cloudy,  sp.  gr.  1.020,  acid  in  reaction,  albumen 
trace,  sugar  negative,  microscopic  examination  of 
the  sediment  revealed  an  occasional  pus  cell.  Blood: 
RBC— 4,150,000;  WBC— 9-700  Hbg.  9.2  gm.  Dif- 
ferential— PMN  71%,  SL  26%,  LL  3/f.  \\'asser- 
mann  negative.  Test  for  sickle  cells — negative. 
Sputum  on  2 examinations  showed  no  tubercle  bacilli. 
X-ray  examination  on  July  10,  1947,  showed  “ex- 
tensive soft-tissue  clouding  over  the  major  portion 
of  the  left  lung,  which  is  a pneumonia,  probabh-  of 
a virus  type.  The  right  lung  is  normal.”  (Fig.  1.) 

Course:  Patient  was  given  an  intravenous  in- 
fusion of  5 % glucose  in  normal  saline  solution,  and 
penicillin  50,000  units  every  3 hours  was  begun. 
This  was  increased  to  100,000  units  even,-  3 hours 
on  July  8,  1947.  However,  the  patient  failed  to  re- 
spond to  this  treatment;  her  temperature  rose  (see 
chart)  and  she  remained  ill.  On  July  10,  1947 
streptomycin  therapy  was  begun  and  agglutination 
test  for  tularemia  was  taken.  It  was  rejxirted  ])osi- 
tive  on  July  15,  1947,  in  dilution  of  1-100,  other 
agglutination  tests  were  negative.  'Phe  dosage  of 
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Case  1 — G.L. 


streptomycin  was  1.6  gm.  daily  (in  0.2  gm.  q 3 h 
doses)  and  was  continued  until  July  16,  1947,  when 
the  patient’s  temperature  rose  to  103.8°  without  any 
apparent  cause.  Even  though  the  patient  seemed 
to  be  doing  well  clinically,  it  was  decided  to  raise 


Hospital  from  a neighboring  town  by  her  physician 
with  complaint  of  pain  in  right  side  of  chest.  P.  H. 
was  negative  e.xcept  that  the  patient  had  had  two 
admissions  to  mental  institutions  requiring  shock 
treatments  and  2 gynecological  operations. 


Chart  1 

the  dosage  to  3.2  gm.  daily.  This  was  continued 
until  July  23,  1947,  when  the  drug  w'as  discon- 
tinued. 

The  improvement  of  the  patient  under  strepto- 
mycin therapy  was  as  apparent  as  the  temperature 
curve.  She  became  alert,  no  longer  appeared  toxic, 
ate  well,  sat  in  a chair,  etc.  Her  X-ray  plate  on 
July  14,  1947,  showed  “50%  less  clouding  in  the 
left  lung”,  and  on  July  19,  1947,  showed  only  “a 
small  part  of  the  original  clouding  remained”.  The 
blood  agglutinations  on  July  22,  1947,  were  positive 
for  tularemia  in  dilution  1-800.  The  pat’ent  re- 
mained afebrile  after  streptomycin  was  discontinued 
and  w'as  discharged  home  on  July  26,  1947. 

Case  2.  Mrs.  A.  C.  A.,  was  a 47  year  old  white 
woman  who  was  referred  to  the  Virginia  Baptist 


G.L. 

Present  illness  began  on  October  12,  1947, 
one  week  before  admission,  with  backache  and  pain 
down  both  legs,  dull  headache,  fever  and  malaise. 
Two  days  later  she  developed  a slight  cough  and  “a 
catch”  in  the  right  side  of  chest  on  deep  or  moderate 
inspiration.  There  was  no  history  of  tick  bite,  eat- 
ing or  skinning  or  handling  rabbits. 

Physical  examination  showed  a well-nourished 
and  developed  white  woman  appearing  acutely  ill. 
B.  P.  120/70.  No  petechiae  and  no  skin  rash.  No 
nuchal  rigidity.  No  jaundice.  Pharynx  and  tonsils 
were  reddened,  but  no  exudate  was  seen.  No  lym- 
phadenopathy.  Chest  and  lungs  showed  an  apparent 
catch  with  pain  on  breathing  on  right  with  dimin- 
ished breath  sounds  and  crackling  rales  at  right 
base.  Heart  was  not  enlarged,  both  heart  sounds 
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heard,  regular,  no  murmurs.  Abdomen-.  Two  lower 
mid-line  scars.  No  masses  felt.  Pelvic  and  rectal 
not  done.  Extremities  showed  no  clubbing  of  the 
fingers. 

Laboratory  studies;  October  20,  1947,  urine 
(cath.)  1.015.  .\cid  reaction,  heavy  cloud  albumen, 
no  sugar,  no  acetone.  ^Microscopic  showed  many 
granular  casts.  Sputum  (October  20,  1947)  no 
acid-fast  bacilli  found.  October  20,  1947,  Hbg. 
87%.  RBC— 4,410.00.  WBC— 10,300  with  81% 
Polys,  10%  SL,  8%  LL,  1%  E.  October  24,  1947 — 
similar  count — Hbg.  85%,  RBC  4,570,000,  WBC 
10,000  with  79%  Polys,  17%  SL,  4%  LL.  X-ray 
on  October  19,  1947,  showed  the  right  diaphragm  1 
inch  higher  than  normal  and  bronchovascular  mark- 
ings above  it  somewhat  accentuated.  Lung  fields 
elsewhere  normal,  and  heart  size  and  shape  were 
normal.  Penicillin  was  begun  on  day  of  admission 


Case  2 — A.C.A. 


— October  19,  1947 — after  a blood  culture  was 
taken,  dose  100,000  units  q 3 h. 

October  21 — High  fever  continued.  .Absent  B. 
S.  and  flatness  at  right  base. 


October  23 — High  fever  continued.  Pain  in  chest 
worse.  Agglutinations  taken  October  23,  1947 — re- 
ported positive  1-50  on  October  28,  1947. 

October  24 — ^.Another  chest  x-ray  with  fluoroscopy 
shows  right  base  obscured  by  extreme  denseness  to 
level  of  the  hilum,  which  is  probably  fluid. 

October  2^ — Right  chest  aspirated,  500  cc.  straw- 
colored  fluid  removed.  Culture  taken — negative. 
Penicillin  discontinued. 

October  27 — 130  cc.  straw-colored  fluid  removed 
— 50,000  units  penicillin  inserted  into  chest  cavity. 

October  30 — .Agglutination  report  positive  1-50 
Tularemia — recheck  requested.  Streptomycin  1.2 
gm.  daily  begun.  History  of  exposure  re-checked — 
negative. 

November  4— Clinical  appearance  much  better  as 
soon  as  streptomycin  begun.  .Agglutination  posi- 
tive 1-200  at  this  time. 

Streptomycin  discontinued  on  November  5,  and 
patient  allowed  out  of  bed.  Discharged  home  on 
November  8,  without  any  signs  in  chest. 

I had  believed  this  patient  to  have  a tuberculous 
pleural  effusion  and  did  not  think  of  tularemia 
until  the  agglutination  test  returned  jiositive. 

Conclusion:  Two  cases  of  pleuropulmonary 
tularemia  are  reported,  both  treated  with  streptomy- 
cin. It  is  believed  that  the  drug  saved  the  first  pa- 
tient, and  while  it  was  withheld  until  the  second 
patient  was  improving  spontaneously,  it  greatly 
hastened  the  recovery.  It  is  urged  that  tularemia  be 
suspected  in  all  acute  pulmonary  conditions,  and 
where  the  response  to  penicillin  is  neglible  that 
agglutination  tests  be  taken  and  streptomycin  ther- 
apy be  begun  before  agglutination  tests  can  be  re- 
ported. 
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Floral  Eponym 

Brickellia 

Brickell,  John,  el.  18th  Century 

Gray  says  Brickellla  is  named  for  Dr.  John  Brickell  of  Georgia,  correspondent  of 
Elliott  and  Muhlenberg.  Norman  Taylor  in  the  Standard  Cyclopedia  of  Horticul- 
ture says  that  Dr.  John  Brickell  was  an  early  American  naturalist.  Kelly  complains 
of  being  able  to  find  little  biographical  data  about  him  stating  that  he  died  in  1810, 
aged  about  ninety. 

I'here  was  a Dr.  John  Brickell  of  North  Carolina.  He  is  thought  to  have  been  an 
Irishman.  He  practiced  medicine  in  Edenton,  North  Carolina,  and  in  1730-31  was 
one  of  a party  of  ten  who  with  two  Indian  servants  went  on  an  exploring  expedition  to 
the  West,  d hey  provided  themselves  with  guns,  ammunition,  horses,  compasses,  rum, 
salt,  irejjper  and  corn.  They  were  received  with  great  friendliness  by  the  Indians  but 
stayed  with  them  only  two  days  as  the  savages  were  about  to  drink  up  all  their  rum. 
Proceeding  \\’estward  they  crossed  one  ridge  of  mountains  and  came  to  another.  They 
saw  few  Indians  in  this  section.  Brickell  wrote  two  books.  Natural  History  of  North 
Carolina,  1737,  and  a Catalogue  of  .American  Trees  and  Shrubs  Which  Will  Endure 
the  Climate  of  England,  1739. 

Brickellia  is  a genus  of  about  40  species  of  herl)s  or  small  shrubs  found  in  the 
warmer  parts  of  the  Plnited  States  and  Mexico.  B.  grandiflora  is  commonly  called 
the  Tassel  Flower. 
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UNIOCULAR  HYSTERICAL  AMAUROSIS 


F.  V.  Gammage,  M.D.,  F.I.C.S., 

Grundy  Hospital, 

Grundy,  Virginia. 


Hysteria  is  the  tliief  of  medicine.  It  can  steal 
tlie  symptoms  of  any  disease,  symptom  complex, 
syndrome  or  ailment  and  make  them  its  own.  Fur- 
thermore, it  can  so  influence  the  metabolism  of  the 
part  tliat  sooner  or  later,  if  the  process  is  allowed 
to  continue,  physical  changes  will  take  place  that 
will  substantiate  the  disease. 

Etiology 

The  etiology  of  hysteria  is  protean.  Usually  an 
easily  impressed  girl  with  an  unstable  nervous  sys- 
tem receives  a shock  of  some  sort,  physical  or  psy- 
chic, an  automobile  accident,  a death  of  a near 
relative,  a disappointment,  amorous  or  otherwise, 
from  which  the  only  exit  is  fight  or  flight.  As  she 
cannot  either  fight  or  fly,  sulflimation  of  the  desire 
for  flight  lakes  place  in  the  snapping  of  the  con- 
st'tutionally  weakened  vital  threads  and  paralysis 
takes  place,  or  blindness,  anorexia,  neurasthenia, 
psychasthenia,  deafness,  tachycardia,  alexia,  mut- 
ism, apraxia,  or  the  whole  long  list  of  ph3fsical  and 
mental  ails  to  which  the  human  frame  is  heir. 

However,  it  is  not  only  the  female  sex  that  is 
susceptible.  It  affects  both  sexes  and  all  ages  and 
will  result  from  anything  that  gives  rise  to  extreme 
emotional  reaction.  The  late  World  War  gave  rise 
to  innumerable  cases  in  young  men  who  were  sud- 
denly jerked  out  of  the  routine  complacency  of 
civilian  life  into  the  maelstrom  of  war  with  its 
media  of  mud,  squalor,  filth,  obscenity,  sickness, 
accident,  sudden  death  and  mass  murder. 

The  element  of  compensation  in  accident  cases 
increases  the  percentage  of  nervous  affections,  net 
the  least  of  which  is  hysteria. 

Diagnosis 

Diagnosis  is  difficult  because  of  the  complexity 
of  diseases  and  injuries  that  hysteria  can  simulate. 
:Mal  ingering  is  especially  confusing,  although  the 
malingerer  is  es.sentially  an  actor  and  in  the  case  of 
simulatt'd  l)lindnes.s  tlie  malingerer  will  ])ull  his 
hat  down  over  his  eyes  and  put  on  smoked  glasses, 
assume  a cane  for  assistance  in  walking  and  his 
camouflage  is  complete,  while  the  h\sterical  blind 
assumes  no  artificial  postures,  sees  nothing  and 


cares  less,  his  hysterical  jflienomena  being  purely 
the  result  of  inhibition.  Hysteria  does  not  always 
strike  well  persons.  He  may  be  suffering  from  any 
di.sease  or  multiple  diseases  and  he  must  be  exam- 
ined carefull}’  for  evidence  of  real  disease  before 
the  element  of  simulation  is  given  consideration. 
There  may  be  variations  in  the  loss  of  sight  from 
a slight  loss  of  vision  to  unilateral  or  bilateral 
ambl}'opia  or  amaurosis,  while  there  may  be  other 
conditions  present,  including  conjunctivitis,  asthe- 
nopia, ptosis,  nystagmus,  lacrimation,  blepharo- 
spasm, strabismus,  internal  or  external,  unilateral 
or  bilateral  ophthalmoplegia. 

Fields 

'Fhe  hysterical  fields  may  assume  any  form.  There 
may  lie  no  fields  at  all  in  complete  blindness,  con- 
tracted fields,  hemianopsia,  scotomas,  tubular  fields, 
oscillating  fields  where  an  object  may  appear  and 
di.sappear  haphazard  in  testing  the  same  meridian, 
the  reversal  of  color  fields,  dyschromatopsia  or 
color  amblyopia.  Of  these  Peter^  gives  three  es- 
peciall}’  characteristic  types  of  changes:  (1)  con- 
centric contraction  of  fields,  with  or  without  central 
amblyopia;  (2)  tubular  fields;  (3)  reversal  of  color 
fields. 

1.  In  concentric  contraction  there  is  a uniform 
narrowing  of  the  field  of  vision  with  the  color  fields 
reducing  proportionately.  The  field  usually  retains 
its  circular  shape  and  contraction  may  continue 
down  to  central  vision.  Large  entering  angles,  cen- 
tral or  annular  scotomas  are  rarely  found. 

2.  The  tubular  field  occurs  only  in  hysteria  and 
malingering  and  is  elicited  by  taking  the  fields  on 
the  tangent  screen  or  campimeter,  when,  moving  the 
patient  back  and  forth  will  not  alter  the  size  of  the 
field,  which  normally  grows  larger  as  the  patient 
recedes  from  the  screen. 

.1.  Reversal  of  the  color  fields  may  take  aip' 
form.  'The  red  held  wliicli  normall)’  is  larger  than 
the  green,  may  l)e  found  within  the  green  field,  (jn 
the  other  hand,  the  red  field  may  l)e  greatly  en- 
larged to  enclose  the  blue  field  which  ordinarily  is 
the  largest  color  field.  This  may  be  due  either  to  a 
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hypersensitivity  to  red  or  a hyjxisensitivity  to  blue. 
Instead  of  reversal,  there  may  be  interlacing  of  the 
color  fields. 

The  form  and  color  changes  in  the  visual  fields 
may  be  comparable  with  hysterical  anesthesia  of 
the  skin.  Peter^  draws  this  analogy  because  not 
only  is  Ip'sterical  amblyopia  and  amaurosis  bilat- 
eral but  may  be  unilateral  in  hemianesthesia  of  the 
body.  Local  areas  of  skin  anesthesia  may  be  rep- 
resented in  the  retina  in  the  form  of  scotomata. 
Muscular  palsy,  so  frequently  observed  as  hemi- 
plegia. monoplegia,  etc.,  occurs  in  the  eye  in  ex- 
ternal or  internal,  complete  or  partial,  ophthal- 
moplegia. Paralysis  of  the  sphincter  muscles  of  the 
bladder,  or  tonic  spasm  of  the  sphincters,  also  find 
their  analogues  in  the  eye  in  ptosis,  tonic  blepharo- 
spa.mi,  etc.  Painful  points,  or  hyperesthesia,  of 
the  skin,  are  similarly  represented  in  the  eve  in 
photophobia,  lacrimation,  etc. 

P.ATHOLOGY 

Pathologv  is  tliat  branch  of  medicine  which  treats 
of  tlie  essential  nature  of  disease.^  There  is  no 
jiathology  in  hysteria  is  an  oft-repeated  assertion 
that  needs  revision  in  the  light  of  modern  psy- 
chology and  psychiatry,  especially  since  the  recent 
release  of  atomic  energy.  Einstein  was  the  first  to 
prove  mathematically  that  energy  and  matter  were 
synoipmous.  Therefore,  while  macroscopically  and 
microscopically  no  pathological  tissue  changes  are 
inlierent  in  hysteria,  nevertheless  the  thing  that  we 
call  life  is  an  integral  part  of  the  human  economy 
and  lies  at  the  basis  of  all  our  mental,  kinetic, 
vegetative  and  metabolic  activities.  Sudden  death 
in  an  otherwise  api)arently  healthy  individual  does 
not  alter  the  essential  living  condition  of  every  cell 
in  the  body  until  the  secondary  mortal  changes  set 
in.  However,  .something  very  real  has  departed  from 
the  human  body. 

This  entity  we  call  life  without  which  the  body 
ceases  to  ofierate  as  an  individual  unit  which  we 
call  man  and  remains  nothing  but  a lump  of  clay. 
It  is  quite  obvious  therefore  in  the  light  of  our  new 
found  atomic  knowledge  that  there  is  a perfect 
analogy  between  the  concept  of  the  identity  of  mat- 
ter and  energy  with  that  of  the  identity  of  the 
human  hod}-  with  life,  since  the  human  body  is 
matter  and  life  is  eiierg}-. 

This  brings  us  to  the  point  that  the  human  mind 
whose  mainspring  is  life  is  one  and  the  same  thing 


as  the  human  body  and  cannot  be  separated  from 
it.  Succinctly  it  has  been  said  that  if  a patient 
says  that  he  is  ill,  he  is  ill,  for  no  man,  healthy  in 
mind  and  body,  would  make  such  a statement. 
Therefore  the  hysteric  is  an  ill  person.  There  may 
be  no  evident  pathology  of  the  individual  cells  but 
there  is  definite  pathology  of  the  mind,  and  in 
many  instances  this  may  lead  to  more  dire  circum- 
stances than  manifest  disease  of  the  tissues.  Von 
Graefe  stated  that  hysterical  amblyopia  is  due  to 
an  interruption  of  the  connection  of  the  optic  nerve 
fibers  with  the  outer  retinal  layers,  while  Peter^ 
emphasizes  the  fact  that  no  part  of  the  visual  path- 
way enjo3’s  immunity  in  hysteria,  and  that  any 
variation  of  the  field  observed  in  organic  disease  of 
the  visual  tract  may  be  found  in  hysteric  disease. 
Therefore,  in  the  hA’sterical  manifestations  of  am- 
blyopia, amaurosis,  central,  peripheral,  nasal  step 
or  annular  scotoma,  hemianopia,  color  field  changes, 
etc.,  a careful  examination  must  be  made  to  ex- 
clude such  pathological  entities  as  scqihilis,  tubercu- 
losis, malignancy,  multiple  sclerosis,  tabes,  dia- 
betes, meningitis,  nephritis,  arteriosclerosis,  etc. 
Hysteria  cannot  be  brushed  off  as  the  non-existence 
of  disease,  but  must  be  treated  as  a real  mental  dis- 
order of  psycho-pathologic  origin. 

Ther.apy 

“The  successful  treatment  of  hysteria  demands 
qualities  possessed  by  few  physicians.  The  first 
element  is  a due  appreciation  of  the  nature  of  the 
disease  on  the  part  of  the  physician  and  friends. 
It  is  pitiable  to  think  of  the  misery  which  has  been 
inflicted  on  these  unhappy  victims  by  harsh  and 
unjust  treatment — very  much  depends  upon  the  tact, 
jiatience,  and,  above  all,  the  personality  of  the 
physician;  the  man  counts  more  than  the  method.”® 

Freud’s  method  of  psychoanalysis  or  mental  ca- 
tharsis, in  which  the  old  method  of  the  confessional 
is  used,  is  helpful  in  eliciting  from  the  patient  the 
cau.se  which  in  most  cases  is  unknown  or  at  least 
not  realized  by  him.  Once  determined,  the  cause 
can  be  removed  by  many  methods.  Suggestion  is 
valuable.  This  may  be  aided  by  narcosis  or  deep 
ether  anesthesia  in  which  the  patient  is  made  to 
lielieve  that  the  cause  has  been  discovered  and  an 
oi>crati()n  has  l)een  ])erformetl  to  relieve  the  trouble. 

strong  imperative  command  may  have  the  same 
effect.  Hypnosis  sometimes  effects  a miraculous 
cure.  Since  a hysteric  in  effect  does  see  but  shuts 
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off  all  consciousness  of  the  things  seen  by  the  ac- 
tion of  the  subconscious  mind  apparently  discon- 
necting the  How  of  visual  impulses  from  the  corti- 
cal areas  of  consciousness,  it  is  sometimes  possible 
to  release  these  broken  connections  by  the  power 
of  hypnosis.^ 

A hysteric  should  be  handled  sympathetically 
and  never  told  that  he  can  see  but  his  visual  defect 
freely  admitted  and  a resolute  effort  made  to  over- 
come it,  which  may  take  days,  weeks  or  years.  Pun- 
ishment in  any  form  is  to  be  avoided  as  useless 
and  even  tending  to  confirm  the  ailment.  In  so 
far  as  possible  the  mental  causes  of  suffering,  such 
as  marital  troubles,  unhappy  love  affairs,  distaste- 
ful employment  or  surroundings,  etc.,  should  be 
removed. 

Hydrotherapy  is  sometimes  helpful  as  is  the 
occasional  use  of  drugs.  Tonics,  as  strychnine,  ar- 
senic, quinine,  are  useful,  but  sedatives  like  the 
bromides,  barbiturates,  etc.,  are  to  be  avoided  in  so 
far  as  possible.  Electricity  in  its  various  forms, 
including  electric  shock  treatment,  aids  and  some- 
times effects  a cure.  Cures  of  blindness  by  Chris- 
tian Scientists,  faithhealers,  visits  to  religious 
shrines,  the  laying  on  of  hands,  or  the  anointing 
with  oil  by  self-professed  miracle  workers,  can  be 
explained  by  their  dupes  being  affected  with  hys- 
terical amaurosis. 

Case  Report 

Mrs.  F.  Y.,  age  25  white,  came  to  hospital  Jan- 
uary IS,  1947,  complaining  of  blindness  in  the  left 
eye.  She  said  she  woke  up  that  morning  and  her  left 
eye  was  blind.  Upon  examination  she  had  vision 
R.  E. — 20/20.  L.  E. — O.,  with  no  light  reflex. 
Fundi  normal.  Patient  was  thin  and  undernour- 
ished, weighing  only  95  lbs.  A mild  collyrium  was 
prescribed  and  she  was  given  a guarded  prognosis. 
Vision  gradually  returned  showing  20/100  in  one 
week;  20/80  in  2 weeks;  20/50  in  3 weeks;  and 
20/20  in  1 month.  Later  the  following  history  was 
elicited.  Her  husband  is  a miner  and  got  his  leg 
injured  in  a mine  accident  November  1,  1946.  He 
stayed  in  the  hospital  until  the  day  before  Christ- 
mas when  he  went  home.  Patient  lost  her  apjietite, 
lost  flesh  and  became  quite  weak.  A week  later  she 
tried  to  get  up  out  of  bed  in  the  morning  and  col- 
lapsed on  the  floor,  having  complete  paralysis  of 
both  limbs  from  the  hips  down.  She  was  taken  to 
the  hospital  where  she  regained  the  use  of  her 


limbs  and  was  discharged  after  3 days  although 
she  remained  very  weak.  On  January  15  she  be- 
came blind  in  her  left  eye. 

Comment 

In  the  first  place  her  subconscious  mind  re- 
sorted to  tlie  vicarious  sacrifice  of  her  own  limbs 
for  that  of  her  husband,  but  realizing  the  useless- 
ness of  this,  she  resorted  to  the  second  expedient  of 
shutting  out  the  sight  of  her  husband’s  injury  by 
the  blindness  of  her  left  eye.  Reasoning  from  anal- 
ogy, she  probably  retained  the  vision  of  the  right  eye 
as  a concession  to  the  unreason  of  blindness  at  all. 
Her  refusal  to  see  would  no  more  affect  this  case  than 
her  vicarious  offering  of  her  own  limbs  had  cured 
her  husband’s  injured  limb,  from  which  he  is  still 
suffering  8 montlis  at  this  writing  from  the  time  of 
injury.  This  case  is  as  clearcut  as  that  of  Yvette® 
who  became  as  blind  as  the  blind  heroine  of  the 
“Symphonic  Pastorale”;  however,  not  of  Beethoven 
but  the  French  film  based  on  the  romance  of  M. 
Andre  Gide.  Like  Yvette,  this  patient  was  une 
fille  emotive  et  impressionable  et  a une  naivete 
rafraichissante  qui  semble  dormer  raison  a la 
theorie  qui  admet  que  1'  hysterique  reste  enfant 
tout  simplement  (an  emotional  and  impressionable 
girl  and  has  a refreshing  innocence  which  seems  to 
give  reason  to  the  theory  which  admits  that  the 
hysteric  always  remains  an  infant). 

Summary 

A woman  whose  husband  had  received  a severe 
injury  of  his  leg  became  completely  paralyzed  in 
both  limbs.  Recovering  from  this  she  became  blind 
in  her  left  eye  with  complete  recovery.  Diagnosis, 
hysteria. 

References 

1.  Peter,  Luther  C.:  The  Principles  and  Practice  of 

Perimetry,  ed.  3,  Philadelphia,  Lea  and  Febiger, 
p.  267. 

2.  Dorland,  W.  A.  Newman:  The  American  Illustrated 

Medical  Dictionary,  ed.  19,  Philadelphia,  W.  B. 
Saunders  Company,  1943. 

3.  Osier,  VV. : The  Principles  and  Practice  of  Medicine, 

ed.  8,  New  York,  1).  Appleton  and  Company, 
1914,  pp.  1104-1105. 

4.  Wolff,  F.rnst.:  Hysterical  Blindness  in  ('hildren.  Re- 

port of  2 Cases,  Am.  ./.  Dis.  C/iilJ.  55:743-749, 
April,  1938. 

5.  Redslob,  M.  E.,  and  Brini,  Les  Mefaits  de  la 

“Symphonie  Pastorale”,  .-Inn.  d’ocul.  180:106,  Feb- 
ruary, 1947. 


138 


Virginia  Medical  Monthly 


[March, 


THE  CANCER  COMMITTEE 
MEDICAL  SOCIETY  OF  VIRGINIA 


A Case  Report 


A forty-eight  year  old  white  woman  was  recently 
referred  to  a gynecology  clinic  with  the  following 
story: 

About  twelve  months  before,  occasional  scant 
post-coital  vaginal  bleeding  was  noted.  About  six 
months  later,  spott}'  bleeding  independent  of  coitus 
began.  Three  months  later,  she  consulted  a physi- 
cian who  started  her  on  estrogen  therapy.  When 
three  months  of  this  treatment  produced  no  im- 
provement, the  physician  referred  her  to  the  hos- 
pital. 

On  pelvic  examination,  the  anterior  lip  of  the 
cervix  was  found  to  be  firm,  nodular,  and  deeply 
eroded.  There  was  slight  thickening  of  the  para- 
cervical tissues.  Biopsy  from  the  border  of  the 
cervical  erosion  was  reported  “epidermoid  car- 
cinoma, grade  I to  II.” 

The  patient  has  since  received  deep  X-ray  ther- 
apy followed  by  insertion  of  radium.  It  is  still  too 
early  to  evaluate  the  immediate  result. 

Comment:  1.  The  patient’s  disease  remained 
undiagnosed  and  untreated  for  twelve  months  after 
appearance  of  a symptom  which  called  for  im- 
mediate complete  investigation — vaginal  bleeding 
(See  Bulletin — Cancer  of  the  Uterus,  September  1, 
1945).  Nine  months  of  the  delay  was  the  fault  of 
the  patient,  three  months  must  be  Ifiamed  on  lier 
physician. 

2.  It  is  difficult  to  reconcile  the  tragic  neglect  of 
obvious  cancer  s}inptomatolog}-  by  victim  and  phy- 
sician with  the  often  heard  statement  that  attempts 


to  infcnn  laymen  about  cancer  and  to  rouse  physi- 
cians to  “cancer  consciousness”  are  overdone. 

3.  It  is  utterly  inadequate  medicine  to  treat  ab- 
normal vaginal  bleeding  on  a presumptive  diag- 
nosis. The  cause  must  be  found  and  a diagnosis 
established  before  any  thought  is  given  to  treatment. 

4.  The  first  step  is  a complete  pelvic  examina- 
tion, including  careful  inspection  of  the  cervix  and 
l:»iopsy  of  any  suspicious  areas.  With  the  tissue  di- 
agnostic service  now  available  to  every  physician 
in  the  State  (even  the  containers  for  mailing  speci- 
mens are  supplied)*,  there  is  no  excuse  for  omission 
of  biopsy.  This  simple  procedure  established  the 
diagnosis  immediately  in  the  above  case,  and  should 
have  been  carried  out  on  the  patient’s  first  visit  to 
her  doctor. 

5.  Apparently  estrogens  were  administered  on 
the  assumption  that  the  patient’s  bleeding  was  a 
s\Tnj)tom  of  the  climacteric.  Aside  from  the  fact 
that  treatment  was  carried  out  on  the  basis  of  a 
presumptive  diagnosis,  it  is  doubtful  that  hormone 
therap}’  should  ever  be  undertaken  without  gyne- 
cological consultation  and  guidance.  Such  therapy 
should  certainly  never  be  started  before  the  patient 
has  l)een  completely  investigated  and  the  rationale 
for  honnones  thoroughly  established. 

A Diagnosis  or  Cancer  Will  Not  Be  Made  In 
Time  for  Curative  Treatment  By  a Physician 
Who  Is  Not  Cancer  Conscious 

*Information  about  this  service  may  be  obtained  from 
Dr.  Mason  Romaine,  Director,  Bureau  of  Cancer  Con- 
trol, State  Health  Department,  Richmond,  Va. 


Gout  May  Be  Allergic  Condition. 

Gout,  a joint  disease  that  often  involves  the  big 
toe,  may  be  an  allergic  condition,  according  to 
Jo.seph  Harkavy,  M.D.,  of  the  medical  services  of 
the  Mount  Sinai  Hos])ital,  New  York. 

Writing  in  the  January  8th  issue  of  The  Jour- 
nal of  the  American  Medical  Association,  Dr. 
Harkavy  says  that  in  a study  of  three  patients  “it 


w'as  possible  to  show  that  allergy  to  specific  foods 
and  pollens,  as  well  as  to  infection,  played  a con- 
si>icuous  role  in  the  development  of  gouty  symp- 
toms.” Acute  attacks  of  gout  could  be  induced  in 
these  jiatients,  he  found,  by  injecting  pollen  extracts 
beneath  their  skin  or  by  feeding  them  certain  foods. 

Crippling  arthritis  of  advanced  gout  may  be  the 
result  of  repeated  allergic  reactions  in  some  patients, 
he  believes. 
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PUBLIC  HEALTH 


L.  J.  Roper,  M.D., 

State  Health  Commissiniier  of  Virginia 


'I’he  reix>rt  of  the  Bureau  of  Communicable  Dis- 


eases  of  the  State  Department 

of  Health 

for  Jan- 

uary  1949  as  compared  with 

the  same 

month  in 

1948,  is  as  follows: 

January 

January 

19+9 

19+8 

Typhoid  and  paratvphoid  . . 

2 

10 

Diarrhea  and  dysentery 

. 3+5 

2++ 

Measles 

- 2,363 

755 

Scarlet  fever  _ 

63 

1+7 

Diphtheria 

13 

37 

Poliomyelitis  - - 

5 

1 

Meningitis 

9 

9 

Undulant  fever 

+ 

7 

Rocky  Mountain  spotted  fever 

0 

0 

T ularemia 

3 

17 

Rabies 

Rabies  is  an  acute  infection  of  the  central  nervous 
system  caused  by  a virus  propagated  in  dogs  and  re- 
lated wild  animals  such  as  the  wolf,  the  fox,  and 
the  coyote.  iMan  and  all  warm  blooded  animals 
are  susceptible. 

Rabies  has  been  recognized  in  Europe  and  Asia 
since  ancient  times.  Indeed,  the  period  of  summer 
reckoned  by  the  rise  of  the  Dog  Star,  Sirius,  was  a 
time  when  it  was  supposed  that  madness  in  dogs 
was  most  prevalent.  In  the  boyhood  of  many  of  us 
this  legend  of  antiquity  persisted  in  the  warning  to 
beware  of  swimming  during  this  p>eriod  of  “dog 
days”. 

The  condition  was  described  by  Democritus  (500 
B.C.)  and  Aristotle  (322  B.C.)  while  as  early  as 
200  A.D.,  Galen  advised  surgical  resection  of  the 
dog  bite  wound.  Before  the  eighteenth  centur\’  ra- 
bies w^as  primarily  a disease  of  wild  animals.  The 
first  recorded  epizootic  of  rabies  among  domestic 
dogs  occurred  in  Italy  in  1708.  By  1728  it  had  ap- 
peared in  the  major  cities  of  Hungary,  Germany  and 
France.  There  is  no  record  of  the  disease  in  North 
or  South  American  before  their  colonization  by  Eu- 
ropeans. State  archives  contain  references  to  ra- 
bies in  Virginia  in  1753,  in  North  Carolina  in 
1762,  and  it  was  prevalent  among  dogs  in  New 
England  in  1785. 

The  following  table  shows  the  prevalence  of  ra- 
bies in  animals  and  man  during  the  past  decade  in 
the  United  States  and  Virginia: 


Dogs  Man 


A’ear 

U.S. 

Va. 

U.S. 

Va. 

1938  . 

__  8,+52 

55 

+7 

3 

1939  . 

7,386 

66 

30 

0 

19+0  . 

^ 6,19+ 

97 

28 

0 

19+1 

6,6+8 

5+ 

30 

1 

19+2 

_ . 6,332 

89 

28 

0 

19+3  . 

8,515 

277 

+1 

1 

19++  , 

9,067 

33+ 

53 

1 

19+5  . 

- 8,505 

113 

35 

2 

19+6  - 

8,38+ 

108 

22 

1 

19+7  . 

6,9+9 

162 

26 

2 

19+8  . 

158 

0 

There 

is  no  proved 

incidence 

of  a human  being 

having 

recovered  from  rabies. 

A case 

report  in 

humans  is  therefore  a mortality  report.  From  1908 
to  1938  the  annual  human  mortality  in  the  United 
States  varied  from  33  to  103,  with  the  highest  in- 
cidence in  1928.  There  have  been  11  deaths  from 
rabies  in  Virginia  since  1937. 

Control  measures  recommended  by  the  Conference 
on  Rabies*  called  in  Philadelphia  in  .A.pril  1947, 
are: 

1.  Adequate  laboratory  facilities  for  making  ex- 
amination of  brain  specimens  from  suscepti- 
ble animals  for  Negri  bodies. 

In  Virginia  such  facilities  exist  in: 

(a)  Virginia  State  Health  Department 
Laboratory 

(b)  Branch  laboratories  in  Abingdon,  Ar- 
lington and  Luray 

(c)  Richmond  City  Health  Department 
Laboratory 

2.  Adequate  control  of  animals  through: 

(a)  Licensing 

(b)  Disposal  of  stray  dogs 

(c)  Control  of  dogs 

3.  Mass  immunization  of  dogs 

4.  An  educational  program  to  inform  the  public 
at  large,  and  dog  owners  in  particular,  of  the 
essential  facts  regarding  rabies  and  the  prin- 
ciples concerned  in  its  control. 


*Composed  of  representatives  of  American  Veterinary 
Medical  Association,  American  Medical  Association, 
United  States  Public  Health  Service,  Bureau  of  Animal 
Industry  of  the  U.  S.  Department  of  Agriculture,  U.  S. 
Livestock  Sanitary  Association,  American  Animal  Hospital 
.Association. 


140 


Virginia  Medical  Monthly 


[March, 


MISCELLANEOUS 


American  Medical  Association  Assessment 
For  Educational  Campaign. 

As  of  February  17th,  there  were  487  Virginia 
doctors  who  have  contributed  to  the  special  assess- 
ment by  the  American  Medical  Association.  Prince 
Edward  County  in  the  Fourth  District  announces 
that  they  have  contributed  one  hundred  per  cent 
and  some  other  societies  are  not  far  behind.  How- 
ever, there  are  a good  many  societies  that  have  not 
been  heard  from  as  yet.  How  about  it?  Let’s  hear 
from  everyone  so  the  Medical  ScK'iety  of  Virginia 
can  have  as  good  a showing  as  any  state — we  would 
like  to  head  tlie  list! 

Lists  of  contributors  will  be  published  in  the 


Monthly,  and  the  followi 
series; 

Albemarle  County 
Dr.^  Harry  Lee  Archer 
Dr.  Vincent  W.  Archer 
Dr.  W.  E.  Bray,  Jr. 

Dr.  J.  Marion  Bryant 
Dr.  F.  T.  Buchanan 
Dr.  Carlton  J.  Casey 
Dr.  A.  J.  Crutchfield,  Jr. 

Dr.  F.  J.  Curran 
Dr.  Julian  Q.  Early 
Dr.  T.  S.  Edwards 
Dr.  R.  T.  Ergenbright 
Dr.  M.  D.  Foster 
Dr.  C.  J.  Frankel 
Dr.  Russell  L.  Haden 
Dr.  Percy  Harris 
Dr.  Herbert  D.  Hebei 
Dr.  C.  K.  C.  Hoyle 
Dr.  Thomas  E.  Jones 
Dr.  D.  O.  Kern 
Dr.  W.  O.  Klingman 
Dr.  B.  S.  Leavell 
Dr.  E.  P.  Lehman 

Alleghany-Bath  Counties 


Dr.  Julian  R.  Beckwith 
Dr.  E.  K.  Bowles  Dr 

Dr.  George  N.  Chucker  Dr 

Dr.  R.  L.  Claterbaugh  Dr 

Dr.  M.  L.  Dreyfuss  Dr 

Dr.  William  J.  Ellis  Dr 

Dr.  J.  M.  Emmett  Dr 

Dr.  William  P.  Gilmer  Dr, 

Dr.  R.  P.  Hawkins,  Jr. 

Augusta  County 
Dr.  Richard  P.  Bell  Dr 

Dr.  Richard  P.  Bell,  Jr.  Dr 

Dr.  Kenneth  Bradford  Dr 


ig  is  the  first  list  in  this 


Dr.  Randolph  Leigh,  Jr. 

Dr.  R.  G.  Magruder 
Dr.  W.  Roy  Mason,  Jr. 

Dr.  H.  C.  McCoy 

Dr.  William  E.  Moody 

Dr.  John  R.  Morris 

Dr.  James  M.  Moss 

Dr.  W.  H.  Paine 

Dr.  H.  R.  Pearsall 

Dr.  Leroy  S.  Pearce 

Dr.  A.  E.  Powell 

Dr.  Robert  A.  Richards 

Dr.  J.  A.  M.  Thompson 

Dr.  Cuthbert  Tunstall 

Dr.  James  B.  Twyman 

Dr.  S.  A.  Vest 

Dr.  H.  E.  Wager 

Dr.  Peter  A.  Walltnburn,  Jr. 

Dr.  Hugh  Warren 

Dr.  M.  L.  White 

Dr.  Fletcher  D.  Woodward 


. S.  Palmer  Hileman 
. N.  B.  Jeter 
. J.  V.  Jordan 
. Allen  LeHew 
. S.  G.  Miller 
. George  A.  Torrence 
. Thomas  M.  Winn 
. Frank  L.  Wysor 


. Leland  Brown 
. J.  G.  Crawford 
. James  I..  Davis 


Dr.  Guy  R.  Fisher 

Dr.  Charles  F.  Gaylord 

Dr.  Albert  R.  Gillespie 

Dr.  F.  G.  Harper 

Dr.  J.  F.  Hubbard 

Dr.  William  Lueders,  Jr. 

Dr.  1.  M.  Nuckols 

Dr.  Margaret  B.  Obenschai 

Dr.  W.  G.  Painter 


Dr.  Charles  W.  Putney 
Dr.  Alex.  F.  Robertson,  Jr. 
Dr.  Charles  L.  Savage 
Dr.  McKelden  Smith 
Dr.  A.  Erskine  Sproul 
Dr.  J.  H.  Thomas 
Dr.  Bliss  K.  Weems 
Dr.  H.  J.  Williams 


Buchanan-Dickenson  Counties 
Dr.  Clinton  B.  Chandler  Dr.  U.  O.  Sanders 
Dr.  Harold  Keen  Dr.  J.  S.  Shaver 

Dr.  C.  H.  Reagan  Dr.  J.  P.  Sutherland 

Dr.  A.  S.  Richardson  Dr.  T.  C.  Sutherland 

Dr.  J.  S.  Richardson  Dr.  J.  P.  Williams 

Dr.  R.  M.  Rogers 


Floyd  County 
Dr.  F.  C.  Bedsaul 

Fourth  District 

Dr.  H.  C.  Alexander 

Dr.  L.  H.  Bracey 

Dr.  H.  H.  Braxton 

Dr.  F.  R.  Crawford 

Dr.  Meade  Edmunds 

Dr.  W.  M.  Fitch 

Dr.  K.  S.  Freeman 

Dr.  J.  A.  Graziani 

Dr.  James  L.  Hamner 

Dr.  T.  G.  Hardy 

Dr.  H.  B.  Holsinger 

Dr.  J.  M.  Hurt 

Dr.  Philip  Jacobson 

Dr.  H.  E.  Jenkins 

Dr.  J.  W.  Johnson 

Dr.  Kasper  Kaufman 

Dr.  B.  H.  Knight 

Dr.  T.  E.  Knight 

Dr.  Robert  C.  Livingstone 

Dr.  J.  A.  B.  Lowry 

Dr.  R.  H.  Manson 

Dr.  R.  B.  McEwen 

Halifax  County 
Dr.  W.  D.  R.  Driscoll 
Dr.  W.  J.  Hagood 

Loudoun  County 
Dr.  W.  O.  Bailey,  Sr. 

Dr.  W.  O.  Bailey,  Jr. 

Dr.  W.  B.  Carpenter 
Dr.  A.  C.  Echols 
Dr.  Priscilla  Foote 
Dr.  J.  T.  Jackson 

Lynchburg  Academy 
Dr.  W.  Clyde  .Adkerson 
Dr.  J.  E.  Amiss 


Dr.  Edith  1.  Miller 
Dr.  C.  V.  Montgomery 
Dr.  Dorothy  D.  Moore 
Dr.  R.  A.  Moore 
Dr.  C.  G.  O’Brien 
Dr.  W.  J.  Ozlin 
Dr.  Carney  C.  Pearce 
Dr.  J.  F.  Phillips 
Dr.  E.  F.  Reese,  Jr. 

Dr.  H.  C.  Rucker 

Dr.  C.  W.  Scott 

Dr.  H.  B.  Showalter 

Dr.  William  S.  Sloan 

Dr.  H.  C.  Smith 

Dr.  J.  H.  Smith 

Dr.  W.  E.  Smith 

Dr.  Francis  N.  Taylor 

Dr.  W.  R.  Warriner 

Dr.  H.  E.  Whaley 

Dr.  George  H.  Williams 

Dr.  Fletcher  J.  Wright,  Jr. 


Dr.  William  R.  Watkins 
Dr.  Nat  Wooding 

Dr.  G.  H.  Musgrave 
Dr.  Keith  Oliver 
Di'.  C'harles  D.  Prather 
Dr.  D.  T.  Saffer 
Dr.  Roy  B.  Sampson 
Dr.  Charles  G.  Souder 

Dr.  G.  B.  Arnold 
Dr.  S.  R.  Arnold 
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Dr.  Elisha  Barksdale 
Dr.  Harry  C.  Brownley 
Dr.  R.  D.  Caldwell 
Dr.  H.  R.  Coleman 
Dr.  R.  H.  Cox 
Dr.  George  B.  Craddock 
Dr.  John  Wyatt  Davis,  Jr. 
Dr.  T.  N.  Davis,  Jr. 

Dr.  J.  W.  Devine 
Dr.  J.  W.  Devine,  Jr. 

Dr.  Powell  G.  Dillard 
Dr.  Porter  B.  Echols 
Dr.  James  R.  Gorman 
Dr.  E.  S.  Groseclose 
Dr.  C.  W.  Haden 
Dr.  J.  E.  Haynsworth 
Dr.  Edwin  A.  Harper 
Dr.  John  G.  Holland 
Dr.  William  S.  Hooten 
Dr.  F.  Read  Hopkins 

Mid-Tidewater 
Dr.  R.  D.  Bates 
Dr.  R.  B.  Bowles 
Dr.  Raymond  Brown 
Dr.  Clarence  Campbell 
Dr.  M.  H.  Harris 

Nelson  County 

Dr.  H.  G.  Dickie 

Norfolk  County 

Dr.  J.  W.  Abbitt 

Dr.  Walter  P.  Adams 

Dr.  James  W.  Anderson 

Dr.  C.  J.  Andrews 

Dr.  H.  G.  Ashburn 

Dr.  F.  P.  Barrow 

Dr.  S.  O.  Bennett 

Dr.  K.  W.  Berblinger 

Dr.  R.  E.  Bishop 

Dr.  Reba  Bliss 

Dr.  Theodore  Bliss 

Dr.  S.  E.  Bray 

Dr.  M.  F.  Brock 

Dr.  Wilb’am  A.  Brown 

Dr.  W.  E.  Butler 

Dr.  Neil  Callahan 

Dr.  George  H.  Carr,  Jr. 

Dr.  Franklin  H.  Cohen 

Dr.  Elizabeth  C.  Cole 

Dr.  J.  D.  Collins 

Dr.  C.  C.  Cooley 

Dr.  R.  M.  Cox 

Dr.  J.  C.  Crawford 

Dr.  Charles  E.  Davis,  Jr. 

Dr.  C.  J.  Devine 

Dr.  H.  M.  Doles 

Dr.  George  A.  Duncan 

Dr.  C.  W.  Eley 


Dr.  J.  W.  Houck 
Dr.  P.  G.  Hundley 
Dr.  J.  G.  Jantz 
Dr.  J.  P.  Kent 
Dr.  W.  W.  Koontz 
Dr.  Lyddane  Miller 
Dr.  S.  E.  Oglesby 
Dr.  C.  H.  Patterson 
Dr.  W.  T.  Pugh 
Dr.  Carol  M.  Rice 
Dr.  H.  L.  Riley,  J r. 

Dr.  S.  H.  Rosenthal 
Dr.  E.  G.  Scott 
Dr.  D.  P.  Scott 
Dr.  Lewis  F.  Somers 
Dr.  R.  M.  Taliaferro 
Dr.  W.  F.  Thornton 
Dr.  J.  E.  Warren 
Dr.  W.  M.  Wattles 
Dr.  F.  R.  Whitehouse 

Dr.  William  H.  Hosfield 

Dr.  J.  R.  Parker 

Dr.  L.  O.  Powell 

Dr.  H.  L.  Shinn 

Dr.  A.  L.  Van  Name,  Jr. 

Dr.  J.  F.  Thaxton 

Dr.  F.  O.  Fay 
Dr.  M.  S.  Fitchett 
Dr.  John  Franklin 
Dr.  H.  M.  Frieden 
Dr.  Louis  Friedman 
Dr.  L.  M.  Galbraith 
Dr.  R.  D.  Glasser 
Dr.  S.  Z.  Goldberg 
Dr.  M.  S.  Goldman 
Dr.  R.  B.  Grinnan 
Dr.  B.  E.  Harrell 
Dr.  C.  L.  Harrell 
Dr.  J.  H.  Harris 
Dr.  A.  B.  Hodges 
Dr.  George  B.  Hollins 
Dr.  William  B.  Hoover 
Dr.  J.  M.  Huff 
Dr.  Brock  D.  Jones 
Dr.  L.  Leroy  Jones 
Dr.  J.  R.  Kight 
Dr.  M.  K.  King 
Dr.  Ludwig  H.  Korn 
Dr.  A.  L.  Kruger 
Dr.  Herman  Laibstain 
Dr.  J.  D.  Lea 
Dr.  Louis  S.  Leo 
Dr.  Gershon  J.  Levin 
Dr.  Eleanor  Littlepage 


Dr.  Lewis  Littlepage 
Dr.  Frank  G.  Lindsay 
Dr.  Eugene  Lowenberg 
Dr.  Walter  B.  Martin 
Dr.  Alex.  T.  Mayo 
Dr.  C.  M.  McCoy 
Dr.  V.  J.  Meads 
Dr.  P.  St.  L.  Moncure 
Dr.  Grover  L.  Moore 
Dr.  W.  Perry  Moore 
Dr.  A.  D.  Morgan 
Dr.  William  B.  Newcomb 
Dr.  J.  W.  Oast 
Dr.  T.  E.  Oast 
Dr.  Frank  Overton 
Dr.  Harry  Pariser 
Dr.  P.  B.  Parsons 
Dr.  R.  L.  Payne 
Dr.  R.  L.  Payne,  Jr. 

Dr.  H.  W.  Phillips 
Dr.  Stanley  Powell 
Dr.  F.  H.  Redwood 
Dr.  Richard  C.  Reed 
Dr.  R.  M.  Reynolds 
Dr.  N.  F.  Rodman 
Dr.  Herbert  W.  Rogers 

Northern  Virginia 
Dr.  J.  McL.  Adams 
Dr.  F.  T.  Amiss 
Dr.  C.  H.  Bondurant 
Dr.  Hugh  Clark 
Dr.  R.  F.  Cline 
Dr.  M.  Custer 
Dr.  B.  B.  Dutton 
Dr.  C.  L.  Gossels 
Dr.  A.  T.  Hawthorne 

Richmond  Academy 
Dr.  H.  Wallace  Blanton 
Dr.  W.  F.  Bryce 
Dr.  C.  C.  Coleman 
Dr.  J.  Doherty  Hinchman 

Roanoke  Academy 

Dr.  Homer  Bartley 

Rockbridge  County 
Dr.  K.  N.  Byrne 
Dr.  O.  H.  McClung,  Jr. 

Rockingham  County 
Dr.  C.  Sherrill  Armentrout 
Dr.  N.  M.  Canter 
Dr.  Galen  G.  Craun 
Dr.  Henrv  P.  Deyerle 
Dr.  A.  W.  Graves,  V 
Dr.  B.  W.  Nash 

Russell  County 

Dr.  James  W.  Bonds 


Dr.  W.  C.  Salley 
Dr.  Joseph  Schechner 
Dr.  J.  M.  Schoenfeld 
Dr.  William  P.  Sellers 
Dr.  A.  L.  Shelton 
Dr.  Frank  P.  Smart 
Dr.  C.  C.  Smith,  Jr. 

Dr.  T.  N.  Spessard 

Dr.  Alden  W.  Squires 

Dr.  P.  B.  Stokes 

Dr.  William  L.  Taliaferro 

Dr.  W.  Wickham  Taylor 

Dr.  James  L.  Thomson 

Dr.  P.  E.  Thornhill 

Dr.  W.  R.  Tyson 

Dr.  Foy  Vann 

Dr.  T.  M.  Vorbrinck 

Dr.  J.  F.  Waddill 

Dr.  K.  K.  Wallace 

Dr.  J.  Warren  White 

Dr.  M.  Richard  Whitehill 

Dr.  William  H.  Whitmore 

Dr.  William  B.  Wiley 

Dr.  F.  G.  Woodson 

Dr.  Arnold  Zetlin 

Dr.  Louis  B.  Ziv 

Dr.  F.  D.  Maphis,  Jr. 

Dr.  E.  G.  Naslund 
Dr.  C.  L.  Riley 
Dr.  E.  B.  Sherman 
Dr.  J.  P.  Snead 
Dr.  F.  E.  Tappan 
Dr.  C.  W.  Trott 
Dr.  M.  J.  W.  White 
Dr.  L.  K.  Woodward 

Dr.  Kinloch  Nelson 
Dr.  M.  P.  Rucker 
Dr.  L.  B.  Sheppard 
Dr.  George  N.  Thrift 


Dr.  H.  L.  Mitchell 
Dr.  Ned  Waddell 


Dr.  William  H.  Nicholson 

Dr.  Carol  L.  Plott 

Dr.  E.  B.  Smith 

Dr.  Charles  E.  Watson 

Dr.  J.  E.  Wine 

Dr.  B.  S.  Yancey 


Dr.  S.  C.  Couch 
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Dr.  J.  W.  Elliott 

Dr. 

R.  F.  Gillespie 

Dr.  W.  C.  Elliott 

Dr. 

G.  Q.  Gilmer 

Southwestern  Virginia 

Dr.  E.  P.  Ambrose 

Dr. 

Harry  M.  Hayter 

Dr.  Lynwood  Bagby 

Dr. 

C.  W.  Hickam 

Dr.  S.  J.  Beeken 

Dr. 

Walter  Johnson 

Dr.  W.  C.  Caudill 

Dr. 

G.  B.  Kegley 

Dr.  Daniel  D.  Chiles 

Dr. 

James  P.  King 

Dr.  E.  M.  Chitwood 

Dr. 

George  B.  Lawson 

Dr.  E.  M.  Chitwood,  Jr. 

Dr. 

D.  F.  Love 

Dr.  W.  R.  Chitwood 

Dr. 

H.  B.  Luttrell 

Dr.  Joseph  Coates 

Dr. 

W.  H.  Malan 

Dr.  J.  Glenn  Cox 

Dr. 

George  W.  McCall 

Dr.  Robert  C.  Crawford 

Dr. 

Alexander  McCausland 

Dr.  D.  S.  Divers 

Dr. 

Heinz  Meyer 

Dr.  J.  M.  Dixon 

Dr. 

C.  A.  Michael 

Dr.  Beverley  F.  Eckles 

Dr. 

Chimer  D.  Moore 

Dr.  E.  Scott  Elliott 

Dr. 

J.  K.  Morrow 

Dr.  Robert  H.  Flynn 

Dr. 

J.  C.  Moxley 

Dr.  Glenn  G.  Foster 

Dr. 

Samuel  H.  Nixon 

Dr.  Charles  G.  Fox 

Dr. 

E.  J.  Palmer 

Dr.  Gerhard  Gabriel 

Dr. 

Emmett  V.  Richardson 

Dr.  T.  L.  Gemmill 

Dr. 

J.  M.  Rogers 

Dr.  Andrew  F.  Giesen 

Dr. 

Walter  S.  Schiff 

Dr.  J.  J.  Giesen 

Dr. 

A.  M.  Showalter 

Dr.  Charles  F.  Graham 

Dr. 

J.  T.  Showalter 

Dr.  Hugh  Griffin 

Dr. 

G.  W. Skaggs 

Dr.  B.  C.  Grigsby 

Dr. 

H.  M.  Smeltzer 

Dr.  R.  H.  Grubbs 

Dr. 

Richard  O.  Smith 

Dr.  Fred  Heath 

Dr. 

Robert  J.  Smith 

Dr.  Charles  J.  Harkrader 

Dr. 

R.  F.  Thornhill 

Dr.  H.  Lee  Harris 

Dr. 

George  C.  Williams 

Pernicious  Anemia. 

Folic  acid  does  not  replace  liver  extract  in  treat- 
ing j)ernicious  anemia,  point  out  Russell  L.  Haden, 
M.D.,  and  Donald  W.  Bortz,  M.  D.,  of  the  Cleve- 
land Clinic  and  Frank  E.  Bunts  Educational  In- 
stitute, Cleveland,  in  the  November  20  issue  of  The 
Journal  of  the  American  Medical  Association. 

Folic  acid,  a vitamin  contained  in  liver,  is  part 
of  the  vitamin  B complex. 

Pernicious  anemia  is  a disease  resulting  from  de- 
ficiencies whicli  seem  to  lie  completely  relieved  by 
liver  extract.  'Flie  jirimary  defect  is  a deficiency 
in  a secretion  of  the  mucous  lining  of  the  stomach, 
tlie  factor  which  acts  on  fcxid  to  form  the  substance 
or  substances  necessary  for  normal  nutrition  of  bone 
marrow,  the  nerc-ous  system,  the  tongue,  and  the 
gastrointestinal  tract.  The  serious,  crippling  lesion 


Warwick  County 


Dr.  C.  W.  Beaven 

Dr. 

W.  A.  Mitchell 

Dr.  Harvey  G.  Bland 

Dr. 

Herbert  H.  Neisser 

Dr.  E.  David  Blechman 

Dr. 

1.  Floyd  Nesbitt 

Dr.  Chester  Bradley 

Dr. 

W.  R.  Payne 

Dr.  Andrew  K.  Butler 

Dr. 

R.  T.  Peirce,  Jr. 

Dr.  Russell  Buxton 

Dr. 

J.  W.  Phillips 

Dr.  J.  W.  Carney 

Dr. 

F.  W.  Poindexter 

Dr.  R.  A.  Davis 

Dr. 

W.  0.  Poindexter 

Dr.  George  S.  Grier,  III 

Dr. 

J.  T.  Ransone 

Dr.  W.  M.  Goldsmith 

Dr. 

Louis  J.  Richman 

Dr.  Emanuel  Greenspon 

Dr. 

J.  W.  Sayre 

Dr.  G.  G.  Hankins 

Dr. 

Edward  V.  Siegel 

Dr.  Paul  Hogg 

Dr. 

W.  S.  Snead 

Dr.  C.  E.  Holderby 

Dr. 

L.  E.  Stubbs 

Dr.  R.  T.  Jenkins 

Dr. 

J.  W.  Tankard 

Dr.  Clarence  Porter  Jones 

Dr. 

F.  N.  Thompson 

Dr.  Orvin  C.  Jones 

Dr. 

Lee  B.  Todd 

Dr.  Thomas  C.  Lawford 

Dr. 

W.  H.  Woodson 

Wise  County 

Dr.  L.  E.  Ball 

Dr. 

Frank  E.  Handy 

Dr.  W.  B.  Barton 

Dr. 

C.  L.  Harshbarger 

Dr.  Albert  K.  Bond 

Dr. 

C.  H.  Henderson 

Dr.  W.  N.  Botts 

Dr. 

B.  C.  Henson 

Dr.  H.  W.  Clements 

Dr. 

R.  W.  Holly 

Dr.  Clyde  Collins 

Dr. 

H.  H.  Howze 

Dr.  E.  P.  Cox 

Dr. 

S.  H.  Rivers 

Dr.  J.  D.  Creger 

Dr. 

George  C.  Snead 

Dr.  Joseph  D.  Culbertson 

Dr. 

T.  J.  Tudor 

Dr.  Dahar  Cury 

Dr. 

Louis  N.  Waters 

Dr.  Darius  Flinchum 

Dr. 

Eugene  J.  YorkoflF 

Dr.  G.  T.  Foust 

Dr. 

Guy  Zimmerman 

Dr.  J.  H.  Hagy 

Dr. 

William  H.  Zimmerman 

of  the  disease  is  involvement  of  the  nervous  system. 
Treatment  must  be  permanent,  as  there  is  no  evi- 
dence that  the  missing  factor  in  the  stomach  ever 
returns. 

Until  the  introduction  of  liver  therapy,  perni- 
cious anemia  was  always  fatal.  Over  10,000  per- 
sons died  yearly  in  the  E^nited  States  alone. 

Lesions  of  the  nervous  system  in  pernicious 
anemia  can  be  prevented  and  often  helped  by  liver 
therapy,  but  not  by  folic  acid,  the  ])hysicians  say. 
They  doulit  that  the  response  of  the  lione  marrow  and 
gastrointc.stinal  tract  to  folic  acid  is  as  satisfac- 
tor}-  or  as  constant  as  it  is  to  liver  extract. 

For  other  types  of  anemia  characterized  by  an  in- 
crease in  the  average  size  of  the  red  cells  of  the 
blood,  folic  acid  may  lie  a better  treatment  than  is 
liver  extract,  they  believe. 
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WOMAN’S  AUXILIARY 
TO  THE 

MEDICAL  SOCIETY  OF  VIRGINIA 


President Mrs.  R.  M.  Reynolds,  Norfolk 

President-Elect r Mrs.  C.  E.  Holderby,  Hilton  Village 

Recording  Secretary Mrs.  T.  S.  Chalkley,  Richmond 

Corresponding  Secretary Charles  Lupton,  Norfolk 

Treasurer Mrs.  Reuben  Simms,  Richmond 

Parliamentarian Mrs.  H.  W.  Rogers,  Norfolk 

Historian Mrs.  M.  H.  Harris,  West  Point 


The  National  Meeting. 

Hiiddon  Hall  will  l>e  the  headquarters  for  the 
annual  meeting  of  the  Woman’s  .Auxiliary  to  the 
•American  Aledical  .Association,  which  will  he  held 
in  .Atlantic  City,  Xew  Jersey,  June  6th  to  10th, 
1949. 

Requests  for  reservations  should  he  sent  at  once 
to  Dr.  Robert  .A.  Bradley,  Chairman.  Subcommittee 
on  Hotels,  16  Central  Pier,  .Atlantic  City,  New 
Jersey. 

Activities  of  Arlington  Auxiliary. 

.At  the  October  luncheon  meeting  of  the  .Auxiliary, 
the  president  Mrs.  J.  R.  McGriff  pre.sented  Mr. 
John  Henderson,  administrator  of  the  Arlington 
County  Hospital  with  a check  for  $150.00,  pro- 
ceeds of  a Bake  Sale  the  .Auxiliary  had  held  the 
preceding  month. 

In  November,  the  .Au.xiliary  entertained  its  hus- 
bands at  a dinner  dance  at  the  Washington  Golf 
and  Country  Club. 

The  January  meeting  was  well  attended  by  mem- 
bers and  guests.  .A  very  interesting  talk,  “Train- 
ing Deaf  Citizens”,  was  given  by  the  guest  speaker, 
Dr.  Leonard  Elstad,  president  of  Columbia  School 
for  the  Deaf,  Washington,  D.  C. 

Four  of  the  .Auxiliary’s  members,  Mrs.  J.  R.  Mc- 
Griff, Mrs.  Robert  Detwiler,  Airs.  AI.  AV.  Glover, 
and  Airs.  .A.  L.  Orlosky,  attended  the  Public  Rela- 
tions Conference  in  Richmond  in  January. 

The  February  meeting  was  a joint  meeting  with 
the  Arlington  County  Aledical  Society.  Dr.  Alarjorie 
Shearon  spoke  on  “The  National  Public  Health 
Bill”. 

Fileen  B.  Gilligan 

(AIrs.  John  H.) 

Publicity  Chairman 

Northampton-Accomac  Auxiliary. 

Nineteen  members  and  one  guest  attended  the 
meeting  of  the  .Auxiliary  on  January  25  at  the  home 


of  Airs.  Charles  T.  Garcia  at  Dalbys.  Following 
lunch,  the  president,  Airs.  W.  J.  Sturgis,  Sr.,  stated 
that  the  .Auxiliary  w'as  beginning  its  thirteenth  year 
with  the  slogan  “Cooperation  and  Progress  are  Our 
Watchwords”.  It  was  announced  that  Dr.  H.  1.. 
Denoon,  Jr.,  and  Dr.  J.  L.  DeConnis  would  serve 
on  their  advisory  council  this  year. 

Airs.  DeCormis  gave  a report  from  the  State 
meeting  in  Richmond,  after  which  Mrs.  Sturgis  pre- 
.sented the  speaker  of  the  afternoon,  Air.  James  F. 
Douglas,  treasurer  of  the  Northampton-.Accomac 
Hospital,  whose  topic  was  “Our  Hospital;  Its 
Work  and  Its  Needs”.  He  interestingly  stated  the 
details  of  operation  of  the  hospital  and  told  of  its 
tangible  and  intangible  needs. 

Catherine  R.  Trower,  Chairman, 
(AIrs.  Holland) 

Press  and  Publicity 


BOOK  ANNOUNCEMENTS 


Doctors  of  Infamy.  The  Story  of  the  Nazi  Medical 
Crimes.  By  ALEXANDER  MITSCHERLICH,  M.D., 
Head  of  the  German  Medical  Commission  to  Mili- 
tary Tribunal  No.  1,  Nuremberg;  and  FRED 
MIELKE.  Translated  by  Heinz  Norden.  With 
Statements  by  Three  American  Authorities  Identi- 
fied with  the  Nuremberg  Medical  Trial;  Andrew 
C.  Ivy,  M.D.,  Vice-President,  University  of  Illinois, 
Medical  Scientific  Consultant  to  the  Prosecution, 
Military  Tribunal  No.  1;  Telford  Taylor,  Brigadier 
General,  U.  S.  Army,  Chief  of  Counsel  for  War 
Crimes;  and  Leo  Alexander,  M.D.,  Psychiatrist, 
Consultant  to  the  Secretary  of  War  and  to  the 
Chief  of  Counsel  for  War  Crimes.  Henry  Schuman. 
New  York.  1949.  xxxix-172  pages.  Illustrated 
with  16  pages  of  photographs.  Cloth.  Price  $3.00. 

Clinical  Case-Taking.  Guides  for  the  Study  of  Pa- 
tients. History-Taking  and  Physical  Examina- 
tion or  Semiology  of  Disease  in  the  Various  Sys- 
tems. By  GEORGE  R.  HERRMANN,  M.D.,  Ph.D., 
Professor  of  Medicine,  University  of  Texas.  Fourth 
Edition.  St.  Louis,  The  C.  V.  Mosby  Company. 
1949.  240  pages.  Cloth.  Price  $3.50. 

Social  Medicine.  Its  Derivatives  and  Objectives. 
The  New  York  Academy  of  Medicine  Institute  on 
Social  Medicine,  1947.  Edited  by  lago  Galdston, 
M.D.  The  Commonwealth  Fund,  New  York.  1949. 
xvi-294  pages.  Cloth.  Price  $2.75. 

Essentials  of  Gynecologic  Endocrinology.  (Witli 
Sections  on  the  Male).  By  GARDNER  M.  RILEY, 
Ph.D.,  Assistant  Professor  of  Obstetrics  and  Gyne- 
cology. University  of  Michigan  Medical  School. 
Caduceus  Press,  Ann  Arbor,  Michigan.  1949.  x-205 
pages.  Illustrated.  Price  $3.00. 

Handbook  of  Orthopaedic  Surgery.  By  ALFRED 
RIVES  SHANDS.  JR.,  B.A.,  M.D.,  Medical  Director 
of  the  Alfred  I.  DuPont  Institute  of  the  Nemours 
Foundation,  Wilmington,  Delaware;  etc.  In  Col- 
laboration with  RICHARD  BEVERLY  RANEY, 
B’.A.,  M.D.,  Associate  in  Orthopaedic  Surgery,  Duke 
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University  School  of  Medicine,  Durham,  North 
Carolina;  etc.  Illustrated  by  Jack  Bonacker  Wilson. 
Third  Edition.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany. 1948.  xviii-574  pages.  Cloth.  Price  $6.00. 

'rhis  well  rounded  Handbook  of  Orthopedic  Sur- 
gery first  appeared  in  1937  and  in  this  short  period 
of  time  has  become  the  standby  for  the  student  and 
the  general  practitioner.  The  third  edition  is  a 
further  step  to  keep  pace  with  the  rapid  advance- 
ment of  orthopedic  surgery  in  this  modem  age. 
Few  things  have  been  omitted,  among  them,  the 
specific  dosage  of  antibiotic  therapy,  and  the  re- 
cent advances  in  the  use  of  homographs,  made  more 
available  by  the  new  bone  banks. 

The  76  page  bibliography  will  be  most  helpful 
to  workers  in  this  field. 

J.  J.  Dobbie 

Pathology.  Edited  by  W.  A.  D.  ANDERSON,  M.A., 
M.D.,  F.A.C.P.,  Professor  of  Pathology  and  Bac- 
teriology, Marquette  University  School  of  Medicine, 
Milwaukee,  Wisconsin.  St.  Louis,  The  C.  V.  Mosby 
Company,  1948.  xii-1453  pages.  With  1183  Illus- 

trations and  10  Color  Plates.  Cloth.  Price  $15.00. 

Those  who  read  this  new  book  will  have  an  op- 
portunity to  become  acquainted  not  only  with  Dr. 

A.  D.  Anderson,  author  of  the  popular  “Syn- 
opsis of  Pathology”  which  is  already  in  its  second 
edition,  but  also  with  thirty-one  other  writers  whose 
names  frequently  appear  in  current  medical  litera- 
ture. In  this  volume  Dr.  Anderson,  as  editor,  has 
brought  together  the  specialized  knowledge  of  this 
outstanding  group  of  contributors  concerning  the 
various  fields  or  aspects  of  pathology.  The  order 
of  presentation  of  the  material  is  a familiar  one; 
that  is,  the  earlier  chapters  are  devoted  to  discus- 
sions of  the  fundamental  disease  processes  in  gen- 
eral and  the  later  ones  to  diseases  as  they  pertain 
to  various  organs  and  systems  of  the  body.  Dr. 
Anderson  maintains  this  form  of  presentation  “be- 
cause it  has  been  found  logical  and  effective  in 
teaching  medical  students  and  because  it  facilitates 
study  and  reference  by  graduates.”  However,  the 
position  of  the  chapter  on  “Heredity  and  Constitu- 
tion in  Disease”,  being  the  last  one  in  the  book, 
appears  to  be  contrary  to  thb  intended  form.  For, 
because  of  the  general  nature  of  the  discussion  deal- 
ing with  such  things  as  modes  of  inheritance,  muta- 
tions, susceptibility  to  infectious  diseases  and  the 
relation  of  heredity  to  neoplasms,  it  probably  would 
be  placed  more  suitably  among  the  earlier  chapters. 
The  subject  matter  is  comprehensively  dealt 


with  by  each  of  the  writers,  and  it  is  done  with  such 
remarkable  completeness  that  the  book  will  be  use- 
ful not  only  to  medical  students  but  to  practicing 
and  graduate  physicians  as  well.  One  will  find 
timely  discussions  of  certain  conditions  which  were 
observed  and  studied  with  considerable  interest  dur- 
ing and  after  the  recent  war;  e.g.,  the  crush  syn- 
drome, shock,  atom  bomb  injuries  together  with  the 
nature  and  effects  of  radiation  in  general,  and  in- 
fectious hepatitis.  In  keeping  with  the  need  of  the 
times,  increased  attention  is  given  to  certain  viral, 
protozoal,  parasitic  and  other  conditions  which  are 
usually  regarded  as  “tropical  diseases”.  Also  more 
than  usual  consideration  is  given  to  disea.ses  of  the 
skin,  of  organs  of  special  senses,  of  the  nervous 
system,  and  of  the  skeletal  system.  Most  of  the 
chapters  dealing  with  diseases  of  organs  or  systems 
Ijegin  with  a brief  account  of  normal  structure  and 
function,  knowledge  of  which,  obviously,  is  essen- 
tial for  a proper  understanding  of  pathology. 

Because  of  the  many  contributors  one  may  expect 
to  find  some  repetition  of  certain  subjects,  but, 
doubtless,  this  is  permitted  for  completeness  of  the 
individual  chapters.  Nevertheless,  wherever  there  is 
such  a discussion,  a convenient  reference  is  made 
to  the  page  or  chapter  to  which  the  reader  may 
quickly  turn  for  a more  detailed  description.  One 
feature  which  may  be  annoying  to  the  reader  is  tlie 
frequent  use  of  small  type  throughout.  Apparently 
this  is  done  to  limit  the  size  of  the  book,  for  other- 
wise the  number  of  pages  would  be  greatly  in- 
creased. Attractive  features  of  this  work  are  the 
large  number  of  illustrations  (1183  figures  and  10 
color  plates)  which,  except  for  a few,  are  very  good 
and  the  many,  up-to-date,  ivell-chosen  references  at 
the  end  of  each  chapter  which  should  stimulate  one 
to  pursue  further  the  problems  of  pathology. 

In  this  authoritative  textbook  a successful  attempt 
has  been  made  “to  present  disease  in  as  whole  or 
as  true  an  aspect  as  can  be  done  with  present 
knowledge”,  so  that  the  hope  expressed  by  the  edi- 
tor in  his  preface  “that  this  book  will  be  both  a 
foundation  and  a useful  tool  for  those  who  deal 
with  the  problems  of  disease”  should  indeed  be 
realized.  The  book  is  recommended  to  medical 
students,  to  practicing  physicians  and  to  those  re- 
ceiving basic  training  in  pathology;  and  it  is  highly 
deserving  of  a i)lace  in  the  pathologist’s  library. 

Thomas  M.  Scotti 
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EDITORIAL 


Dr.  Hugh  S.  Gumming  (1869-1948) 


NIZ  of  the  most  distinguished  careers  in  the  history  of  public  health  came  to  an 


end  December  20  with  the  death  of  Doctor  Hugh  Smith  Gumming  at  his  home 
in  Washington,  D.  C. 

Dr.  Gumming,  Surgeon  General  of  the  United  States  Public  Health  Service  from 
1920  to  1936  and  for  many  years  a world  figure  in  his  profession,  had  suffered  a 
thrombosis  on  November  19,  1947,  from  which  he  only  partially  recovered. 

It  was  during  Dr.  Gumming’s  administration  of  the  Puldic  Health  Service  and  the 
important  Pan  American  Sanitary  Bureau,  of  which  he  had  been  Director  for  27 
years,  that  public  health  came  to  be  recognized  in  the  United  States  as  a major  re- 
sponsibility of  government  in  international  as  well  as  domestic  affairs.  Dr.  Gumming, 
in  his  more  than  a half-century  of  service,  became  one  of  the  dominant  figures  in  this 
development. 

Born  in  Hampton,  Virginia,  August  17,  1869,  he  acquired  his  early  education  in 
the  S)Tnmes-Eaton  Academy,  oldest  public  school  in  America,  and  in  private  schools 
l>efore  studying  for  a year  at  Gity  Gollege  of  Baltimore.  Upon  returning  from  Balti- 
more, he  continued  his  studies  in  languages  and  sciences  under  private  tutoring  and 
for  a year  taught  school  in  Harford  Gounty,  Maryland. 

In  1891  he  entered  the  Medical  Department  of  the  University  of  Virginia  from 
which  he  was  graduated  in  1895  with  the  degree  of  Doctor  of  Medicine.  He  was  a 
member  of  Ghi  Phi  Fraternity,  Eli  Banana  Society  and  of  the  Raven  Society.  He  was 
president  of  the  Jefferson  Literary  Society  and  was  one  of  the  founders  of  the  Pi  Mu 
medical  fraternity.  He  was  elected  most  popular  man  in  the  university  and  historian 
of  his  class. 

Following  his  graduation.  Dr.  Gumming  went  to  Richmond  as  house  doctor  in  Dr. 
Hunter  McGuire’s  old  St.  Luke’s  Hospital,  at  the  same  time  assisting  Dr.  McGuire 
in  surgery  in  the  University  Gollege  of  Medicine  from  which  he  graduated  in  1894. 

On  February  10,  1894,  young  Dr.  Gumming  wrote  a letter  from  St.  Luke’s  which 
broke  the  ground  for  his  long  and  distinguished  career.  It  was  a letter  to  Surgeon 
General  Walter  Wyman  requesting  information  concerning  examinations  for  en- 
trance into  the  United  States  Marine  Hospital  Service.  He  took  the  examination  and 
was  one  of  four  who  were  successful  among  27  applicants. 

Twenty-six  years  later,  during  which  time  the  United  States  Marine  Hospital 
Service  had  become,  on  July  1,  1902,  the  United  States  Public  Health  and  Marine 
Hospital  Service,  and  on  August  14,  1912,  the  United  States  Public  Health  Service, 
Dr.  Gumming  was  appointed  as  Surgeon  General  of  the  Public  Health  Service.  On 
March  10,  1920,  he  took  the  oath  for  the  first  of  his  four  successive  terms  in  that 
high  office.  From  the  time  he  first  entered  the  Service  in  1894  Dr.  Gumming  served 
under  nine  presidents,  under  five  of  them  as  Surgeon  General.  During  his  twenty-six 
years  of  service,  culminating  in  his  appointment  as  Surgeon  General,  Dr.  Gumming 
proved  his  abilities  not  only  in  the  realm  of  science  but  in  administration  and  di- 
plomacy. 

He  served  successively  at  the  U.  S.  Marine  Hospital,  Staten  Island,  New  "Vork, 
Ellis  Island,  and  Montauk  Point,  New  York,  in  Mississippi  and  Louisiana,  at 
Philadelphia  and  Gape  Fear.  These  assignments  included  medical  inspection  of 
aliens,  quarantine  inspection  of  returning  troops,  and  participation  in  Service  work 
during  a yellow  fever  epidemic. 
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In  June  1899,  Dr.  Gumming. was  placed  in  charge  of  the  South  Atlantic  Quaran- 
tine at  Blackbeard  Island,  off  the  coast  of  Georgia.,  the  United  States  refuge  station 
for  infective  vessels  from  foreign  p>orts.  Here  he  treated  yellow  fever  cases,  and  here 
he  saw  his  first  case  of  bubonic  plague. 

Following  his  recovery  from  an  operation  for  appendicitis.  Dr.  Gumming  was  or- 
dered, on  December  2,  1901,  to  San  Francisco,  Galifornia,  as  Ghief  Quarantine  Of- 
ficer. It  was  during  this  tour  of  duty  that  Dr.  Gumming's  abilities  as  an  adminis- 
trator and  diplomat  first  came  into  important  play.  Bubonic  plague  was  known  to  be 
rampant  in  the  area,  but  a disagreement  had  sprung  up  among  Federal,  State,  and 
local  authorities  as  to  the  seriousness  of  the  outl)reak  and  jurisdictional  handling  of 
the  problem.  Dr.  Gumming  was  of  assistance  in  harmonizing  the  differences  and  was 
aide  to  aid  in  instituting  constructive  action.  So  successful  was  his  administration  as 
Ghief  Quarantine  Officer  of  San  Francisco  that  at  the  end  of  his  four-year  detail 
commercial  and  health  interests  joined  in  requesting  his  reassignment. 

Following  his  San  Francisco  detail.  Dr.  Gumming  served  for  four  years  in  Japan, 
where  he  was  sent  in  March,  1906,  to  the  Office  of  the  United  States  Gonsulate  Gen- 
eral in  Yokohama  to  guard  against  exportation  of  plague  and  cholera  to  the  Glnited 
States.  In  Japan  he  had  an  opportunity  to  follow  the  research  work  of  Kitisato  and 
other  great  Japanese  scientists  and  to  further  his  knowledge  of  both  the  administra- 
tive and  scientific  handling  of  tropical  diseases. 

From  Japan,  he  was  ordered  back  to  the  United  States  and  placed  in  charge  of  the 
Gape  Gharles  Quarantine  Station  at  Fortress  IMonroe,  Virginia,  to  ccxirdinate  the 
confused  quarantine  situation  in  Hampton  Roads. 

In  the  .A-utumn  of  1912,  Dr.  Gumming  requested  leave  of  absence  to  pursue  his 
studies  of  tropical  diseases  in  London,  but  was  prevented  from  leaving  by  reports 
that  pollution  of  tidal  waters  in  the  Ghesapeake  Ba)'  was  threatening  wholesale 
destruction  of  the  great  oyster  beds  in  that  area.  Dr.  Gumming  was  assigned  to  this 
work,  and  his  service  gained  him  recognition  not  only  in  this  country  but  abroad.  His 
assignment  later  was  extended  to  cover  the  entire  Atlantic  Goast. 

With  the  advent  of  World  War  I,  Dr.  Gumming  was  detailed  to  the  Office  of  the 
Surgeon  General  of  the  Navvq  where  he  remained  until  the  fall  of  1918,  when  he  was 
ordered  by  the  President  to  report  on  sanitary  conditions  at  camps  in  France  and 
elsewhere,  and  at  the  ports  of  embarkation  of  returning  L^nited  States  troops. 

•As  travel  restrictions  were  relaxed  following  the  war,  intensifying  the  danger  of 
infection  from  abroad.  Dr.  Gumming  was  given  a general  assignment  l:)y  the  Presi- 
dent to  conduct  sanitation  studies  at  European  ports.  This  and  similar  assignments 
in  this  country  and  overseas  not  only  made  Dr.  Gumming  an  outstanding  authority 
on  quarantine  matters,  knowledge  that  stood  him  in  good  stead  in  h's  work  of  com- 
pleting the  U.  S.  quarantine  system  during  his  tenure  as  Surgeon  General,  but  gave 
him  an  unusual  awareness  of  the  importance  of  international  cooperation  in  the  field 
of  health.  During  this  period  he  took  part  in  the  conference  at  Gannes  which  re- 
sulted in  the  organization  of  the  League  of  Red  Gross  Societies,  and  he  held  frequent 
conferences  with  leading  health  authorities  of  other  countries  on  the  sul)ject  of  an  in- 
ternational health  organization. 

In  1920,  the  same  year  he  first  took  office  as  Surgeon  General  of  the  Puldic  Health 
Service,  Dr.  Gumming  was  elected  Director  of  the  Pan  .American  Sanitary  Bureau, 
created  by  treaty  in  1902  as  the  world’s  first  international  health  organization.  He 
held  this  office,  concurrently  with  his  other  duties,  until  his  retirement  and  election 
as  Director  Emeritus  on  Eebruary  1,  1947.  He  represented  the  Ihiited  States  Gov- 
ernment at  everv  Pan  .American  Sanitarv  Gonference  from  1920  until  his  retirement 
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and  saw  the  Bureau  large  part  through  his  efforts,  from  little  more  than  a 

re]wrting  service  to  a full-fledged  health  organization,  with  professional,  technical, 
and  administrative  representatives  throughout  Latin  America. 

In  addition  to  his  work  with  the  Pan  American  Sanitary  Bureau,  Dr;  Gumming 
found  outlet  for  his  interest  in  international  health  jiroblems  in  the  Office  Interna- 
tional d’Hygiene  publique  and  in  the  Health  Section  of  the  League  of  Nations.  He 
had  played  important  parts  in  both  bodies  for  nearly  a quarter  of  a century  prior  to 
their  dissolution  in  1946  to  make  way  for  the  new  World  Health  Organization  of  the 
United  Nations.  In  his  capacity  as  Director  of  the  Pan  American  San’tary  Bureau  he 
attended  both  the  Paris  and  New  York  conferences  which  led  to  the  establisliment  of 
the  new  organization.  For  liis  work  in  international  health,  Dr.  Gumming  was  deco- 
rated by  many  foreign  countries  and  held  honorar}’  membersliip  in  a number  of  the 
world’s  leading  medical  bodies. 

It  was  against  the  broad  concept  of  health  as  an  international,  as  well  as  a na- 
tional, responsibility  that  many  of  the  programs  of  Dr.  Gumming’s  administration  as 
Surgeon  General  of  the  United  States  Public  Health  Seradce  were  conceived,  devel- 
ojied,  and  carried  through. 

It  was  during  Dr.  Gumming’s  administration  that  the  national  quarantine  system 
was  completed  with  Federal  acquisition  of  the  last  state-owned  quarantine  station  at 
the  port  of  New  York.  Other  achievements  of  the  period  included: 

Reorganization  of  the  Hospital  Division  of  the  Service  and  expansion  of  facilities, 
following  World  War  I,  to  meet  the  needs  of  ex-service  men  and  women;  establish- 
ment of  a national  leprosarium;  control  of  several  outbreaks  of  bubonic  plague  in 
United  States  port  areas;  inauguration  of  the  plan  of  assigning  medical  officers  to 
American  consulates  abroad  for  examination  of  prospective  emigrants  to  the  United 
States;  development  and  expansion  of  important  research  and  field  investigation  ac- 
tivities of  the  Service,  and  the  inauguration  of  studies  of  silicosis  and  other  dust 
diseases  which  greatly  extended  knowledge  in  this  field. 

Dr.  Gumming  was  also  the  key  figure  in  a number  of  programs  carried  out  with 
Gongressional  authorization  during  this  period,  including;  Gonstruction  of  a new 
building  for  the  Public  Health  Service  headquarters  in  Washington,  now  occupied  by 
the  Atomic  Energy  Gommission;  construction  of  eleven  new  Marine  Hospitals  in  the 
United  States;  construction  of  two  hospitals  for  treatment  of  narcotic  addicts;  es- 
tablishment of  the  Division  of  Mental  Hygiene  in  the  Public  Health  Service;  con- 
struction of  new  quarantine  stations  at  principal  ports  of  the  LTnited  States;  enlarge- 
ment of  the  Gorps  of  Gommissioned  Officers  of  the  Public  Health  Service  to  include 
dental,  engineering,  and  pharmacy  personnel  as  well  as  medical  officers. 

Dr.  Gumming  inaugurated  a study  of  malignant  growths  by  medical  officers  of  the 
Service  at  Harvard  University  and  at  the  Hygienic  Laboratory,  forerunner  of  the 
National  Institutes  of  Health,  which  have  developed  into  a major  function  of  the 
Service. 

.A.n  alumnus  of  the  first  class  of  the  old  Hygienic  Laboratory,  which  had  carried 
on  its  work  in  the  attic  of  the  old  Service  Headquarters,  Dr.  Gumming,  as  Surgeon 
General,  made  it  his  business  to  obtain  appropriations  for  an  expansion  of  this  activity. 

His  efforts  in  this  direction  culminated  shortly  before  his  retirement  in  a gift  of 
land  at  Bethesda,  Maryland,  and  the  passage  of  appropriations  witli  which  were  con- 
structed the  present  National  Institutes  of  Health. 

Following  the  discovery  of  vaccines  for  Rocky  Mountain  Spotted  Fever,  by  an  of- 
ficer of  the  Public  Health  Service,  Dr.  Gumming  arranged  for  the  Service  to  take 
over  a small  laboratory  at  Hamilton,  Montana,  and  obtained  appropriations  for  its 
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enlargement.  It  was  in  this  laboratory  that  these  vaccines,  as  well  as  the  pre.sent  l ellow 
fever  vaccine,  were  manufactured. 

Industrial  medicine  and  sanitation  was  another  field  in  which  considerable  prog- 
ress was  made  during  Dr.  Cumming’s  administration.  When  manj-  leading  public 
health  authorities  in  the  country  were  campaigning  against  the  use  of  tetra-ethyl  lead 
in  gasoline.  Dr.  Gumming  appointed  a board  to  prescribe  the  conditions  under  which 
tetra-ethyl  might  safely  be  manufactured  and  used.  As  a result,  use  of  the  fuel  was 
greatly  facilitated,  a fact  of  incalculable  significance  not  only  in  the  industrial  and 
social  progress  of  the  country  but  in  its  position  as  a military  power  as  well. 

It  was  during  Dr.  Cumming’s  administration  also  that  standards  for  safe  produc- 
tion, processing,  and  handling  of  milk  were  introduced  throughout  the  countr}'.  Im- 
portant strides  also  were  made  in  the  field  of  stream  sanitation. 

Dr.  Cumming’s  foreign  citations  were  additional  to  the  many  honors  accorded  him 
in  the  United  States  by  educational,  professional,  and  public  organizations  and  in- 
stitutions. He  was  an  honorary  fellow  of  the  American  College  of  Surgeons,  the 
.\merican  College  of  Ph3'sicians,  and  the  American  College  of  Dentists;  a life  mem- 
ber of  the  American  Public  Health  Association,  the  American  College  of  Physicians, 
the  Association  of  Military  Surgeons  of  the  United  States,  the  American  Hospital 
.'Association,  and  the  United  States-Mexican  Border  Public  Health  Association. 

He  was  a past  president  of  the  Association  of  Military  Surgeons  of  the  United 
States,  the  Southern  Medical  Association,  the  American  Public  Health  Association, 
and  the  Gorgas  Memorial  Institute  of  Tropical  and  Preventive  Medicine. 

He  served  from  1929  as  a member  of  the  Board  of  Visitors  of  Saint  Elizabeth’s 
Hospital,  Washington,  D.  C.,  a Presidential  appointment,  and  also  was  an  active 
member  of  the  Board  of  Directors  of  Garfield  Memorial  Hospital,  Washington,  D.  C. 
He  held  honorary  degrees  from  the  Medical  College  of  Virginia,  the  University  of 
Pennsylvania  and  Yale  University.  In  1936  he  was  awarded  the  Hartley  Gold  Medal 
by  the  National  Academy  of  Science  for  “Application  of  Scientific  Knowledge  to 
Public  Service”.  Other  citations  included  the  Gorgas  Medal  and  Prize  of  the  Asso- 
ciation of  [Military  Surgeons  of  the  United  States  for  “distinguished  service  in  the 
field  of  national  and  international  public  health”  and  the  William  Freeman  Snow 
Award  “For  Distinguished  Service  to  Humanity”. 

Dr.  Cumming  was  married  October  28,  1896,  at  Carters  Grove,  Virginia,  on  the 
James  River,  to  Lucy  Booth,  daughter  of  Dr.  Edwin  Gilliam  Booth.  In  addition  to 
his  wife,  he  leaves  a son,  Hugh  Smith  Cumming,  Jr.,  counselor  to  the  American  Em- 
bassy at  Stockholm,  and  a daughter,  Clara  Diana,  wife  of  Manville  Kendrick,  of 
Sheridan,  Wyoming.  Two  grandsons  also  survive,  John  B.  Kendrick,  II,  and  Hugh 
Smith  Cumming  Kendrick. 

Dr.  Cumming  was  buried  at  Hampton,  Virginia,  in  the  churchyard  of  St.  John’s, 
oldest  English  parish  in  America,  December  24,  1948. 

— U.  S.  Public  Health  Service 


Our  Scattered  Health  Activities 

AS  we  went  to  church  this  morning  we  turned  on  the  radio,  partly  to  see  if  our 
watch  were  right  (it  has  a way  of  running  down  on  Sunday  morning)  and 
partly  to  see  if  there  were  any  good  news  on  the  air.  We  pressed  quickly  one  button 
after  another,  until  a familiar  voice  arrested  our  attention.  It  was  telling  the  radio 
audience  that  the  only  hope  of  the  world  today  and  its  inhabitants  was  to  do  fewer 
things  but  to  do  them  well. 

We  were  reminded  of  our  scattered  efforts  to  secure  better  health  for  all  the  people. 
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The  problem  is  a tremendous  one  and  is  worthy  of  the  best  efforts  and  the  cooperation 
of  all  the  purveyors  of  medical  care  whether  they  be  government  agents,  private  foun- 
dations, or  the  individual  practitioners  of  curative  medicine.  But  what  do  we  have? 
Government  sowing  dissension  in  the  medical  ranks. 

Great  foundations  such  as  the  Rockefeller  Foundation  have  shown  what  can  be 
done  with  money  and  organization  when  we  learn  how  certain  diseases  can  be  pre- 
vented or  cured.  Hookworm  disease  and  yellow  fever  have  been  eradicated  from  large 
areas  of  the  globe.  We  have  the  “know-how”  in  regard  to  other  diseases.  Tubercu- 
losis still  kills  more  young  adults  than  any  other  disease.  Gonorrhoea  is  the  second 
most  prevalent  disease  and  syphilis  is  the  third.  The  United  States  Govemment  has 
entered  both  of  these  fields.  Why  not  complete  these  jobs  instead  of  taking  over  the 
private  practice  of  medicine?  We  hear  much  about  the  unequal  distribution  of  medi- 
cal care.  What  about  the  unequal  distribution  of  public  health  activities?  Many 
counties  of  Virginia,  and  elsewhere,  have  no  health  officers  or  public  health  nurses. 

We  are  aware  that  the  private  practice  of  medicine  has  many  shortcomings,  the 
chief  of  which  being  its  increasing  cost  and  the  uneven  distribution  of  doctors,  nurses 
and  dentists.  In  spite  of  these  defects,  American  medicine  is  today  doing  a good  job. 
More  Americans  get  better  medical  care  than  any  people  in  the  world.  With  prepaid 
medical  care  plans,  which  are  rapidly  developing,  everyone  should  be  able  to  have 
all  the  medical  care  he  wants  without  financial  hardship. 


The  American  Medical  Association 


HE  .American  Medical  Association  is  being  “smeared”  on  a nation  wide  scale  by 


the  officers  of  the  Social  Security  Agency  in  their  propaganda  for  compulsory 
health  insurance.  Under  the  circumstances  it  might  be  well  to  keep  in  mind  the  aims, 
objects  and  organization  of  the  A.  M.  A.  The  American  Medical  Association  was 
organized  in  1847  for  the  prime  purpose  of  improving  medical  education.  The  study 
of  epidemics  was  also  a part  of  its  early  activity.  It  was  largely  responsible  for  the 
formation  of  Boards  of  Health  in  the  various  states.  For  years  it  fought  single 
handed  for  good  medical  education.  Among  other  achievements  has  been  the  bring- 
ing about  of  truthful  medical  advertising  and  the  establishment  of  standards  for  hos- 
pitals, drugs,  food  and  the  appliances  used  in  the  treatment  of  the  sick.  Besides  a 
number  of  scientific  journals,  it  publishes  at  less  than  cost,  the  complete  index  of 
the  medical  literature  in  the  world.  The  prime  motive  back  of  all  these  activities  has 
always  been  the  welfare  of  the  patient.  It  might  well  say  in  the  words  of  a publica- 
tion of  the  Rotary  International  “Service  is  My  Business”. 

The  business  of  the  Association  is  conducted  by  the  House  of  Delegates,  composed 
of  a representative  for  each  1,000  members  of  the  state  societies,  and  one  representa- 
tive from  each  scientific  section  of  the  Association.  In  addition,  there  is  one  delegate 
each  from  the  Army,  Navy  and  Public  Health  Service.  The  Board  of  Trustees  acts 
as  an  Executive  Committee  in  the  interim  between  the  meetings  of  the  House  of  Dele- 
gates. Thus  the  American  Medical  Association  Represents  the  great  majority  of  doc- 
tors of  medicine  in  the  United  States.  It  has  authority  to  speak  for  the  medical  pro- 
fession but  it  has  no  authority  over  the  individual  doctor.  If  a doctor  violates  the 
code  of  ethics,  a document  written  by  Thomas  Percival  in  England  in  the  18th  Cen- 
tury and  later  re-written  by  the  late  William  H.  (Popsy)  Welch  in  the  20th  Century, 
he  may  be  tried  by  his  local  society.  Should  his  local  society  drop  him  from  mem- 
bership, he  is  automatically  dropped  by  his  state  society  and  by  the  American  IMedical 
Association. 

The  A.  M.  A.  is  your  organization — if  it  does  not  do  what  you  want,  it  is  because 
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the  doctors  back  home  do  not  let  their  representatives  in  the  House  of  Delegates  know 
what  they  want. 


Nebraska  Legislature  Petitions  Congress 

The  following  is  from  page  A 212,  Congressional  Record- Appendix,  January  17, 
1949. 

“Resolution  memorializing  the  Congress  of  the  United  States  with  respect  to  a na- 
tional compulsor}’  sickness  insurance  program: 

“W'hereas  the  American  people  now  enjoy  the  highest  level  of  health,  the  best 
standards  of  scientific  medical  care  and  the  finest  medical  institutions  ever  attained  by 
any  major  country  in  the  world;  and 

“W'hereas  these  accomplishments  of  American  medicine  are  the  results  of  a free  peo- 
ple working  under  a system  of  free  enterprise;  and 

“W'hereas  the  experience  of  all  countries  where  government  has  assumed  control  of 
medical  care  has  been  a progressive  deterioration  of  medical  standards  and  medical 
care,  to  the  detriment  of  the  health  of  the  people:  now,  therefore,  be  it 

“Resolved  by  the  members  of  the  Nebraska  Legislature  in  sixty-first  session  as- 
sembled : ‘ 

“1.  That  the  Legislature  of  the  State  of  Nebraska  respectful!},-  request  the  Con- 
gress of  the  United  States  to  refrain  from  imposing  upon  the  citizens  of  this  nation 
any  form  of  compulsor}'  insurance,  or  any  system  of  medical  care  designed  for  na- 
tional bureaucratic  control. 

“2.  That  Nebraska  Senators  and  Representatives  now  in  the  Congress  of  the  United 
States  be  and  are  hereby  respectfully  requested  to  use  every  effort  at  their  command  to 
prevent  the  enactment  of  such  legislation. 

“3.  That  copies  of  this  resolution  be  transmitted  by  the  Clerk  of  the  Legislature  to 
the  President  of  the  United  States,  the  presiding  officers  of  the  United  States  Senate 
and  United  States  House  of  Representatives  and  to  each  Senator  and  Congressman  from 
Nebraska.” 

That  Nebraska  should  be  the  first  State  to  send  resolutions  to  W'ashington  against 
compulsory  health  insurance  is  not  just  a coincidence.  Nebraska  is  one  of  four  states 
to  have  a public  debt  of  less  than  one  dollar  per  capita.  The  people  of  Nebraska  have 
always  counted  the  probable  cost  of  their  proposed  legislation.  For  that  reason  one 
would  expect  that  this  state  be  out  in  front  in  the  opposition  to  bureaucratic  medicine. 

Note.  Since  the  above  was  written  the  Arkansas  Legislature  has  passed  a similar 
resolution  without  a dissenting  vote. 


SOCIETIES 


The  Mid-Tidewater  Medical  Society 

Held  its  first  quarterly  meeting  for  1949  on  Jan- 
uar\-  25th,  at  the  W'est  Point  Country  Club.  The 
usual  business  session  was  omitted  to  give  more 
time  for  the  speakers  of  the  evening. 

Dr.  M.  P.  Rucker,  Richmond,  president  of  the 
Medical  Society  of  Virginia,  made  a few  introduc- 
tory remarks  outlining  the  problems  confronting  the 
.American  medical  profession,  which  problems  were 


to  lie  discussed  by  the  other  speakers  on  the  program. 

Dr.  Guy  W'.  Horsley,  Richmond,  explained  the  as- 
sessment that  had  been  made  by  the  American  Medi- 
cal Association  and  the  reasons  that  it  was  neces- 
sar}’  for  each  physician  to  do  his  part. 

Dr.  J.  L.  Hamner  of  Mannboro  spxike  on  the 
American  Academy  of  General  Practice.  He  gave  a 
brief  history  of  the  Academy  and  especially  of  the 
Virginia  section  of  the  Academy. 
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Tht  main  address  of  the  evening  was  made  by 
Dr.  Walter  B.  Martin  of  Norfolk,  who  explained 
clearly  and  forcibly  why  it  was  necessary  for  the 
medical  profession  to  take  immediate  and  adequate 
steps  to  prevent  i)roposed  legislation  from  being  en- 
acted, that  is  now  being  made  ready  for  congres- 
sional consideration. 

At  the  conclusion  of  the  discussion  of  the  papers 
presented  by  the  above  sfjeakers,  Dr.  M.  H.  Harris, 
President  of  ^^"est  Point  moved  that  the  secretary  of 
the  Mid-Tidewater  Medical  Society  l)e  in.structed  to 
write  to  each  of  the  members  of  the  Society  request- 
ing them  to  make  their  payment  of  the  assessment 
to  the  secretary-treasurer  of  the  society.  The  mo- 
tion was  carried  unanimously. 

Dr.  William  H.  Hosfield,  West  Point,  is  secre- 
taiY’-treasurer. 

The  Tazewell  County  Medical  Society 

Met  February  3,  at  the  River  Jack  Restaurant 
for  dinner.  The  meeting  was  presided  over  by  Dr. 
G.  D,  Vermilya  of  Richlands,  who  assumed  office 
at  this  meeting.  Three  new  members  were  elected 
to  the  society.  They  are; 

Drs.  Lewis  H.  Annentrout  and  Harry  L.  Day  of 
Richlands,  and  P.  P.  Ferraraccio  of  Bluefield. 

During  the  business  meeting  the  $25.00  assess- 
ment proposed  by  the  A.]SI..\.  was  discussed  and  it 
was  the  desire  of  the  members  present  that  the  So- 
ciety go  on  record  as  endorsing  this  plan  and  all 
agreed  to  support  it  by  paying  the  assessment 
promptly. 

Dr.  Lewis  H.  Armentrout  read  a paper  on  “The 
Recognition  and  Treatment  of  the  More  Common 
Ear  Disease”  which  involved  a great  deal  of  com- 
ment and  discussion  and  was  well  received. 

Mary  Elizabeth  Johnson,  Secretary 

The  Northampton  County  Medical  Society 

Held  its  regular  quarterly  meeting  at  the  East- 
ville  Inn  on  January  13,  at  which  time  Dr.  Walter 
B.  Martin  of  Norfolk  spoke  on  “Dangers  to  the 
Public  of  Socialization  of  Medicine”.  He  also  told 
of  his  observations  of  the  plan  in  England,  where 
he  had  recently  visited. 

The  annual  election  of  officers  resulted  as  follows ; 
President,  Dr.  J.  M.  Lynch,  Cape  Charles;  vice- 
president,  Dr.  \\.  Carey  Henderson,  Nassawadox; 
and  secretarA’-treasurer,  Dr.  Charles  T.  Garcia, 
Cape  Charles. 


The  Wise  County  Medical  Society 

Met  at  Norton  on  February  2nd  with  a dinner 
beginning  at  7 :30  P.M.  There  were  twenty-seven 
members  present.  Dr.  Joseph  R.  Blalock,  Marion, 
presented  a very  interesting  lecture  on  Psychoso- 
matic Illness.  Color  films  on  Intragastric  Therapy 
and  Appendicitis  were  also  enjoyed. 

New  officers  were  elected  as  follows:  President, 
Dr.  B.  C.  Henson,  Roda;  vice-presidents,  Drs.  G. 
T.  Foust,  Norton,  F.  E.  Handy,  Appalachia,  and 
J.  D.  Culbertson,  Coeburn.  Dr.  T.  J.  Tudor,  Nor- 
ton, was  re-elected  secretary-treasurer.  Dr.  Ernest 
J.  Benko,  Norton,  was  elected  to  the  Board  of 
Censors. 

In  the  drive  for  funds  for  the  educational  cam- 
paign of  the  American  Medical  Association,  twenty- 
.dx  of  this  group  contributed  $25.00  each. 

The  Shenandoah  County  Medical  Society, 

A unit  of  the  Northern  Virginia  IMedical  Society, 
had  Dr.  George  Murphy  of  Winchester  as  leader  of 
a clinico-pathologic  conference  at  its  January  meet- 
ing. At  the  February  meeting.  Dr.  Maurice  Young, 
of  Johns  Hopkins  University,  Baltimore,  spoke  on 
“Clinical  Significance  of  Systolic  Murmur  in  Child- 
hood”. 

Dr.  George  G.  Crawford  of  Strasburg  is  presi- 
dent and  Dr.  C.  L.  Gossels  of  Mt.  Jackson  secre- 
tary. 

The  Arlington  County  Medical  Society 

And  its  Woman’s  Auxiliary  held  a joint  meeting 
at  the  Washington  Golf  and  Country  Club  on  the 
evening  of  Februaiy  the  17th,  at  which  time  Mar- 
jorie Shearon,  Ph.D.,  spoke  on  “Federal  Propa- 
ganda for  the  Welfare  State”.  A social  hour  fol- 
lowed. 

At  its  regular  meeting  on  January  the  20th,  the 
Society  passed  a resolution  approving  the  action 
of  the  .American  Medical  Association  regarding  so- 
cialized medicine  and  the  $25.00  assessment. 

Dr.  John  T.  Hazel  and  Dr.  John  B.  Leary  are 
president  and  secretary,  respectively,  of  this  Society. 

Roanoke  Academy  of  Medicine. 

Following  dinner  in  the  ball  room  of  the  Hotel 
Patrick  Henry  on  Februar}'  the  7th,  there  was  a 
short  business  session,  after  which  Dr.  Theodore 
Woodward,  associate  professor  of  medicine  at  the 
University  of  Maryland,  by  invitation,  addressed 
tlie  Academy  on  “Clinical  Uses  of  Chloromycetin 
and  .\ureomycin”. 
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The  Academy  recently  appointed  the  following 
doctors  as  its  committee  on  public  relations:  Dr. 
Fred  E.  Hamner,  Dr.  \V.  L.  Powell  and  Dr.  David 
S.  Gamer. 

The  president  and  secretary  of  the  Academy  are 
Dr.  Charles  H.  Peterson  and  Dr.  T.  J.  Humphries. 

James  River  Medical  Society. 

.■\t  the  annual  meeting  of  this  society,  held  re- 
cently, Dr.  E.  J.  Haden  of  Ore  Bank  was  elected 
president.  Dr.  Russell  Snead  of  Columbia  vice-pres- 
ident, and  Dr.  Garland  Dyches  of  Dillwyn  was  re- 
elected secretary-treasurer. 

Lee  County  Medical  Society. 

At  the  regular  meeting  of  this  Society  on  Jan- 
uar\'  the  26th,  the  following  officers  were  elected 
for  1949:  President,  Dr.  G.  C.  Sumpter,  Rose  Hill; 
vice-president,  Dr.  Chas.  C.  Carr,  Pennington  Gap; 
and  secretary-treasurer,  Dr.  J.  H.  Dellinger,  also  of 
Pennington  Gap. 

The  Orange  County  Medical  Society 

Met  at  Orange  on  Januar\'  26,  with  the  presi- 


dent, Dr.  C.  Cameron  Kress  of  that  place  presid- 
ing at  a dinner  meeting.  There  was  an  attendance 
of  forty-five,  including  members,  dentists,  nurses, 
and  representatives  from  civic  organizations.  Talks 
were  given  by  Dr.  V.  W.  Archer,  councilor.  Dr.  M. 
P.  Rucker,  president  of  the  Medical  Society  of 
Virginia,  and  by  Henry  S.  Johnson,  director  of 
public  relations  of  the  State  Society.  Dr.  J.  G. 
Bruce  of  Gordonsville  is  secretary. 

Lynchburg  Academy  of  Medicine. 

Following  a short  business  session  at  the  January 
meeting  of  the  Academy,  when  Dr.  Wm.  T.  Pugh 
was  installed  as  president,  and  Dr.  S.  Miles  Bou- 
ton, Jr.,  full-time  pathologist  at  the  Lynchburg  Gen- 
eral Hospital,  was  elected  to  membership.  Dr. 
George  B.  Dowling  of  Washington,  D.  C.,  deputy 
administrator  of  the  Red  Cross  National  Blood 
Program,  spoke  on  its  program.  A number  of  visi- 
tors connected  with  the  local  and  surrounding  Red 
Cross  chapters  were  present. 


NEWS 


Seminar  On  Immunity  and  Allergy  and 
Stuart  McGuire  Lectures. 

The  Department  of  Continuation  Education  of  the 
Medical  College  of  Virginia,  Richmond,  will  pre- 
sent a program  on  allergy  and  immunology  in  con- 
nection with  the  Stuart  McGuire  Lectures  on  March 
17th  and  18th.  This  will  be  open  to  all  physicians, 
and  the  program  is  as  follows: 

March  17th 

9:00-10:00  a.m. — Wh.at  the  Doctor  Should  Know  About 
Hay  Fever — Dr.  Will  C.  Spain,  Professor  of  Clinical 
Medicine,  New  York  Post-Graduate  Medical  School; 
Director,  Department  of  Allergy,  New  York  Post- 
Graduate  Hospital. 

10:00-11:00  a.m. — Treatment  with  Special  Reference  to 
Intractable  Asthma — Dr.  Horace  S.  Baldwin,  Assis- 
tant Professor  of  Clinical  Medicine,  Cornell  Medical 
School,  New  York  City;  Director,  .Allergy  Clinic, 
New  York  Hospital. 

11:00-12:00  a.m. — Allergy  in  Relation  to  Medicine  as  a 
Whole — Dr.  Wingate  M.  Johnson,  Professor  of  Clin- 
ical Medicine,  The  Bowman  Gray  School  of  Medicine, 
Winston-Salem,  North  Carolina. 

2:00-  3:00  p.m. — The  Differential  Diagnosis  in  Al- 
lergic Conditions — Dr.  Horace  S.  Baldwin. 

3:00  -+:00  p.m. — The  Treatment  of  Poison  Ivy  and 
Other  Contact  Dermatoses — Dr.  Will  C.  Spain. 


Stuart  McGuire  Lecture  I 

8:00  p.m. — The  Changing  Concept  of  Allergy.  (1) 
Underlying  Mechanisms — Dr.  Harry  L.  Alexander, 
Professor  of  Clinical  Medicine,  Washington  Univer- 
sity School  of  Medicine,  St.  Louis,  Missouri. 

March  18th 

9:00-10:00  a.m. — The  Management  of  the  Asth.matic 
Child — Dr.  Robert  Chobot,  Assistant  Clinical  Profes- 
sor of  Pediatrics,  Columbia  University,  New  A'ork 
City;  Chief  of  Pediatric  Allergy  Clinic,  New  A'ork 
Post-Graduate  Hospital. 

10:00-11:00  a.m. — Urticaria  and  Angioneurotic  Edem.a — 
Dr.  Walter  L.  Winkenwerder,  Assistant  Professor  of 
Medicine,  Johns  Hopkins  University,  Baltimore, 
Maryland. 

11:00-12:00  a.m. — The  Role  of  Infection  in  Allergy — 
Dr.  Oscar  Swineford,  Jr.,  Professor  of  the  Practice 
of  Medicine,  University  of  Virginia,  Charlottesville, 
Virginia;  Chief,  Allergy  Clinic,  University  Hospital. 

2:00-  3:00  p.m. — The  Vasomotor  Rhinitis  Patient — Dr. 
Walter  L.  Winkenwerder. 

3:00-  +:00  p.m. — New'  Drugs  in  the  Treatment  of  Al- 
lergic Diseases — Dr.  Robert  Chobot. 

Stuart  McGuire  Lecture  II 

8:00  p.m. — The  Changing  Concept  of  Allergy.  (2) 
Clinical  Examples — Dr.  Harry  L.  .“Mexander. 
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Dr.  Frank  L.  Apperly, 

Professor  of  Pathology  at  the  Medical  College  of 
Virginia,  has  been  named  by  President  of  the 
United  States,  Harry  S.  Truman,  to  serve  as  a 
senior  surgeon  in  the  United  States  Public  Health 
Service  Reserve.  Dr.  Apperly’s  appointment  in  ad- 
dition to  calling  for  advison'  service  may  also  call 
him  to  active  duty  within  the  confines  of  the  United 
States  in  the  event  of  emergency. 

Dr.  H.  Norton  Mason, 

Richmond,  was  recently  installed  as  the  new  com- 
mander-in-chief of  the  Stonewall  Jackson  Post  OSl 
of  the  Sons  of  Confederate  Veterans. 

Married. 

Dr.  John  iMoyer  Meredith  and  Miss  Etta  Eliza- 
beth Hazelgrove,  both  of  Richmond,  January  28th. 

Dr.  Herbert  Clifton  Allen,  Jr.,  Richmond,  and 
Mrs.  Elizabeth  Hunt  Wheeler,  Bedford,  Pennsyl- 
vania, February  1st.  He  is  a graduate  of  the  IMedi- 
cal  College  of  Virginia  in  1941.  They  will  make 
their  home  in  Southern  California. 

News  From  School  of  Medicine,  University 

of  Virginia. 

On  January  21,  under  the  auspices  of  the  Post- 
graduate Program  for  House  Officers,  Dr.  Donald 
Monroe,  Harvard  University,  and  Dr.  Charles  W. 
Cashman,  Rutland  Heights  Veterans  Administra- 
tion Hospital,  Rutland,  Massachusetts,  presented  to 
the  faculty  and  student  body  a discussion  of  the 
subject,  “Social  and  Work  Rehabilitation  for  Pa- 
tients Paral}zed  as  the  Result  of  Spinal  Cord  In- 
jury”. 

At  the  annual  meeting  of  the  Southeastern  Al- 
lergy Association  in  Durham,  Nortli  Carolina  on 
January  22  and  23,  Dr.  Oscar  Swineford  con- 
ducted a panel  on  “Infectious  Asthma”.  Included 
in  this  panel  was  a discussion  of  “History  and 
Physical  Examinations  and  Skin  Testing  in  the 
Diagnosis  of  Infectious  Asthma”  by  Dr.  Swine- 
ford, and  a discussion  of  “The  Conservative  and 
Surgical  Treatment  of  Sinusitis  in  Infectious 
Asthma”  by  Dr.  Fletcher  Woodward,  Professor  of 
Otolaryngology.  At  this  meeting.  Dr.  Swineford 
was  elected  president  of  the  Southeastern  Allergy 
.Association. 

On  January  25,  Dr.  H.  B.  Mulholland  spoke  to 
the  Board  of  the  Farmville  Community  Hospital, 
Farmville,  on  the  subject;  “Medical  Care  in  Vir- 
ginia”. 
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Dr.  C.  J.  Frankel,  -Associate  Professor  of  Or- 
thopedics, spoke  to  the  Augusta  County  Medical 
Society  on  January  28tli  on  the  subject,  “Low  Back- 
ache”. 

Dr.  ^Trnon  W.  Lippard,  fonnerly  Dean  of  the 
School  of  Medicine  of  Louisiana  State  University, 
assumed  his  duties  as  Dean  of  the  University  of 
Virginia  Medical  School  on  February  1.  Dr.  Lip- 
pard succeeds  Dr.  H.  E.  Jordan  who  has  served  as 
Dean  of  the  Medical  School  since  1939.  Dr.  Jordan 
will  remain  with  the  Medical  School  as  Professor 
of  -Anatomy  until  his  retirement  in  June. 

-At  the  Fourth  Annual  National  Conference  on 
Rural  Health,  held  in  Chicago,  Illinois  on  Feb- 
ruary 4th,  Dr.  H.  B.  Alulholland,  Professor  of  In- 
ternal Medicine,  gave  a lecture  entitled  “Animal 
Diseases  Affecting  Humans”. 

Academy  o£  General  Practice  Application 

Blanks. 

Alany  members  of  state  and  county  medical  so- 
cieties have  written  to  their  journals  inquiring  as  to 
how  they  can  procure  application  blanks  for  mem- 
bership in  the  American  Academy  of  General  Prac- 
tice. The  national  headquarters  office  is  located  at 
231  West  47th  Street,  Kansas  City  2,  Missouri, 
and  Air.  Mac  F.  Cahal  is  the  executive  secretary. 
This  office  will  be  glad  to  forward  application 
blanks  to  practitioners  living  in  states  with  no  state 
chapter.  But  where  a state  chapter  exists,  blanks 
must  be  secured  from  the  secretary  of  the  respec- 
tive constituent  state  chapter.  The  secretary  of  the 
Virginia  chapter  is:  John  O.  Boyd,  Jr.,  AI.D.,  820 
South  Jefferson,  Roanoke. 

Southeastern  Allergy  Association. 

At  the  recent  meeting  of  this  -Association  held  in 
Durham,  North  Carolina,  Dr.  Oscar  Swineford, 
University  of  Virginia,  was  elected  president  and 
Dr.  Oscar  Hansen-Pruss,  Duke  University,  vice- 
president. 

Dr.  C.  Howard  Cain, 

Class  of  ’30,  Aledical  College  of  Virginia,  for- 
merly located  in  Wakefield,  is  now  clinical  internist 
on  the  staff  of  Edgewood  Sanatorium,  Orangeburg, 
South  Carolina. 

International  Congress  On  Rheumatic  Dis- 
eases. 

The  American  Rheumatism  Association  will  con- 
duct its  Seventh  International  Congress,  May  30th 
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to  June  3rd  inclusive,  in  New  York,  under  the  aus- 
pices of  the  International  League  Against  Rlieuma- 
tism.  The  Congress  will  be  devoted  to  the  subject 
of  rheumatic  diseases  in  all  its  phases,  together  with 
certain  allied  topics.  There  will  be  five  morning  and 
two  afternoon  plenary  sessions  in  the  ballroom  of 
the  Hotel  Waldorf-Astoria,  which  is  headquarters 
hotel.  On  three  afternoons  there  will  be  concurrent 
programs  at  five  of  the  large  New  York  hospitals. 
There  will  be  three  or  four  clinical  papers  presented 
followed  by  discussions;  a one  hour  clinic,  showing 
cases  relating  to  the  pa])ers,  and  a forty-five  minute 
round-table  discussion. 

Dr.  Ralph  Pemberton,  Philadelphia,  is  president 
of  the  International  League  Against  Rheumatism, 
and  Dr.  Richard  H.  Freyberg,  New  York,  of  the 
.American  Rheumatism  .Association. 

The  Virginia  Radiological  Society 

Will  hold  an  interim  scientific  session  on  .April 
2nd  at  the  University  of  Virginia  Hospital,  Char- 
lottesville. The  following  program  will  be  pre- 
sented : 

9:00  a.m. — Unusu.al  Pyei.ograms  .and  Follow-Up  Infor- 
.\IAT10N  BY  THE  Depart.ment  OF  UROLOGY — Drs.  Vest, 
Warren  and  Merren. 

Discussion  and  Questions — 10  minutes. 

9:+0  a.m. — Diagnosis  of  Obscure  Lesions  of  the  Spinal 
Column,  Department  of  Orthopaedics — Drs.  Fun- 
sten  and  Frankel. 

Discussion  and  Questions — 10  minutes. 

10:20  a.m. — Surgical  Relief  of  Pain  in  Cancer  Patients, 
Department  of  Neurosurgery’ — Drs.  Gayle  Crutch- 
field and  Martinez. 

Discussion  and  Questions — 10  minutes. 

11:00  a.m. — The  Course  and  Treatment  of  Superficial 
He.mangiomas,  Department  of  Surgery’ — Dr.  W.  H. 
Parker. 

Discussion  and  Questions — 10  minutes. 

11:40  a.m. — The  Place  of  X-ray  in  Active  Upper  Gas- 
tro-Intestinal  Bleeding,  Department  of  Surgery — 
Dr.  W.  R.  Sandusky. 

Discussion  and  Questions — 10  minutes. 

12:20  a.m. — The  Changing  Concept  in  the  Surgical 
Management  of  Pulmonary  Abscess  by  the  Depart- 
.ment OF  Thoracic  Surgery — Drs.  Drash  and  M.  L. 
White. 

Discussion  and  Questions — 10  minutes. 

2:00  p.m. — Dr.  James  F.  Brailsford,  Birmingham,  Eng- 
land— invited  guest.  Subject  to  he  announced  later. 
3:00  to  4:30  p.m.— Presentation  of  interesting  films  with 
clinical  history  and  follow-up,  if  possible.  Members 
bring  their  own  cases. 

.\11  meetings  will  be  held  in  the  auditorium  of 


iMcKim  Hall  which  is  the  Nurses'  Home  for  the 
University  Hospital. 

Dr.  C.  H.  Peterson,  Roanoke,  and  Dr.  P.  B.  Par- 
sons, Norfolk,  are  president  and  secretary,  respec- 
tively, of  this  Society. 

The  Industrial  Physicians  and  Surgeons 

Of  the  United  States  and  Canada  will  hold  their 
.14th  annual  meeting  at  Detroit,  April  2-9,  with 
headquarters  at  the  Book-Cadillac  and  Statler  Ho- 
tels. Participating  groups  are:  American  Confer- 
ence of  Governmental  Industrial  Hygienists  Amer- 
ican Industrial  Hygiene  .'Association;  American 
.Association  of  Industrial  Dentists;  and  American 
.Association  of  Industrial  Nurses. 

The  Southwestern  Virginia  Medical  Society 

Will  hold  its  next  meeting  on  Thursday,  May 
26th,  at  the  Hotel  Roanoke,  beginning  at  2 ;00  P. 
M.,  with  a banquet  at  7:00  at  which  there  will  be 
two  guest  speakers.  Dr.  R.  M.  DeHart  is  president 
and  Dr.  Andrew  F.  Giesen,  secretary-treasurer.  Both 
are  of  Radford. 

Congress  On  Obstetrics  and  Gynecology. 

The  International  and  Fourth  .American  Congress 
on  Obstetricts  and  Gynecology  will  be  held  on  Alay 
14-19,  at  the  Hotel  Statler,  New  York  City.  The 
morning  meetings  will  be  general  sessions  devoted 
to  one  of  five  topics:  physiolog}-  of  human  repro- 
duction; the  pathology  of  human  reproduction;  so- 
cial and  economic  problems;  neoplastic  diseases  of 
the  female  reproductive  system;  and  (5)  obstetric 
and  gynecologic  procedures.  The  afternoons  will 
be  given  over  to  meetings  of  the  various  groups 
represented. 

.All  inquiries  pertaining  to  the  meeting  should  be 
addressed  to  the  Chairman,  Dr.  Fred  L.  .Adair,  24 
West  Ohio  Street,  Chicago  10,  Illinois. 

Virginia  Council  On  Health  and  Medical 

Care. 

Dr.  H.  B.  Mulholland,  University  of  Virginia, 
was  re-elected  chairman  of  this  organization  at  its 
recent  meeting,  and  Senator  Charles  R.  Fenwick, 
.Arlington,  was  named  first  vice-chairman.  Miss 
Ellen  H.  Smith,  Richmond,  is  secretary.  The  Coun- 
cil approved  a resolution  recommending  establish- 
ment of  full-time  public  health  chairs  at  the  Uni- 
versity of  Virginia  and  the  Medical  College  of 
Virginia. 
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Lancaster  County  Health  Unit. 

health  committee  to  be  known  as  the  Lancaster 
County  Health  Unit  has  recently  l>een  established 
at  Kilmarnock,  with  Dr.  Melvin  B.  Lamherth,  Jr., 
of  Kilmarnock,  as  president. 

The  Philadelphia  County  Medical  Society 

Will  hold  its  13th  .A.nnual  Postgraduate  Institute 
at  the  Belle\Tie-Stratford  Hotel,  Philadelphia,  from 
.\pril  5-8,  1949.  The  program  has  been  arranged 
on  the  basis  of  s>mix)sia  and  the  following  sulijects 
will  be  covered:  Diseases  of  the  Circulatory  S}’s- 
tem;  Common  Conditions  in  the  Oral  Cavity;  Dia- 
betes; Anterior  Poliomylitis;  Blood  Dyscrasias; 
Diseases  of  the  Kidney;  Miscellaneous  Problems; 
Pain;  Industrial  Medical  and  Surgical  Problems; 
Common  Obstetric  Problems;  Problems  of  Infancy 
and  Childhood;  Eye,  Ear,  Nose  and  Throat;  Gas- 
tro-Intestinal  Problems;  Vaginal  Discharge  (Causes 
and  Treatment). 

There  will  l)e  the  usual  number  of  high-grade 
technical  exhibits.  The  admission  fee  for  the  en- 
tire Institute  is  $5.00.  Programs  will  be  available 
very  shortly.  For  further  details  contact  Gilson 
Colby  Engel,  M.D.,  Director,  301  6outh  2Lst  Street, 
Philadelphia  3,  Penna. 

Course  in  Medical  Mycology 

month’s  course  in  Medical  Mycolog)-  under  the 
direction  of  Dr.  Norman  F.  Conant.  is  to  be  offered 
at  Duke  University  School  of  ^Medicine  and  Duke 
Hospital,  Durham,  N.  C.,  during  July,  1949.  The 
course  will  be  offered  every  day  in  the  week,  e.xcept 
Sunday,  and  has  been  designed  to  insure  a working 
knowledge  of  the  human  pathogenic  fungi  within  the 
time  allotted. 

The  number  of  applicants  for  the  course  will  be 
limited  and  the  applications  will  be  considered  in 
the  order  in  which  they  are  received.  An  attempt 
will  be  made,  however,  to  select  students  on  the  basis 
of  their  previous  training  and  their  stated  need  for 
this  type  of  work. 

A fee  of  $50.00  will  be  charged  for  this  course, 
uj)on  the  completion  of  which  a suitable  certificate 
will  be  awarded.  Please  direct  inquiries  to  Dr. 
Norman  F.  Conant,  Duke  University  School  of 
Medicine,  Durham,  N.  C. 

Fellowships  Available. 

On  July  1,  1949,  there  will  be  available  several 
two-year  fellowships  in  the  Medical  Department, 
Duke  P’niversity  School  of  Medicine,  Durham,  N. 


C.  'Phe  stipends  will  be  $2,400  the  first  year,  and 
$3,000  the  second  year.  Only  those  who  have  com- 
pleted three  years  of  training  in  internal  medicine, 
or  a satisfactory  equivalent,  will  be  eligible  for  these 
positions,  which  have  been  designed  to  prepare  the 
candidate  for  the  practice  of  internal  medicine.  The 
following  places  will  be  available: 

1.  Hematology  and  .Allerg}' 

2.  Pulmonar)^  diseases 

3.  Gastro-cnterology 

4.  Hypertensive  cardiovascular  and  renal  dis- 

ea.ses 

5.  Aletabolic  diseases 

6.  Cardiology 

7.  General  Internal  Medicine  and  'Pherapeu- 

tics 

•Anyone  interested  should  write  to  Dr.  Eugene 
-A.  Stead,  Jr.,  Professor  of  Medicine,  Duke  Univer- 
sity School  of  Medicine,  Durham,  North  Carolina. 

Richmond  Chapter,  American  Heart  Associa- 
tion. 

Dr.  William  H.  Higgins  is  president  of  the  Rich- 
mond Chapter  of  the  .American  Heart  .Association, 
with  Irving  Alay  and  Mrs.  Dave  .Satterfield,  Jr.,  as 
vice-presidents,  and  Luke  H.  Fairbank  as  secretary- 
treasurer.  .A  number  of  prominent  laymen  as  well 
as  the  following  doctors  constitute  the  list  of  direc- 
tors: Drs.  Robley  D.  Bates,  Nathan  Bloom,  .Alex. 
G.  Brown,  III,  Paul  D.  Camp,  Douglas  G.  Chap- 
man, Dean  B.  Cole,  H.  W.  Decker,  Louise  F.  Gal- 
vin, Emily  Gardner,  W’m.  H.  Higgins,  J.  Alorrison 
Hutcheson,  Edward  M.  Holmes,  Carolyn  AIcCue, 
William  B.  Porter,  Reno  Porter,  Wellford  C.  Reed, 
W.  Taliaferro  Thompson,  Jr.,  .Armistead  Williams, 
and  Ennion  S.  Williams. 

Study  of  Child  Health  Services. 

Publication  of  the  national  report  on  the  find- 
ings of  the  recently  completed  21/2-year  study  of 
child  health  services  will  be  marked  by  a dinner  on 
.April  2nd  in  New  A'ork  City,  according  to  an- 
nouncement of  Dr.  \\'arren  R.  Sisson,  President  of 
the  .American  Academy  of  Pediatrics.  .A  nation- 
ally known  la}Tnan  as  well  as  an  outstanding  au- 
thority in  medicine  and  public  health  will  be  guest 
speakers.  The  two-volume  report  which  is  now  in 
press  is  being  published  by  the  Commonwealth 
Fund  of  New  York. 

Approve  Chicago  Medical  School. 

'I'he  American  Medical  .Association  and  the  As- 
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sociation  of  American  iSIedical  Colleges  has  granted 
full  aproval  to  the  Chicago  Medical  School. 

The  recognition  gives  Chicago  five  approved 
medical  schools,  an  equal  number  with  New  York 
City. 

Announcement  of  the  approval  was  made  at 
\\'hite  Sulphur  Springs,  W.  Va.,  w'here  the  A.  A. 
iM.  C.  was  holding  its  annual  meeting.  The  Council 
on  Medical  Education  and  Hospitals  of  the  A.  M.  A. 
met  simultaneously  to  take  action  on  the  Chicago 
Medical  School.  A joint  statement  said: 

“The  Chicago  iMedical  School  now  offers  an  edu- 
cational program  that  meets  the  standards  for  an 
approved  medical  school.  Therefore,  the  school  is 
now  included  on  the  list  of  approved  medical  col- 
leges and  hospitals  of  the  A.  ]\I.  A.  and  is  admitted 
to  membership  in  the  A.  A.  M.  C. 

“This  action  applies  to  all  students  now  enrolled 
in  the  regular  four  year  course  at  the  school.” 

For  Sale. 

Eye,  ear,  nose  and  throat  practice  of  Dr.  F.  A. 
Y'ard,  deceased,  including  all  equipment.  For  par- 
ticulars, write  Mrs.  F.  A.  Ward,  P.  O.  Box  166, 
Suffolk,  Virginia.  (Adv.) 

Wanted. 

Industrial  and  collier)^  physician  for  one  staff 
opening  soon.  Salary  and  extras  about  $700  a 
month  net.  General  practice  and  obstetrics  in  home. 


Must  be  A grade  medical  school  graduate.  Sober, 
no  addiction  and  dependable.  Three  bedroom  steam 
heated  home.  Easy  access  to  large  shopping  cen- 
ters. Interview  necessary.  Write  full  details  to  Dr. 
W.  B.  Barton,  Stonega,  Virginia.  (Adv.) 

Internist, 

31,  Board  Eligible,  available  July  1949,  group 
or  association;  graduate  University  of  Virginia; 
fellowship  cardiology;  residencies  neurology  and  in- 
ternal medicine;  competent  in  electrocardiography; 
.■^Ipha  Omega  Alpha;  Protestant;  Veteran;  Mar- 
ried; Prefer  East.  Write  “Internist”,  Virginia  Medi- 
cal Monthly,  1200  East  Clay  Street,  Richmond  19. 
(Adv.) 

Doctor  Wanted. 

Doctor  wanted  to  take  over  well  equipped,  eight- 
room  doctor’s  office,  with  well  established  practice 
in  eastern  North  Carolina  town  of  3,000  popula- 
tion. Modern  hospital  18  miles  distant  on  Route 
301  South.  If  interested,  write  Harrison  Drug  Com- 
pany, Enfield,  North  Carolina.  (Adv.) 

Position  At  Station  Hospital. 

There  is  a vacancy  in  the  Station  Hospital  at 
Camp  Lee,  Virginia,  for  a Medical  Officer  (Eye, 
Ear,  Nose  and  Throat),  P-5,  $6,235.20  per  annum. 
Any  one  interested,  should  communicate  with  Em- 
ployee Utilization  Section,  Civilian  Personnel  Head- 
quarters, Camp  Lee,  Virginia.  (Adv.) 


OBITUARIES 


Dr.  Hunter  Holmes  McGuire, 

Former  president  of  the  IMedical  Society  of  Vir- 
ginia and  member  of  many  of  its  committees  from 
time  to  time,  died  in  his  sleep  at  his  home  in  Win- 
chester, in  the  early  morning  of  January  22.  He 
was  born  in  Winchester  in  1875  and  studied  medi- 
cine at  the  former  University  College  of  Medicine, 
Richmond,  from  which  he  graduated  in  1897.  He 
joined  the  Medical  Society  of  Virginia  the  follow- 
ing year  and  was  among  those  honored  in  the  “Fifty 
Year  Club”  at  the  last  meeting  of  the  Society.  He 
had  always  been  active  in  civic  affairs  and  was  one 
of  the  founders  of  Winchester  Memorial  Hospital 


and  had  been  its  president  for  forty-eight  years. 
He  was  also  a founder  and  first  president  of  the 
Virginia  Society  of  Ophthalmology  and  Oto-Laryn- 
gology,  and  a past  president  of  the  American  Oph- 
thalmological  Society.  He  is  survived  by  his  ivife 
and  three  children  by  a former  marriage,  one  of 
them.  Dr.  William  P.  McGuire  with  whom  he  was 
associated  in  practice. 

Resolution 

Be  It,  and  It  Is  Hereby  Resolved  by  the  Medical  Staff, 
Winchester  Memorial  Hospital,  Winchester,  Virginia, 
meeting  in  regular  monthly  session  this  second  day  of 
February,  1949,  that: 

1.  The  sudden  death  of  Dr.  Hunter  Holmes  McGuire 
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on  Saturday  morning,  January  22,  1949,  is  regarded 
hv  the  members  of  this  Staff  to  represent  a loss  of 
irreparable  kind — not  only  to  the  Hospital,  the  found- 
ing of  which  was  made  possible  by  his  guiding  hand, 
but  also  to  our  own  profession,  which  he  so  valiantly 
upheld,  and  the  standards  of  which  he  constantly 
strove  to  further,  and  a loss  to  the  community  as  a 
whole  wherein  he  lived,  and  one  to  his  many  warm 
friends,  admirers,  and  professional  associates  and 
acquaintances  situated  throughout  various  parts  of 
the  nation,  as  well  as  in  Canada  and  Europe; 

2.  This  StaflP  held  Dr.  Hunter  Holmes  McGuire  in  the 
highest  esteem,  and  recognized  his  virtues  of  gentle 
kindness,  sobriety,  tolerance,  fair  dealing,  sterling 
character,  gentlemanly  conduct,  wisdom,  professional 
ability,  and  professional  ethics; 

3.  The  deepest  sympathy  of  the  members  of  this  Staff, 
individually  and  collectively,  is  hereby  extended  to 
the  widow  of  our  deceased  friend  and  associate, 
and  to  his  son  and  daughters  and  the  other  survivors, 
all  of  whom  with  us  mourn  his  loss; 

4.  This  Resolution  be  spread  upon  the  minutes  of  this 
meeting,  and  thereby  be  made  a permanent  record 
in  memoriam  to  the  said  Dr.  Hunter  Holmes  Mc- 
Guire, and  copies  of  this  Resolution  be  sent  to  the 
members  of  Dr.  McGuire’s  family. 

Dr.  Philip  Williams  Boyd, 

Prominent  phj’sician  of  Winchester,  died  of  a 
heart  attack  on  February  17th.  He  was  stricken 
while  attending  a Rotary  Club  luncheon.  Dr.  Boyd 
was  seventy-four  years  of  age  and  a graduate  of 
the  University  College  of  iMedicine,  Richmond,  in 
1898.  He  had  been  a life-long  resident  of  Win- 
chester and  had  been  associated  with  the  surgical 
staff  of  Memorial  Hospital  since  its  establishment 
nearly  half  a century  ago.  He  served  as  president 
of  the  Virginia  State  Board  of  Medical  E.xaminers 
for  mam"  years  and  had  always  taken  a prominent 
part  in  medical  activities  in  the  state  and  in  the 
Shenandoah  Valley.  Dr.  Boyd  was  a former  presi- 
dent of  the  Shenandoah  .\pple  Blossom  festival  and 
engaged  e.xtensively  in  fruit  growing.  He  had  been 
an  active  member  of  the  Medical  Society  of  Vir- 
ginia for  fifty  years,  having  served  as  a vice-presi- 
dent and  on  numerous  committees.  He  was  awarded 
his  “Fifty  Year  Certificate”  for  practice  at  the  1948 
meeting  and  made  a Life  Member.  His  wife  and 
two  daughters  survive  him.  \ brother  is  Dr.  John 
O.  Bo\d  of  Roanoke. 

Dr.  Rufus  Speed  Kight, 

One  of  Norfolk’s  best  known  physicians,  died 
February  12th  after  a short  illness.  He  was  a na- 
ti\’e  of  North  Carolina,  although  he  had  lived  most 


of  his  life  in  Norfolk,  and  was  seventy-two  years 
of  age.  Dr.  Kight  graduated  in  medicine  from 
the  University  of  Maryland  in  1900.  He  was  for 
many  years  coroner  for  the  city  of  Norfolk.  He  was 
a past  president  of  the  Norfolk  County  Medical 
Society,  an  honorary  member  of  the  American  Col- 
lege of  Surgeons,  and  had  taken  an  active  part  in 
the  Virginia  Obstetrical  and  Gynecological  Society. 
Dr.  Kight  had  been  a member  of  the  Medical  So- 
ciety of  Virginia  for  forty-seven  years.  His  wife 
and  four  children  survive  him. 

Dr.  Isham  Keith  Briggs, 

Physician  and  surgeon  of  South  Boston,  died 
February  8,  after  a week’s  illness  attributed  to  a 
heart  ailment.  He  was  sixty-seven  years  of  age  and 
a graduate  of  the  former  University  College  of  Medi- 
cine, Richmond,  in  1904,  later  taking  post-graduate 
work  at  the  Mayo  Clinic  in  Rochester,  Minn.  He 
joined  the  Medical  Society  of  Virginia  two  years 
later.  He  was  a medical  examiner  for  the  local  draft 
board  in  both  world  wars,  was  a former  president 
of  the  South  Piedmont  Medical  Society,  and  active 
in  civic  and  religious  affairs.  His  wife  and  a daugh- 
ter survive  him. 

Dr.  Charles  Bickley  Fox, 

Well  known  physician  of  Monterey,  died  Jan- 
uary 26th,  having  been  in  ill  health  for  some  time. 
He  was  seventy-six  years  of  age  and  a graduate  in 
medicine  from  the  University  of  Virginia  in  1899. 
Dr.  Fox  had  practiced  in  Monterey  except  for  a 
short  period  since  his  graduation  and  for  eight  years 
serv'ed  as  its  Mayor  and  also  as  county  coroner.  He 
was  a Mason  and  had  been  a member  of  the  Medi- 
cal Societ}’  of  Virginia  for  forty-eight  years.  Two 
daughters  and  a son  survive  him. 

Dr.  Irving  Lee  Chapman. 

Dr.  Chapman  had  been  ill  since  New  Year’s  day 
when  he  suffered  a stroke  while  attending  the  Sugar 
Bowl  game  in  New  Orleans.  He  attended  the  Balti- 
more Medical  College  from  which  he  graduated  in 
1904,  and  had  been  a member  of  the  Medical  So- 
ciety of  Virginia  since  1915.  His  wife  and  a .son 
survive  him. 

The  members  of  the  Norfolk  County  Medical  Society 
feel  that  its  records  should  contain  in  permanent  form 
the  resolutions  on  its  beloved  member.  Doctor  Irving  Lee 
Chapman,  who  died  at  a local  hospital  January  20,  1949. 

Doctor  Chapman,  affectionately  called  “Pappy”  by  his 
younger  associates,  had  practiced  in  South  Norfolk  for 


158 


Virginia  Medical  Monthly 


[March, 


thirty-five  years  (he  had  practiced  ten  years  elsewhere 
previously)  doing  an  enormous  general  practice  and  was 
said  at  one  time  to  have  delivered  more  babies  than  any 
other  doctor  in  Virginia.  Doctor  Chapman’s  sincere  kind- 
ness, sympatht'  and  devotion  to  his  profession  endeared 
him  to  countless  thousands  of  patients  in  a manner  seldom 
seen  in  the  present  day.  He  served  South  Norfolk  as 
Health  Officer  without  pay  from  1922  until  his  death. 

He  did  not  limit  his  interest  in  medicine  but  was  a 
member  of  numerous  fraternal  and  civic  organizations 
and  all  his  fellow  men  loved  his  jovial  company  and  dis- 
position. 

We  respect  him  as  an  outstanding  physician  ; we  honor 
him  as  a citizen  devoted  to  his  community  and  we  cherish 
his  memory  as  a friend  and  associate. 

Be  It  Resolved  that  a copy  of  this  resolution  be  recorded 
in  the  minutes  of  the  Norfolk  County  Medical  Society, 
and  a copy  be  sent  to  the  family  as  well  as  to  the 
ViRGiM.y  Medical  Monthly. 

(Signed) 

C.  L.  Harrell 
M.  S.  Herrington 
G.  W.  Simpson 

Dr.  Clifford  Harry  Beach, 

\A'ell  known  physician  of  Richmond,  died  Feb- 
ruary 16th  after  a brief  illness.  He  was  forty-five 
years  of  age  and  a graduate  of  the  Medical  College 
of  Virginia  in  1928,  having  previously  graduated 
in  jtharmacy.  Dr.  Beach  was  for  sometime  asso- 
ciated with  iSIcGuire  Clinic  and  was  medical  di- 
rector of  the  Home  Beneficittl  Life  Insurance  Com- 
pany. He  had  been  a member  of  the  Medical  So- 
ciety of  Virginia  for  fifteen  years.  His  wife  and 
a daughter  survive  him. 

Dr.  William  Douglas  Macon 

Was  born  at  Clover  Hill,  Keswick  on  April  17, 
1869  and  died  on  December  30,  1948  at  the  age 
of  seventy-nine  years.  He  received  his  bachelor’s 
degree  from  Randolph-Macon  College  in  1888. 
.\fter  seven  years  of  teaching  in  elementary  schools 
he  entered  the  University  of  Ahrginia  Department 
of  iMedicine  from  which  he  received  the  degree  of 
Doctor  of  Medicine  in  1897.  .A.fter  an  internship  at 
the  Willard  Parker  Hospital  in  New  York  City  he 
returned  to  Charlottesville  and  entered  general  prac- 
tice with  increasing  emphasis  on  obstetrics.  He  be- 
came Clinical  Instructor  in  Anesthesia  in  his  alma 
mater  in  1904,  Clinical  Instructor  in  Anesthesia 
and  the  Practice  of  Medicine  in  1905,  and  Profes- 
sor of  Obstetrics  in  1923,  resigning  in  1924  when 
tlie  Department  of  Obstetrics  and  Gjnecology  was 
reorganized.  After  a severe  illness  a few  years  later 


he  began  to  limit  his  practice  and  in  recent  years 
had  completely  retired.  He  was  a member  of  the 
.A.lbemafle  County,  the  Virginia  State,  the  American 
and  the  Tri-State  Medical  Associations,  as  well  as 
the  .Alpha  Omega  Alpha  Society.  He  served  sev- 
eral terms  as  Health  Officer  for  the  City  of  Char- 
lottesville. 

.As  a physician  Dr.  Alacon  typified  the  ancient 
virtues  of  the  profession.  He  was  never  known  to 
refuse  a call  no  matter  what  the  difficulties  or  in- 
convenience. He  possessed  sound  judgment  and 
technical  skill.  During  his  early  practice  he  was  a 
pioneer  in  Virginia  in  the  use  of  intubation  in  laryn- 
geal diphtheria.  Later  he  became  increasingly  the 
obstetric  consultant  for  a large  area  before  the  days 
of  highly  developed  hospital  obstetrics.  As  a teacher 
of  obstetrics  he  was  outstandingly  successful.  .As  a 
i:)ersonality  he  was  distinctive.  From  his  earlier 
education  and  from  his  years  of  non-medical  teach- 
ing, he  retained  an  extraordinarily  developed  curi- 
osity about  all  intellectual  matters,  resulting  in  wide 
and  catholic  reading.  His  level  of  cultivation  in 
histor}-,  particularly  the  history  of  Adrginia,  gen- 
eral literature,  and  the  arts  was  amazing.  He  was 
the  best-read  man  among  the  physicians  of  .Albe- 
marle County.  Following  his  retirement  he  regularly 
attended  as  an  auditor  classes  of  the  University  of 
A'irginia  College  of  Arts  and  Sciences  both  in  un- 
dergraduate and  graduate  subjects.  Coupled  to  his 
intellectual  interest  was  a ready  wit  that  shot  bright 
shafts  of  light  into  what  might  become  a dull  dis- 
cussion. .As  a friend  he  was  always  kind,  always 
cheerful,  always  outreaching,  always  stimulating. 
Y'hen  new  and  younger  men  entered  the  profession 
in  Charlottesville,  he  was  the  first  to  make  them 
feel  truly  welcome,  the  one  upon  whom  they  could 
earliest  feel  they  could  rely  as  a friend. 

The  .Allieniarle  County  Medical  Society  and  the 
L^niversity  of  Virginia  Aledical  Faculty  wish  to  ex- 
press their  unanimous  feeling  that  in  Dr.  Macon’s 
death  they  have  lost  an  able  and  beloved  member, 
and  that  the  community  has  lost  an  irreplaceable 
citizen.  They  desire  further  to  place  this  record  on 
their  minutes  and  on  the  pages  of  the  A’irginia 
Medical  Monthly  and  to  send  it  to  his  family. 

.Albem.arle  County  Medical  Society 

AND 

AIedical  Faculty  of  the  University  oe  A’irginia 

Halstead  S.  Hedges 
Edwin  P.  Lehm.an 


WHEN 


SHE’S  TEMPTED  BY 
FORBIDDEN  FOODS... 


What’s  a woman  to  do?  She’s  tired  of  dieting.  The  vision  of  new  health 
and  a better  figure  faded  with  the  first  10  pounds  . . . and  now  all  she  can  see 
wherever  she  goes  is  food,  food,  tempting  food.  • To  depress 
her  appetite,  one  2.5-mg.  tablet  an  hour  before  breakfast  and  lunch 

is  usually  sufficient,  with  perhaps  a third  tablet  in  midafternoon  if  it  does  not 
cause  insomnia.  The  stimulating  action  of  Desoxyn  also  elevates  the  mood  and 
increases  the  desire  for  activity.  • Investigators  who  have  used  Desoxyn 
extensively  claim  that  it  has  these  advantages  over  other  sympathomimetic 
amines  in  producing  euphoria  and  stimulation  of  the 
central  nervous  system:  smaller  dosage,  quicker 
action,  longer  effect,  relatively  few  side-effects. 

• In  addition  to  its  usefulness  in  obesity, 

Desoxyn  has  a wide  variety  of  other  uses  — 
orally  in  the  treatment  of  narcolepsy  and  for  temporary 
use  as  a mental  stimulant,  parenterally 
to  maintain  blood  pressure 
during  surgery  under  spinal 
or  regional  block  anesthesia. 

• Desoxyn  Hydrochloride  is 
safe  and  effective  with  the 
correct  dosage.  Why  not  give 
it  a trial?  For  new  literature  on 
indications,  contraindications 
and  dosage,  write  to 
Abbott  Laboratories, 

North  Chicago,  Illinois. 


PRESCRIBE 


DESOXYN 


HYDROCHLORIDE 

(Methamphetamine  Hydrochloride,  Abbott) 


TABLETS,  2.5  and  5 mg. 

ELIXIR,  20  mg.  per  Iluidaunce. 

AMPOULES,  20  mg.  per  cc. 


1.  Ivy,  A.  C.,  and  Goetzl,  F.  R (194.^).  d-Desoxyephedrine;  A Review,  War.  Med.,  ■^:60,  January. 

2.  Davidoff,  E.  (1943),  A Comparison  of  the  Stimulatinjt  Effect  of  Amphetamine,  Dextroamphet- 
amine and  Dcxiro-N-Methyl  Amphetamine  (UcxiroDcsoxycphedrine),  Med.  Kec.,  156:422,  July. 


HOW 


(h 


does 


m 


sun 


th 


infant 


My 


get? 


e 


rea 


Not  very  much:  (l)  When  the  baby  is  bun- 
dled to  protect  against  weather  or  (2)  when 
shaded  to  protect  against  glare  or  (3)  when 
the  sun  does  not  shine  for  days  at  a time. 
Mead’s  Oleum  Percomorphum  is  a pro- 
phylactic against  rickets  available  365j 
days  in  the  year,  in  measurable  potency  and 
in  controllable  dosage.  Use  the  sun,  too. 


Mead  Johnson  & Co 


Evansville 


Ind 


This  baby’s  mother  learned 
about  Mead’s  Oleum  Percomor' 
pbum  from  her  physician,  not  from 
public  advertising  or  displays. 

"Servamus  Fidem” 


APR  -7  "T’9 

l_i  f.  H > 


MEDICAL  MifTHLY 


CONTENTS 

Guest  Editorial.  Harvey  B.  Stone,  M.D.  159 

An  Outline  of  Proposed  Experiments  and  Observations  for 
the_  Further  Investigation  of  Poliomyelitis.  James  H. 
Smith,  M.D.,  Richmond,  Va. 161 

Spontaneous  Hemopneumothorax — Report  of  Two  Cases. 

C.  Lydon  Harrell,  M.D.,  F.A.C.P.,  F.C.C.P.,  Norfolk,  Va.  167 

Treatment  of  Carcinoma  of  the  Esophagus.  Frank  Philip 

Coleman,  M.D.,  Richmond,  Va.  170 

Results  of  1000  Examinations  in  the  Bessie  Dunn  Miller 
Cancer  Detection  Center.  William  E.  Bray,  Jr.,  M.D., 
Charlottesville,  Va.  174 

Echinococcic  Cyst  of  the  Liver.  H.  L.  Skinner,  M.D.,  Robert 

R.  Smith,  M.D.,  Stapleton,  N.  Y. 178 

Subcutaneous  Plasma  Infusion  in  Convalescent  Children. 

Isa  C.  Grant,  M.D.,  Catawba  Sanatorium,  Va.,  Malene 
Grant  Irons,  M.D.,  Greenville,  N.  C.,  John  S.  Morris, 
M.D.,  Lynchburg,  Va.,  and  J.  C.  Forbes,  Ph.D.,  Rich- 
mond, Va.  182 

Ovarian  Agenesis  (Turner’s  Syndrome)  Report  of  a Case 
With  Post  Mortem  Findings.  James  M.  Moss,  M.D., 
and  Karl  F.  Menk,  M.D.,  Charlottesville,  Va. 186 

Continued  on  page  6. 


Annual  Meeting 
Medical  Society  of  Virginia 
Old  Point  Comfort, 


t>ril  1949 





n 'i  1 n n 


DILANTIN  Sodium  ( diphenylhydantoin  sodium,  P.  D.  & Co.)  is  available  in 
0.03  Gm.  (/2  gr. ) and  0.1  Gm.  (I/2  gr. ) Kapseals®,  in  bottles  of  100  and  1000. 

*Magladery,  J.:  Therapeutic  Conference,  The  Treatment  of  Epilepsy. 

Bull.  Johns  Hopkins  Hosp.,  82:609,  (June)  1948. 


PARKE,  DAVIS  & COMPANY 


Virginia  Medical  Monthly 


Vol.  76.  No.  4 
WHOLE  No.  1162 


RICHMOND,  VA.,  APRIL,  1949 


$2.00  A YEAR 
26  CENTS  A COPY 


GUEST  EDITORIAL 


Politics  and  Medicine 

AS  facing  the  powerful  drive  of  elements  in  our  national  life  pressing  for  com- 
liulsory  federal  control  of  medical  matters,  the  medical  profession  is  in  a bad 
position.  The  administration’s  politicians  know  the  vote-getting  value  of  appeals  to  a 
public  already  conditioned  to  government  assistance  in  many  forms.  The  labor  lead- 
ers know  they  will  secure  their  own  position  by  working  for  the  so-called  free  medical 
care  for  their  followers.  If  we  are  to  combat  successfully  such  forces,  we  must  clarify 
our  own  thinking,  develop  a generally  acceptable  constructive  program,  and  then-  agree, 
in  spite  of  minor  differences  over  details,  to  unite  wholeheartedly  behind  the  move- 
ment that  we  believe  is  necessarj-  to  save  medicine  from  disaster. 

To  many  thoughtful  doctors,  the  most  serious  implication  in  the  drive  for  compul- 
sory federal  control  of  medicine  is  the  further  impetus  it  would  give  toward  changing 
our  form  of  government  to  Stateism,  with  its  subjection  of  the  life  of  the  citizen  to  an 
all-powerful  controlling  political  structure.  It  is  to  be  hoped  resistance  to  such  tenden- 
cies will  still  find  support  from  millions  of  Americans.  But  it  is  not  to  be  forgotten 
that  recent  experience  has  shown  that  for  other  millions  an  expected  personal  benefit 
outweighs  many  theoretical  objections  of  political  philo.sophy. 

It  would  seem  wise  to  argue  our  case  on  the  basis  that  we  can  offer  a scheme  of 
things  that  will  give  the  general  public  better  actual  medical  care  than  they  would  get 
under  the  proposed  federal  compulsor)'  plans.  Can  we  propose  such  a concrete  plan? 
I believe  we  can. 

Here  in  Maryland  there  is  now  in  operation  a system  that  was  developed  at  the 
suggestion  and  largely  through  the  efforts  of  the  State  IMedical  Society.  In  brief, 
it  provides  full  medical  sendee  for  the  indigent  and  the  medically  indigent,  by  the 
doctor  of  their  own  choice,  and  pays  the  doctor  from  state  welfare  funds.  There  are 
of  course  adequate  protective  and  administrative  details  that  need  not  be  discussed 
here.  Suffice  it  to  say  that  the  plan  has  been  operating  in  the  INIaryland  counties  for 
two  or  three  years  to  the  general  satisfaction,  and  that  a parallel  plan  is  now  begin- 
ning to  operate  in  Baltimore  City.  The  great  advantages  of  this  plan  are  that  it 
keeps  the  whole  transaction  local — the  choice  of  doctor,  the  care  of  patients,  the  certifi- 
cation by  the  Welfare  Department  and  so  on.  Furthermore,  its  operation  so  far  has 
been  financially  sound  and  there  is  little  or  no  evidence  of  efforts  at  abuse  of  the  plan. 
Finally  it  covers  the  needs  of  a segment  of  the  population  not  even  contemplated  in  the 
present  proposed  federal  plans,  in  spite  of  their  vaunted  value  to  the  poor  and  needy. 

The  next  step  is  the  adoption  in  every  state  of  some  form  of  voluntary  prepayment 
sickness  insurance  that  will  adequately  protect,  as  far  as  that  is  possible,  the  low 
income  groups  against  the  financial  consequences  of  serious  illness.  It  is  not  neces- 
sar}-,  or  even  desirable,  that  these  plans  should  be  identical  in  all  the  states.  It  is 
necessary,  if  we  are  to  counter  effectively  the  claims  of  our  opponents,  that  each  of 
these  plans  should  really  provide  security  against  the  monetary  costs  of  professional 
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services  in  serious  illnesses,  and  that  the  plan  should  have  the  support  of  a substantial 
majority  of  the  practicing  profession. 

The  proposals  herewith  offered  are  not  visionary  or  impractical.  They  have  had 
actual  field  trials  and  are  standing  up.  They  would  preserve  all  that  is  valuable  in 
our  present  excellent  system  of  medical  care,  and  largely  remove  the  ground  for 
criticism  based  on  financial  and  distributional  factors.  They  would  avoid  the  serious 
and  unescapable  objections  to  federal  compulsor}'  control  and  would  actually  do  bet- 
ter the  things  that  the  proponents  of  federal  compulsory  control  claim  for  their  system. 

Finally,  tlie  need  of  medical  education  for  better  financial  support  is  real  and  urgent. 

Again,  this  is  not  a field  that  should  be  surrendered  to  the  national  government. 
There  are  two  basic  objections  to  such  a surrender.  First,  there  is  no  certainty  of 
continuity  of  such  support.  No  Congress  can  bind  its  successor  to  a continuing  finan- 
cial commitment.  With  a change  of  administration,  or  of  political  philosophy,  with 
the  coming  of  financial  disaster  or  military  stress,  it  could  easily  happen  that  support 
on  which  the  schools  had  come  to  rely  was  suddenly  withdrawn.  The  effect  can  be 
imagined!  The  second  difficulty  is  that  with  federal  subsidy,  inevitably  goes  federal 
control.  This  is  a necessary  and  unavoidable  condition.  No  matter  what  protective 
clauses  are  written  into  the  appropriation  acts,  or  how  sincere  the  assurance  of  the 
present  administrators  of  such  acts  may  be,  there  is  no  valid  protection  against  serious 
interference  next  year,  or  by  the  next  administration.  A single  example  of  how  such 
interference  may  arise  is  easily  provided.  The  present  administration  is  committed  to 
the  so-called  civil  rights  or  anti-discrimination  program.  This  admittedly  means  that 
if  a system  of  federal  assistance  to  medical  schools  is  set  up,  these  schools  cannot  re- 
ject qualified  students  for  reasons  of  color,  sex,  race  or  religion.  Whether  or  not  one 
agrees  with  this  idea,  there  is  no  escaping  the  dilemma  in  which  schools  in  a large 
section  of  this  country  would  find  themselves.  They  would  either  have  to  do  violence 
to  the  long  established  social  customs  and  traditions  of  their  communities  or  renounce 
the  support  they  badly  needed,  and  that  schools  elsewhere  were  receiving.  An  even 
more  serious  objection  is  the  pressure  to  admit  undue  numbers  of  students,  beyond 
the  capacity  of  the  school  adequately  to  care  for.  Such  pressure  has  already  begun 
to  appear  with  scholarship  proposals.  It  is  true  that  Mr.  Ewing  says  that  the  civilian 
approving  bodies,  such  as  the  Council  on  Medical  Education  and  Hospitals  of  the 
American  ^ledical  Association,  the  Association  of  American  Medical  Colleges,  etc., 
could  check  such  tendencies  by  withholding  approval.  But,  I ask  you,  what  would  be 
the  public  position  of  such  bodies  if  they  disapproved  a school  for  yielding  to  the  in- 
sistence of  the  government  that  more  doctors  are  needed,  and  that  the  government  was 
putting  up  the  money  for  them? 

Here  again  is  a field  that  we  should  not  yield  to  government  preemption.  In  the 
first  place  it  is  our  responsibility.  We,  as  a profession,  are  most  closely  concerned  tliat 
medical  education  should  neither  be  starved  nor  subsidized.  It  is  my  belief  that  or- 
ganized medicine  should  take  up  this  challenge  not  for  one  needy  school,  nor  for  sev- 
eral, but  for  all  schools  on  some  fair  and  adequate  basis.  It  is  my  hope  that  this  will 
soon  be  done,  and  that  all  of  our  profession  will  give  full  and  enthusiastic  support  to 
such  a movement. 

Harvey  B.  Stone,  M.D. 

18  IFe^f  Franklin  Street, 

Baltimore,  Maryland. 


Editor’s  Note:  Dr.  Stone  is  associate  professor  of  surgery  at  Johns  Hopkins  University 
School  of  Medicine. 
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AN  OUTLINE  OF  PROPOSED  EXPERIMENTS  AND  OBSERVATIONS  FOR  THE 
FURTHER  INVESTIGATION  OF  POLIOMYELITIS 


James  H.  Smith,  M.D.,* 

Richmond,  Virginia. 


The  pressing  problem  in  poliomyelitis  is  the 
paralytic  feature.  If  this  is  viewed  in  relation  to 
the  subject  as  a whole,  it  stands  out  against  a back- 
ground of  certain  concepts  which,  though  they  may 
not  be  entirely  proven,  are  quite  generally  accepted. 
The  virus  is  very  widespread  and  immunity  is  very 
general.  Thus  the  newborn  becomes  endowed  with 
a temporary  immunity,  and  later  exposure  to  the 
infectious  agent  results  in  subclinical  immunization 
of  a large  proportion  of  the  population.  Also,  im- 
munity may  be  acquired  by  having  clinical  polio- 
myelitis without  paralysis,  and  this  is  more  com- 
mon than  the  paralytic  form.  As  a net  result, 
though  immune  persons  may  become  carriers  and 
exposure  is  general,  relatively  few  individuals  de- 
velop paralytic  poliomyelitis  even  under  epidemic 
conditions.  At  the  same  time,  (to  say  nothing  of  the 
mortality)  the  vast  concern  over  the  paralytic  fea- 
tures when  they  do  occur  makes  it  desirable  to  ex- 
plore any  reasonable  inquir}'  into  the  pathogenesis 
of  paralysis. 

Hypothesis  can  rarely  serve  any  useful  end  ex- 
cept as  a stimulus  to  some  form  of  research.  That  is 
the  hesitant  but  hopeful  purpose  here.  No  investi- 
gator would  undertake  the  research  unless  the  idea 
seemed  reasonable  and  negative  results  would  there- 
fore be  of  some  value.  Positive  results  would  be  of 
more  value. 

In  the  attack  on  the  unsolved  problems  of  polio- 
myelitis, for  a long  time  many  have  regarded  the 
seasonal  incidence  as  a reasonable  starting  point. 
The  influence  of  season  might  be  operative  in  any 
one  or  more  of  several  ways.  It  might  be  on  the 
virus,  on  and  through  a vector  including  as  a vector 
the  human  carrier,  or  on  the  susceptibility  of  the 
host.  So  long  ago  as  1931  Aycock  said  there  was 
evidence  to  suggest  that  some  discrepancy  in  physio- 
logic adaptation  to  climate  and  season  may  be  a fac- 
tor in  determining  clinical  poliomyelitis  and  he  has 
used  the  phrase  “autarceologic  resistance”  to  indi- 
cate successful  avoidance  of  such  a discrepancy. 

♦Department  of  Medicine,  McGuire  Clinic  and  St.  Luke’s 
Hospital. 

Professor  of  Clinical  Medicine,  Medical  College  of 
Virginia. 


The  following  notes**  embody  an  attempt  to  apply 
this  concept.  It  would  seem  that  early  practical 
ends  would  be  met  by  noting  in  experimental  work 
the  time  of  the  year,  the  extent  of  exposure  to  sun- 
light, and  the  atmospheric  temperature.  The  sec- 
ondary questions  dealing  with  temperature  and  solar 
radiation  as  independent  variables  would  be  taken 
up  only  if  positive  evidence  was  obtained  of  a di- 
rect influence  of  the  summer  season  on  the  host.  In 
any  subsequent  consideration  of  the  influence  of  in- 
dependent variables,  data  of  the  United  States 
Weather  Bureau  would  be  available  for  at  least 
some  localities. 

H\q)othetical  Pathogenesis: 

Active  virus  -j-  lack  of  immunity  -(-  a central 
nervous  system  conditioned  by  the  climatic  and 
physiological  factors  tending  toward  “Heat  Disease” 
results  in  paralytic  poliomyelitis. 

The  phrase  “tending  toward  ‘Heat  Disease’  ” 
predicates  physiological  changes  short  of  the  patho- 
logical conditions  in  heat  prostration,  heat  exhaus- 
tion, heat  stroke,  and  sunstroke. 

A.  Virus  intravenously  in  monkeys  rarely  causes 
infection.  “If,  however,  an  aseptic  inflammation  has 
been  provoked  in  the  meninges  by  the  injection  of 
foreign  protein  intraspinally,  much  smaller  doses 
intravenously  injected  are  allowed  to  pass  through 
into  the  spinal  fluid  and  cause  experimental  polio- 
myelitis.” (Amoss,  H.  L.,  and  Aycock,  W.  L. : 
Acute  Poliomyelitis,  Tice,  F.:  Practice  of  Medicine, 
Vol.  5,  page  335;  Flexner,  S.,  and  Amoss,  H.  L. : 
/.  Exper.  Med.,  25:  525,  1917). 

“Infection  by  the  nasal  route  is  also  rendered 
much  easier  by  similar  preparation.”  ( Amoss, H.  L., 
Taylor,  H.  D.,  and  Witherbee,  W.  D.:  J.  Exper. 
Med.,  29:  115,  1919).  “Normal  monkey  or  horse 

♦*The  marking  of  paragraphs  by  letters  conforms  to  a 
draft  of  the  material  which  certain  students  of  the  sub- 
ject have  been  kind  enough  to  criticize  in  personal  com- 
munications. The  omissions  are  of  points  which,  though 
considered  to  be  pertinent,  are  less  immediately  so.  A 
rearrangement  of  the  paragraphs  might  result  in  a more 
logical,  certainly  a more  conventional,  presentation.  But 
without  controlled  studies  no  presentation  could  be  con- 
clusive or  convincing,  and  the  sequence  used  reflects  an 
influence  of  some  of  the  personal  communications  referred 
to  above. 
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serum,  isotonic  salt  solution,  and  Ringer’s  and 
Locke’s  solutions,  when  injected  into  the  meninges, 
promote  infection  with  the  virus  of  poliomyelitis 
introduced  into  the  blood,  the  nose  or  the  subcu- 
taneous tissues.”  (Flexner,  S.,  and  Amoss,  H.  L. : 

J.  Exper.  Med.,  25:  525,  1917). 

B.  Effects  of  heat,  light,  or  the  heat  of  light  in- 
clude an  irritant  effect  on  the  brain  and  cord. 

C.  “That,  indeed,  exposure  to  intense  light  is 
capable  of  producing  a localized  hyperthermia  of 
the  central  nervous  organs  has  been  borne  out  by 
the  investigations  of  Hill  and  his  co-workers.” 
(Sundstroem,  E.  S. : The  Physiological  Effects  of 
Tropical  Climate,  Phys.  Rev.,  7:  320,  1927). 

D.  “It  has  been  thought  that  sunlight  imping- 
ing directly  up>on  the  head  may  raise  the  tempera- 
ture in  the  meninges  and  brain,  because  hemor- 
rhages have  been  found  in  these  structures  after 
death  associated  with  excessive  exposure  to  sun- 
light. Aron  {Philippine  J.  Sc.,  Med.  Section,  6: 
101,  1911)  in  the  Philippine  Islands  . . . found 
that  monkeys  fully  exposed  to  bright  sunlight  suc- 
cumbed in  one  to  two  hours,  hemorrhages  of  the 
brain  being  found  at  autopsy,  but  that  if  only  the 
head  was  exposed  the  animals  survived  long  pe- 
riods of  insolation.  Apparently  the  total  heat  load 
was  the  lethal  factor  rather  than  heating  of  the 
cranium.”  (Blum,  Harold  E.:  Physiological  Effects 
of  Sunlight  on  Man,  Phys.  Rev.,  25:  521,  July, 
1945). 

E.  

F.  In  the  monkey,  as  compared  with  intravenous 
injection  of  virus,  infection  is  much  more  easily  pro- 
duced by  other  routes,  including  the  nasal  route. 
“Hill  (/.  State  Med.,  29:  683,  1931 ; Quart.  J.  Exp. 
Physiol.,  23:  35,  1933)  believed  he  had  shown  that 
long  infra-red  radiation  impinging  on  the  skin 
caused  swelling  of  the  mucous  membranes  of  the 
nose  (‘nose  dosing  effect’)  . . . but  ample  studies 
have  not  confirmed  these  findings.  Nose  closing  ap- 
pears to  result  from  heating  of  the  skin  by  any 
means,  including  sunlight.”  (Blum,  H.  F. : Phys. 
Rev.,  supra  cit.,  p.  512;  Dufton,  A.  F.,  and  Bed- 
ford, T.;  /.  Hyg.,  33:  476,  1933). 

Could  heat,  tlirough  the  nose  closing  effect,  fa- 
cilitate infection  by  the  nasal  route,  or  could  it  in- 
crease the  numlier  or  carr}dng  capacity  of  carriers? 

G.  

H.  


I.  There  are  pathological  changes  in  the  brain 
and  spinal  cord  in  heat  stroke  . . . and  poliomye- 
litis . . . 

J.  The  seasonal  incidence  of  “Heat  Disease”  and 
poliomyelitis  is  similar. 

K.  The  factor  of  fatigue  enters  into  the  etiology 
of  heat  stroke,  and,  some  observers  think,  in  polio- 
myelitis. (As  to  exercise  and  heat  stroke,  heat  e.x- 
haustion,  and  heat  prostration,  Borden,  D.  L.,  et  al. : 
Statistical  Study  of  265  Cases  of  Heat  Disease, 
J.  A.  M.  A.,  128:  1200,  Aug.  25,  1945).  Lumsden, 
in  an  analysis  of  133  cases  of  poliomyelitis  found 
“unusual  physical  stress  or  mechanical  injury  with- 
in three  weeks  prior  in  21  cases.”  (Lumsden,  L.  L. : 
.\n  Epidemiological  Study  of  Poliomyelitis  in  Mis- 
sissippi in  1941,  Pub.  Health  Rep.^  57:  729,  May 
15,  1942). 

L.  The  personal  characteristics  believed  to  con- 
tribute to  increased  susceptibility  to  heat  stroke  and 
to  poliomyelitis  are  expressed  in  the  following: 

Heat  stroke;  “It  has  been  commonly  noted  that 
heat  victims  tend  toward  obesity”  and  the  author’s 
obser\'ations  confirm  this  in  Environment  and  Fatal 
Heat  Stroke — Analysis  of  157  Cases  Occurring  in 
the  Army  in  the  U.  S.  during  World  War  II,  by 
Elizabeth  Schickele:  Environmental  Protection  Sec- 
tion, Research  and  Development  Branch,  Military 
Planning  Division,  Office  of  the  Quartermaster 
General,  {Military  Surgeon,  100:  235,  March, 
1947). 

Poliomyelitis;  .^moss  and  Aycock  refer  to  “the 
common  clinical  impression”  that  these  children  are 
“strong  and  healthy”,  “fine  specimens”,  i.  e.,  it  is 
they  who  are  of  the  type  lacking  “autarcesiological 
resistance.”  (Tice,  Vol.  5,  page  343).  “Certainly 
it  has  long  been  noted  that  the  victims  of  poliomye- 
litis are  commonly  well-nourished,  big  children.” 
Rather  than  that  preceding  illness,  poor  health,  poor 
nutrition  increase  susceptibility,  “the  evidence 
would  point  to  an  opposite  effect.”  (Wilson,  J.  L. : 
Oxford  Medicine,  Vol.  5,  p.  124  (14)). 

M.  . . . As  compared  with  the  age  incidence  of 
infantile  paralysis,  the  victims  of  heat  exhaustion 
at  Fort  Eustis  showed  a larger  percentage  contrib- 
uted by  the  younger  troops:  53%  18-21;  25%  22- 
30;  22%  over  30,  but  the  age  groups  of  the  soldier 
population  of  the  camp  were  not  given.  (/.  A.  M.  A., 
128:  1200,  Aug.  25,  1945,  supra  cit.). 

N.  Personal  characteristics:  In  Mississippi 
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Lumsden  (supra  cit.)  found  in  93  cases; 

General  health:  Good,  63;  fair,  18;  poor,  12. 

Body  structure;  Thin  or  poor,  19;  marked  over- 
development, 2;  normal,  72. 

Physical  activity:  Over,  22;  under,  6;  nor- 
mal, 65. 

There  were  no  comparable  figures  for  children 
not  having  poliomyelitis. 

0.  Seasonal  incidence  of  poliomyelitis:  “In  an 
epidemic  area  in  the  northern  part  of  the  U.  S.  usual- 
ly a few  cases  apjiear  in  June,  rather  definite  evidence 
of  an  epidemic  in  July,  etc.  ...  In  the  Southern 
States  the  curve  of  the  epidemic  shows  a tendency 
to  start  and  end  one  or  two  months  earlier.”  (Wil- 
son, O.xford  Medicine,  Vol.  5,  p.  124  (16)). 

P.  Mechanisms  of  Defense,  (.\moss  and  .\ycock, 
Tice,  Vol.  5,  p.  341). 

1.  Neutralization  by  nasal  secretions. 

2.  .A.s  illustrated  by  the  need  to  provoke  inflam- 
mation by  the  injection  of  foreign  protein  intra- 
spinally  in  order  to  cause  infection  by  intravenous 
injection  of  virus. 

3.  Immune  bodies  in  the  serum. 

“The  chances  . . . supposing  an  active  virus  to  be 
present,  would  be  a function  of  the  percentage  prod- 
uct of  the  three  major  factors.”  (.\moss  and  Aycock, 
supra  cit.)  “The  evidence  is  pretty  conclusive 
that  the  virus  itself  is  ver}-  widespread,  at  least  in 
epidemic  times.  ...  No  direct  evidence  whatever 
has  been  offered  which  would  indicate  any  particu- 
lar insect.”  (Wilson,  Oxford  Med.,  Vol.  5,  p.  124 
(18)). 

“There  seems  to  be  little  or  no  tendency  for  the 
disease  to  occur  in  institutions  or  to  spread  through 
tlie  inhabitants  of  an  institution.  There  is  no  evi- 
dence of  any  spread  from  school  infection.”  (Brain, 
W.  R. : Oxford  Med.,  Vol.  6,  p.  371). 

Q.  Rasmussen  and  his  co-workers  found  that 
thiamine  deficiency  seemed  to  increase  the  resist- 
ance of  mice  to  the  virus.  (/.  Infect.  Dis.,  74,  41, 
1944),  but  this  did  not  hold  with  monkeys.  (Proc. 
Soc.  Exper.  Biol.  & Med.,  58:  42,  January,  1945). 
The  question  of  deficiency,  especially  of  the  vitamin 
B complex,  might  have  to  be  considered  in  connec- 
tion with  experiments  on  the  effect  of  heat  and  light 
in  the  etiology  of  poliomyelitis. 

R.  Experiments  on  monkeys  proposed: 

1.  To  determine  whether  the  effect  of  heat  and 
light  is  comparable  to  the  injection  intraspinally  of 


foreign  protein  in  rendering  the  animal  susceptible 
to  infection  by  intravenous  injection  of  the  virus. 

2.  To  determine  whether  the  effect  of  heat  and 
light  by  “nose  closing”,  or  otherwise,  increases 
susceptibility  to  infection  by  virus  by  the  nasal 
route. 

3.  To  determine  whether  heat  and  light  increase 
susceptibility  to  infection  by  the  gastro-intestinal 
route. 

4.  Other  correlated  experiments:  (a)  Exercise; 
(b)  Nutrition;  (c)  Age. 

5.  Observ'ations  proposed ; 

Of  the  physical  activities  and  exposure  to  heat 
and  light  of  victims  of  poliomyelitis  prior  to  devel- 
oping the  disease. 

T.  The  appearance  of  two  cases  in  a community 
might  be  regarded  as  an  indication  of  a significant 
prevalence  of  active  virus  in  that  area.  If  the  ideas 
herein  embodied  receive  any  support  from  experi- 
mentation and  obseiwation,  some  public  health  of- 
ficials might  care  to  set  up  a program  designed  to 
test  the  efficacy  of  suitable  restriction  of  physical 
activity  and  of  exposure  to  heat  and  light  as  a pre- 
ventive measure  against  the  development  of  new 
cases. 

U.  In  the  consideration  of  the  effect  of  heat  and 
light,  secondarj"  questions  would  arise  as  to  the  rela- 
tive influence  of  temperature,  humidity,  and  wind  as 
in  the  problem  of  heat  effects  generally,  and  the 
problem  of  total  heat  load  vs.  light  rays  of  special 
wave  length. 

V.  The  idea  is  that  the  over-wrought  sergeant  in 
A Walk  in  the  Sun  should  have  developed  poliomye- 
litis if  the  active  virus  happened  to  be  present  in 
his  mucous  membranes,  and  if  he  was  not  immune. 

W.  H}-pothetical  Pathogenesis: 

Active  virus  -|-  lack  of  immunity  -j-  a central 
nervous  system  conditioned  by  the  climatic  and 
physiological  factors  tending  toward  “Heat  Disease” 
results  in  paralytic  poliomyelitis. 

Supplementary  Notes 

X.  In  tracing  the  development  of  an  epidemic  it 
w’ould  seem  that  in  the  chain  of  transmission,  “re- 
ported cases”  would  lag  behind  their  starting  point 
in  another  previous  case  by  as  much  perhaps  as  three 
weeks;  representing  the  sum  of  time  required  for 
(1)  Patient  A to  transmit  to  Carrier  B,  (2)  Car- 
rier B to  come  into  contact  with  Patient  C;  (3)  the 
incubation  period  in  Patient  C;  (4)  the  reporting 
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the  case  of  Patient  C.  Thus,  in  thinking  of  the 
“peak  week”  or  the  “median  case”  (not  necessarily 
the  same  in  time)  perhaps  tliere  would  be  a throw- 
back of  three  weeks  to  the  source  of  infection  for 
those  cases;  and  in  thinking  of  the  timing  of  the 
“susceptibility  of  the  host”  (Patient  C),  there  would 
be  a throw-back  of  somewhat  less  than  three  weeks, 
the  sum  of  (1)  and  (2).  The  time  for  “date  of 
onset”  in  Patient  C would  be  represented  by  the 
sum  of  ( 1 ) (2)  and  (3). 

Y.  An  epidemic  in  a given  area  may  start  and 
end  after  the  summer  solstice  (usually  a relatively 
minor  epidemic)  but  an  epidemic  starting  before 
the  summer  solstice  (as  major  epidemics  usually  do) 
rarely  has  been  observed  to  begin  to  decline  before 
the  summer  solstice. 

Z.  As  reported  b\‘  J.  R.  Paul,  \V.  P.  Havens,  Jr., 
and  C.  E.  Van  Rooyen:  In  Egypt  poliomyelitis 
has  not  appeared  in  epidemic  form  from  1933-1942. 
It  is  more  of  an  all-year  round  disease,  “with  maxi- 
mal incidence  in  iSIarch,  April  and  May,  and  again 
in  October.”  (Poliomyelitis  in  British  and  Ameri- 
can Troops  in  the  Middle  East,  Brit.  Med.  J.,  1 : 
841,  June  24,  1944).  Likewise,  pyrheliometric 
measurements  reveal  a variation  in  seasonal  inten- 
sity that  is  unusual*  for  the  north  temperate  zone, 
with  a maximum  in  January  and  a minimum  in 
June,  April  being  of  the  same  order  as  October  . . . 
(Smith,  J.  H. : The  Influence  of  Solar  Rays  on 
Metabolism,  Arch.  hit.  Med.,  48:  907,  Nov.  part  2, 
1931). 

A A.  James  F.  Rinehart  reported  as  follows: 
“Summary;  Epidemiological  considerations  sug- 
gest that  there  is  some  predisposing  factor  in  the 
host  which  increases  his  susceptibility  to  poliomye- 
litis. Although  the  virus  is  probably  widely  dis- 
seminated during  epidemic  periods  relatively  few 
develop  the  disease.  Studies  of  patients  early  in 
the  course  of  the  illness  reveal  the  common  occur- 
rence of  salt  depletion  and  hemo-concentration.  It 
is  suggested  that  this  may  be  a factor  predisposing 
to  virus  invasion  and  the  development  of  the  dis- 
ease. The  decided  summer  incidence  of  poliomye- 
litis, and  the  frequent  association  of  the  disease 
with  antecedent  strenuous  physical  activity  are  in 
harmony  with  this  concept.  The  active  child  might 
be  particularly  liable  to  lose  significant  amounts  of 
salt  through  sweating  in  hot  weather.  Further  clini- 

*This comparison  is  subject  to  question  pending  further 
examination. 


cal  investigation  and  appropriate  animal  studies  in 
this  field  are  clearly  indicated.  Attention  to  salt 
and  water  metabolism  would  appear  desirable  in 
the  management  of  cases.”  (Salt  Metabolism  in 
Poliomtelitis,  J.  Nerv.  & Ment.  IJis.,  99:  825, 
1944).  Salt  as  a possible  preventive  seems  implied. 

BB.  “The  mice  acclimated  (for  three  weeks)  to 
13°  C.  and  held  at  that  temperature  after  inocula- 
tion never  showed  symptoms  of  paralysis  in  less 
than  11  days,  with  13  days  being  required  to  es- 
tablish 50  per  cent  mortality.  In  contrast  to  this, 
mice  adapted  to  22°  C.  and  held  at  that  tempera- 
ture after  injection  showed  50  per  cent  mortality  at 
the  end  of  seven  days,  and  mice  acclimated  to  and 
held  at  32°  C.  began  showing  symptoms  and  dying 
as  early  as  the  fifth  day.”  (Holtman,  D.  F. ; The 
Effect  of  Environmental  Temperature  on  Mouse 
Susceptibility  to  Poliomyelitis  Virus,  Science,  103: 
137,  Feb.  1,  1946). 

It  should  be  noted  that  similar  results  have  been 
obtained  in  other  infectious  disea.ses.  (Aycock,  W. 
L. ; Lutman,  G.  E.,  and  Foley,  G.  E. : Seasonal 
Prevalence  as  a Principle  in  Epidemiology,  Am.  J. 
Med.  Sc.,  209:  395,  March,  1945). 

CC.  According  to  Petersen,  as  compared  with 
other  mutually  transmitted  infections,  poliomyeli- 
tis exhibits  a difference  in  statistical  behavior  best 
explained  by  weather  conditions,  and  of  these  light 
is  the  most  probable  factor  in  view  of  the  regularity 
in  its  seasonal  variation — “The  conclusion  seems  to 
be  that  the  steepness  of  the  poliomyelitis  epidemics 
depends  on  the  absolute  intensity  of  the  sunlight  at 
the  equinox  (autumn).  . . . The  effects  of  the  sea- 
sonal variation  of  the  light  . . . seems  to  be  . . . 
a general  lowering  of  the  resistance.  . . .”  (Peter- 
sen, H.:  The  Relation  between  Light  and  the  Epi- 
demic Curve  of  Poliomyelitis  with  an  Attempted 
Epidemic  Theory  Explaining  Epidemic  Waves  as 
a Statistical  Consequence  of  the  Mechanism  of  In- 
fection, Acta  Med.  Scand.,  107:  282  and  310,  1941). 

DD.  Negative  results  were  obtained  in  an  in- 
vestigation designed  to  determine  “whether  or  not 
cold  weather  or  changes  from  warm  to  cold  could 
. . . render  infection  with  the  virus  of  poliomyelitis 
difficult.”  (Sabin,  A.  B.;  Influence  of  Climate  on 
Susceptibility  of  Monkeys  to  Intranasal  Infection 
with  Poliomyelitis  Virus,  Proc.  Soc.  Exper.  Biol.  & 
Med.,  34:  686,  June,  1936). 

EE.  Greater  exposure  to  heat  and  light  of  the 
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(a)  male  as  compared  to  the  female  and  of  the  (b) 
rural  as  compared  to  the  urban  resident,  generally 
is  to  be  expected  and  would  accord  with  the  rela- 
tive incidence  of  poliomyelitis  in  these  groups. 

FF.  The  relative  immunity  of  the  Negro  to  sun- 
burn and  heat  effects  generally,  accords  with  the 
lower  incidence  in  this  race  as  compared  to  the 
whites. 

GG.  .\ycock  thought  there  was  evidence  to  sug- 
gest “that  some  discrepancy  in  physiologic  adapta- 
tion to  climate  and  season  may  be  a major  factor 
in  determining”  clinical  poliomyelitis.  (Aycock,  W. 
L. : Immunity  in  Virus  Diseases,  /.  A.  M.  A.,  97 ■. 
1199,  1931). 

FIH.  “.  . . heat  exhaustion  or  heat  collap.se  . . . 
may  require  several  weeks  for  its  full  development; 
but  under  the  conditions  of  hard  work  and  e.xtreme 
exposure  collapse  may  occur  in  less  than  an  hour.” 
(Kammer,  k.  G. : Heat  Sickness,  Tice  6,  383). 

The  seasonal  incidence  of  poliomyelitis  may  re- 
flect a cumulative  influence  on  individuals  of  on- 
coming and  fully  developed  summer. 

II.  Poliomyelitis  has  been  spoken  of  as  a dis- 
ease of  warm  weather  in  cool  climates.  If  there  are 
cumulative  effects  in  summer  and  if  tliey  are  greater 
in  proportion  to  lack  of  heat  and  light  in  winter, 
these  effects  should  be  greatest  in  the  temperate 
zone  (where  poliomyelitis  is  most  prevalent).  It 
is  generally  known  that  winter  is  warm  in  the 
Tropics  and  cold  in  the  Arctic,  but  as  to  summer  in 
the  temperate  zone  it  is  not  as  generally  known  that 
the  caloric  value  of  solar  radiation  in  mid-summer 
is  as  great  at  Fairbanks,  Alaska  as  at  Miami,  Flor- 
ida. (Hand,  I.  F.:  Review  of  United  States  Weather 
Bureau  Solar  Radiation  Investigations,  Monthly 
Weather  Review,  65:  415,  December,  1937.  See 
also  Smith,  J.  H.:  An  Index  of  Solar  Radiation  in 
the  Temperate  Zone,  Tr.  Am.  Clin.  & Climatol.  A. 
(1940)  56:  199,  1941). 

JJ.  Wdien  a sterile  meningitis  had  been  provoked 
in  monkeys,  dyes  injected  intravenously  colored  the 
spinal  fluid,  indicating  passage  through  the  choroid 
plexus  (“the  blood — C.  N.  S.  barrier”),  but  in  the 
normal  monkey  and  in  monkeys  in  the  preparalytic 
and  paralytic  stages  of  poliomyelitis,  though  the 
dyes  colored  gray  matter,  including  the  anterior 
horns  of  the  spinal  cord,  indicating  passage  by 
channels  other  than  the  choroid  plexus,  there  was 
little  tendency  to  color  the  spinal  fluid.  (Harmon, 


P.  H.,  and  Krigsten,  W.  M.:  Tests  for  the  Blood — 
C.  N.  S.  Barrier  in  Experimental  Poliomyelitis, 
Proc.  Soc.  Exper.  Biol,  and  Med.,  36:  240,  1937. 
See  also  Faber,  H.  K. : Visualization  of  Prepara- 
lytic Lesions  of  Poliomyelitis  by  Intravital  Stain- 
ing, Proc.  Soc.  Exper.  Biol,  and  Med.,  35:  10, 
1936). 

KK.  Experiments  on  monkeys— proposed : To 
determine  whether  the  effect  of  heat  and  light  is 
comparable  to  the  injection  intraspinally  of  foreign 
protein  in  rendering  the  spinal  fluid  subject  to 
coloration  by  intravenous  injection  of  dyes,  with 
details  planned  to  determine: 

( 1 ) ^^'hether  there  are  indications  of  a cumulative 
influence  of  solar  radiation  as  shown  by  variations 
in  dye  coloration  of  the  spinal  fluid  when  the  expe- 
riment is  repeated  at  intervals  in  an  animal  sub- 
jected to  progressive  exposures  comparable  to  those 
encountered  in  on-coming  and  fully  developed 
summer. 

(2)  Whether  there  is  dye  coloration  of  the  spinal 
fluid  under  conditions  of  more  “extreme  exposure”. 

These  data  might  facilitate  work  with  virus  in 
monkeys. 

Recasting  this  material,  at  least  four  possible 
lines  of  investigation  emerge. 

1.  Virus  infection  of  monke3's. 

2.  Other  experimental  work  with  animals. 

(a)  Virus  infection  of  mice. 

(b)  Dye  injection  of  monkeys. 

3.  Salt  metabolism  in  patients  having  poliomye- 
litis. 

4.  Field  investigations  of  certain  conditions  of 
environment  and  activity  prior  to  development  of 
the  disease. 

These  various  approaches  obviously  require  va- 
rious techniques  and  facilities.  By  arrangement 
with  colleagues,  chiefly  at  the  Medical  College  of 
Virginia,  there  is  prospect  of  carrying  out  the  work 
under  the  second  and  third  headings.  As  to  the 
first  heading,  since  it  is  not  now  apparent  ju.st 
where  or  when  this  work  can  be  done,  it  has  been 
felt  that  this  form  of  publication  is  justified  on  the 
ground  that  it  might  engage  the  interest  of  investi- 
gators specially  qualified  to  work  with  virus  in  mon- 
keys. Moreover,  the  value  of  results  obtained  from 
any  of  the  work  outlined  could  be  better  weighed 
if  there  should  be  available  for  comparison  results 
of  similar  studies  made  elsewhere.  Indeed,  with 
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regard  to  clinical  studies  on  salt  metabolism,  and 
the  field  studies  under  the  fourth  heading,  ver}^ 
probably  it  would  be  necessary  to  seek  cooperation 
in  areas  where  the  prevalence  of  the  disease  offered 
opportunity  for  the  studies. 

Still  another  benefit  is  anticipated  from  putting 
the  material  in  its  present  form.  The  details  pre- 
sented are  almost  certainly  faulty  in  some  respects 
and  criticism  should  help  to  furnish  any  modifica- 


tion or  redirection  needed  for  arriving  at  proof  or 
disproof  of  the  basic  idea.  It  is  fully  to  be  ex- 
pected that  as  the  work  progresses  such  modifica- 
tions will  be  made  by  the  group  at  the  College.  Al- 
ready, thanks  are  due  for  constructive  suggestions 
made  by  Dr.  William  B.  Porter,  Professor  of  Medi- 
cine; Dr.  Wyndham  B.  Blanton,  Professor  of  Clini- 
cal Medicine;  and  Dr.  John  Bell  Williams,  Direc- 
tor of  the  McGuire  Clinic  and  St.  Luke’s  Hospital. 


Marriage  Good  for  Long  and  Healthful  Life. 

^larriage  is  a good  prescription  for  a long  and 
healthful  life,  statistics  show. 

Writing  in  the  March  issue  of  Hygeia,  health 
magazine  of  the  American  iSIedical  Association, 
Rose  and  Irv  Leiberman,  Cleveland,  Ohio,  point 
out  that  the  odds  are  against  bachelors,  spinsters, 
and  the  widowed  and  divorced  living  as  long  as 
married  persons.  In  this  country,  for  each  100 
married  men  20  years  of  age  and  over  who  die,  141 
single  men  die,  they  say.  Single  women  fare  bet- 
ter; for  every  100  married  women  of  20  and  over, 
117  single  women  die. 

iMarried  persons  also  have  better  nerves,  are  less 
subject  to  mental  disease  and  mental  breakdoivn, 
and  have  a lower  mortality  rate  from  heart  dis- 
ease, cancer,  tuberculosis,  accidents,  and  suicide, 
they  emphasize.  Marriage  reduces  man’s  chance 
of  dying  by  accident  by  more  than  half  throughout 
most  of  his  life,  and  the  chances  of  the  single  man 
dying  of  tuberculosis  are  two  to  three  times  that 
of  the  married  man,  according  to  the  article.  Tu- 
berculosis deaths  are  three  to  four  times  as  nu- 
merous among  widows  under  35  as  among  the 


married,  and  the  chances  of  death  from  breast 
cancer  are  two-thirds  greater  among  single  women 
than  among  married. 

The  difference  in  mortality  rates  may  be  ex- 
plained by  the  theories  that  marriage  promotes  bet- 
ter and  more  rational  habits  of  eating,  sleeping, 
and  recreation,  causes  men  and  women  to  avoid 
hazardous  adventures,  violent  sports,  and  sources  of 
germ  infection,  and  elicits  mutual  concern  over 
health  which  results  in  consulting  a doctor  before 
illness  becomes  advanced,  the  authors  suggest. 

The  Leslie  Dana  Gold  Medal  for  1948, 

An  annual  national  award  for  outstanding 
achievement  in  the  prevention  of  blindness  and  the 
conservation  of  vision,  was  presented  on  March  25 
at  a dinner  in  St.  Louis  to  Dr.  Lawrence  T.  Post 
of  that  city.  Dr.  Post,  Professor  of  Clinical  Oph- 
thalmology and  head  of  the  Department  of  Oph- 
thalmology at  Washington  Universit}’  IMedical 
School,  was  selected  for  this  honor  by  the  St.  Louis 
Society  for  the  Blind.  The  award  is  given  upon 
the  recommendation  of  the  Association  for  Research 
in  Ophthalmology. 
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SPONTANEOUS  HEMOPNEUMOTHORAX— REPORT  OF  TWO  CASES 


C.  Lydon  Harrell,  M.D.,  F.A.C.P.,  F.C.C.P., 

Norfolk,  Virginia. 


My  purpose  in  reporting  these  cases  is  to  point 
out  the  relative  rarity  of  the  condition,  the  impor- 
tance of  early  diagnosis,  and  the  importance  of 
removing  blood  from  the  pleural  space  when  it  is 
found. 

Bloody  fluid  in  the  pleural  cavity  is  a fairly 
common  occurrence  in  conjunction  with  such  diseases 
as  malignancy  of  the  pleura  or  lung;  in  pulmonar}' 
tuberculosis,  especially  those  cases  being  treated  by 
artificial  pneumothorax;  in  Hodgkin’s  disease;  and 
in  traumatic  injuries  of  the  chest,  as  stab  wounds, 
bullet  wounds  and  war  injuries.  Spontaneous  pneu- 
mothorax without  blood  or  fluid  is  a fairly  common 
occurrence,  but  spontaneous  pneumothorax  with 
gross  blood  in  the  pleural  cavity  in  an  apparently 
healthy  individual  is  very  uncommon — fifty  odd 
cases  being  recorded. 

Case  1. — Mrs.  \V.,  white  housewife,  age  42,  in 
apparently  good  health,  on  February  12,  1948, 
while  shoveling  snow  from  the  sidewalk,  was  taken 
with  soreness  in  the  left  chest.  However,  it  was 
not  sore  enough  in  the  beginning  to  stop  her  from 
working.  The  pain  continued  to  grow  more  severe; 
she  became  short  of  breath.  After  about  eight  hours 
of  suffering,  she  called  her  physician.  Dr.  W.  S. 
Hadley.  He  found  her  in  so  much  distress  and  pain 
that  he  gave  her  a “hypo.”  of  morphine  and  sent 
her  to  a hospital  where  she  was  put  in  an  oxygen 
tent. 

I was  asked  to  see  her  the  next  day,  which  was 
February  14.  I found  the  patient  quite  sick, 
cyanotic,  complaining  of  pain  in  the  left  chest, 
pulse  100,  poor  volume,  blood  pressure  130-90. 
The  left  chest  lagged  on  inspiration;  it  was  flat  to 
percussion  over  the  lower  half.  Tactile  and  vocal 
fremitus  were  absent  over  this  area;  hyper-resonant 
above.  The  heart  was  pushed  to  the  right.  Exag- 
gerated breath  sounds  with  a few  squeaking  rales 
were  heard  over  the  right  chest,  probably  compensa- 
tor)’. 

Diagnosis:  Collapsed  Lung  with  pleurisy  with 
effusion. 

An  x-ray  of  her  chest  revealed  the  left  lung  en- 
tirely collapsed,  heart  pushed  to  right,  and  left 

^Presented  at  the  Spring  Clinic  of  the  Norfolk  County 
Medical  Society,  May  26,  1948. 


chest  half  full  of  fluid.  On  account  of  the  respira- 
tory distress,  I attempted  to  remove  the  fluid  from 
the  chest.  IMuch  to  my  surprise  I found  gross  blood. 
I removed  650  cc.,  after  which  she  felt  relieved. 
The  following  morning  I removed  400  cc.  more. 

She  was  given  penicillin  and  sulfadiazine.  Her 
temperature  ranged  from  99  to  100  for  four  days. 
On  February  14,  the  day  after  entering  the  hospital, 
her  hemoglobin  was  81  red  count  4,460,000; 
white  count  23,300.  On  February  16,  hemoglobin 
81%  ; red  count  4,120,000;  and  white  count  13,400. 
The  aspirated  fluid  was  negative  on  culture. 

The  electrocardiogram  revealed  a right  heart 
strain  and  a marked  degree  of  myocardial  damage. 
The  patient  had  an  uneventful  recovery,  was  dis- 
charged from  the  hospital  on  February  21,  1948, 
nine  days  after  having  been  taken  ill.  She  was 
last  seen  on  .\pril  12,  1948,  in  good  health.  The 
fluoroscope  revealed  a slightly  thickened  pleura  at 
left  base,  but  diaphragm  moved  freely. 

Case  2. — \V.  IM.,  age  35,  upholsterer  by  trade, 
felt  perfectly  well  until  March  2,  1948.  In  the 
evening  while  shaving,  he  felt  a sudden  sharp  pain 
in  right  chest  which  lasted  only  a few  minutes, 
after  which  he  retired  and  had  a good  night’s 
sleep.  The  next  day  he  went  to  w’ork.  Though  he 
did  not  feel  as  w’ell  as  usual,  he  had  no  specific 
complaints.  In  the  afternoon  of  this  day,  the  pain 
in  the  right  chest  returned,  more  acute  and  severe 
than  ever,  accompanied  by  shortness  of  breath.  He 
spent  the  night  in  bed  in  considerable  pain  and 
dyspnea.  The  next  day  Dr.  Herbert  Rogers  was 
called,  who  immediately  sent  him  to  De  Paul  Hos- 
pital. 

On  admission,  the  patient  appeared  e.xtremely  ill. 
Blood  pressure  was  60-40,  pulse  140.  The  skin 
was  cold  and  moist,  in  extreme  shock.  The  chest 
findings  on  admission  revealed  absent  breath  sounds 
over  the  entire  right  chest,  percussion  note  tv’m- 
panitic  over  entire  right  chest  and  beyond  the 
sternum  to  left.  The  heart  was  pushed  to  ‘the  left, 
apex  felt  in  left  in  mid-axillary  line.  A diagnosis 
of  spontaneous  pneumothorax  was  suspected. 

Fifteen  minutes  after  admission  examination,  the 
blood  pressure  could  not  be  obtained.  A stat.  tho- 
racentesis was  done  in  posterior  axillary  line,  7th 
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interspace.  Gross  blood  was  obtained.  The  needle 
was  withdrawn  and  an  x-ray  was  made  of  the  chest 
in  a supine  position.  This  revealed  a fluid  level. 
In  the  meantime,  the  physical  findings  had  changed 
from  a tympanitic  note  to  flatness  up  to  3rd  inter- 
space. 

Another  aspiration  was  attempted,  removing  500 
cc.  of  gross  blood  and  750  cc.  of  air  in  15  minutes. 
This  was  followed  by  dramatic  improvement  in  the 
patient’s  condition.  Blood  pressure  98-60,  pulse 
100,  respiration  28.  He  was  started  on  penicillin 
the  day  of  admission,  March  3,  and  stopped  on  the 
12th.  March  6,  his  hemoglobin  was  73%,  red 
blood  count  3,470,000,  white  blood  count,  9,200. 
The  patient  continued  to  bleed,  which  necessitated 
frequent  aspiration,  which  was  performed  seven 
times  between  March  3 and  March  14,  removing  a 
total  of  3,925  cc.  All  proved  negative  on  culture. 
He  was  transfused  twice.  On  IMarch  15,  his  hemo- 
globin was  80%,  red  blood  count  4,200,000,  white 
blood  count  19,100.  He  ran  temperature  four  days, 
the  highest  101°. 

An  x-ray  made  on  March  14,  on  A.  P.  and  lat- 
eral, revealed  some  infiltration  of  lower  right  and 
mid  lobes.  A pulmonary'  neoplasm  was  considered. 
He  was  discharged  from  hospital  on  March  20,  in 
very  good  condition.  He  was  readmitted  on  April 
12,  for  a bronchoscopic  examination.  The  middle 
and  lower  bronchi  were  found  open,  excretion  re- 
moved and  sent  to  laboratory.  No  tumor  cells  were 
found.  Hemoglobin  was  90%,  red  blood  count 
4,370,000,  white  blood  count  9,000.  An  x-ray 
made  of  his  chest  after  the  bronchoscopic  examina- 
tion revealed  much  clearing  of  the  lung  with  a 
thickened  pleura  over  the  lower  portion  of  right 
lung.  No  fluid  present.  He  w'as  again  discharged 
from  hospital  on  April  17,  in  good  condition.  Final 
Impression;  Spontaneous  hemopneumothorax ; in- 
filtrative process  in  right  lower  lobe  of  lung  of  un- 
known etiology. 

The  first  reference  we  have  on  this  subject  was 
in  1900.  G.  Pitt,  of  England,  reported  a case  which 
was  published  in  the  “Transactions  of  the  Clinical 
Society  of  London”.  H.  D.  Rollesten  in  the  same 
year  reported  a similar  case  in  the  same  journal. 
Both  of  these  cases  proved  fatal.  Pitt’s  case  was 
treated  by  open  drainage.  In  the  light  of  our  pres- 
ent knowledge,  we  feel  that  was  not  the  proper 
thing  to  do. 

Heise  and  Krouse,  in  1920,  reported  a case  fol- 
lowing artificial  pneumothorax.  It  was  an  acute 


case  of  tuberculosis.  A few  hours  after  the  first  in- 
jection 350  cc.  of  nitrogen  gas,  the  patient  had 
an  acute  spontaneous  pneumothorax  and  died  four- 
teen hours  later.  At  autopsy  the  pleural  space  was 
found  to  have  2000  cc.  of  clotted  blood.  A small 
hole  about  2 mm.  in  diameter  was  found  in  the 
lung  over  a small  cavity.  There  was  also  a rup- 
tured pleural  band.  No  bleeding  vessel  was  found. 

Hopkins,  in  1937,  reported  three  cases  and  col- 
lected forty-six  from  the  literature  with  eight  fa- 
talities. He  states,  “During  the  first  forty-eight  hours 
aspiration  is  justifiable  for  the  control  of  dyspnea, 
but  not  as  a routine  measure.  When  the  bleeding 
has  stopped,  the  fluid  should  be  removed  and  re- 
placed by  air”.^ 

In  October,  1938,  Milton  R.  Lauria,  of  Sea 
View  Hospital,  reported  five  cases,  one  of  which 
came  to  autopsy.  “An  Italian  baker,  age  22,  was 
awakened  during  the  night  with  severe  pain  in 
the  left  chest  and  shortness  of  breath.  He  continued 
to  grow  worse.  About  sixteen  hours  after  the  onset, 
he  was  taken  to  the  hospital  in  an  ambulance.  He 
was  aspirated  only  once,  removing  500  cc.  of  air 
and  750  cc.  of  blood.  He  expired  ninety  hours  after 
the  onset.  Autopsy  revealed  the  left  chest  75% 
filled  with  blood.  The  lung  was  completely  col- 
lapsed. There  was  no  evidence  of  tuberculosis  of 
the  lung.  In  the  interlobar  sulcus  there  was  a small 
emphysematous  bleb  with  a rupture  about  three- 
eighths  of  an  inch  long  and  one-eighth  of  an  inch 
wide  through  which  frothy  fluid  and  air  could  be 
expressed.  There  was  no  evidence  of  a bleeding 
vessel  found. 

In  1942,  Hartzell  reported  three  cases  and  re- 
viewed the  literature,  collecting  forty  other  cases. 

In  1945,  Franklin  reported  a case  whose  s)Tnp- 
toms  were  a little  confusing.  A white  male,  age  23, 
was  taken  with  severe  pain  in  right  chest,  radiat- 
ing to  right  shoulder  and  to  the  upper  right  quad- 
rant of  the  abdomen.  The  right  abdominal  mus- 
cles were  rigid.  On  the  third  day  thoracentesis 
was  performed,  removing  500  cc.  of  gross  blood. 
He  was  aspirated  four  times,  each  on  alternate 
days,  removing  a total  of  2700  cc.  of  bloody  fluid 
recovered.  Two  other  cases  have  been  reported  with 
acute  abdominal  pain  where  the  abdomen  was 
opened,  suspecting  a perforated  ulcer.  The  abdomi- 
nal pain  in  all  probability  was  reflex  from  dia- 
phragm, costal  and  parietal  pleura.® 

Etiology. — The  true  cause  of  spontaneous  hemo- 
pneumothorax has  not  been  definitely  proven.  It 
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is  believed  that  spontaneous  pneumothorax  is  the 
result  of  ruptured  emphysematous  bullae  or  blebs. 
.•\s  the  lung  goes  down,  intrapleural  adhesions  are 
torn,  which  produce  bleeding,  since  it  is  known 
that  pleural  bands  or  adhesions  are  very  vascular. 
In  all  probability,  the  bleeding  in  most  instances 
comes  from  the  parietal  pleura.  If  the  hemorrhage 
was  coming  from  a rent  in  the  visceral  pleura,  it 
would  automatically  stop  as  the  lung  collapsed. 

.\n  early  diagnosis  is  very  important,  though  it 
should  not  be  so  difficult.  The  patient  is  usually 
seen  in  shock,  complaining  of  a severe  pain  in  the 
chest,  usually  radiating  to  the  shoulder  of  the  af- 
fected side,  though  it  may  radiate  to  the  epigastrium. 
Respiration  is  difficult,  rapid  and  shallow.  The 
affected  side  is  splinted.  The  skin  is  moist  and 
clammy.  The  pulse  as  a rule  is  rapid  and  blood 
pressure  low.  In  Case  2,  the  systolic  pressure  was 
only  60  mm.  The  lower  portion  of  the  chest  on  the 
affected  side  is  flat  to  percussion  and  hyper-resonant 
or  tympanitic  above.  The  heart  is  usually  pushed 
to  the  opposite  side.  The  character  of  the  fluid  can 
be  determined  only  by  thoracentesis. 

Treatment. — Prompt  treatment  is  very  necessary. 
Fourteen  of  forty-four  cases  collected  by  Hartzell 
died;  five  of  them  died  within  twenty-four  hours 
after  reaching  the  hospital.  First  and  most  impor- 
tant is  to  combat  shock,  which  usually  is  quite 
severe.  Ne.xt,  in  importance,  is  the  removal  of  the 
fluid  and  air  from  the  pleural  cavity,  taking  care 
not  to  release  the  pressure  too  fast  or  there  will  be 
too  rapid  a shift  of  the  mediastinal  structures. 
.\spirate  ever}'  twenty-four  to  forty-eight  hours  as 
long  as  bleeding  occurs.  Keep  the  pleural  space 
dry  and  give  the  lung  a better  chance  to  re-expand. 
The  blood  lost  should  be  replaced  by  transfusion 
as  often  as  necessary;  antibiotics  to  combat  infection. 

I feel  that  blood  in  the  pleural  cavity  should  be 
removed  for  three  reasons.  First,  to  release  pres- 
sure and  enable  the  lung  to  re-expand  more  prompt- 
ly with  much  earlier  recovery.  Second,  blood  is 
one  of  the  best  culture  medias  we  have.  There  is 
always  danger  of  empyema.  Third,  if  blood  is  per- 
mitted to  remain  in  the  pleural  cavity,  the  pleural 
becomes  thickened  by  irritation  and  deposits  of 
fibrin,  resulting  in  atelectasis  of  the  lung. 

Why  blood  does  not  clot  in  the  pleural  cavity  is 
not  clear.  Quoting  from  Hartzell’s  article,  “The 
fluidity  of  the  blood  has  been  observed  not  alone  in 
spontaneous  hemopneumothorax,  but  also  in  pleural 
bleeding  of  traumatic  and  other  origin.  According 


to  Sacquepee,  blood  in  the  pleural  space  becomes 
incoagulable  after  contact  with  the  pleural  mem- 
branes for  four  to  five  hours  in  man,  after  two 
hours  in  dog.  This  is  true  only  if  the  pleura  is  not 
infected.  Consequently,  the  discovery  of  clotted 
blood  when  performing  thoracentesis  means  either 
that  bleeding  has  not  yet  stopped,  or  that  infection 
has  taken  place. 

The  probable  explanation  of  the  incoagulability 
of  blood  in  hemothorax  originates  with  Trousseau. 
According  to  this  author,  blood  actually  clots  rap- 
idly in  the  pleural  cavity,  even  more  rapidly  than 
in  external  hemorrhage.  As  a result  of  agitation 
produced  by  cardiac  and  respiratory  movements, 
the  blood  is  rapidly  defibrinated  and  the  fibrin  de- 
posited on  pleural  surfaces  before  the  red  cells 
have  had  time  to  precipitate.  Massive  deposition 
of  fibrin  on  pleural  surfaces  and  surrounding  the 
mediastinum  was  obsers-ed  in  the  autopsied  case  of 
Jones  and  Gilbert,  and  these  authors  attributed 
the  death  of  their  patient  to  circulatory  obstruction 
resulting  from  the  contraction  of  organizing  fibrin 
masses.  In  other  autopsied  cases,  fibrin  masses  have 
not  been  found.'* 

Since  sending  this  article  to  the  press,  a third  case 
of  Spontaneous  Hemopneumothorax  has  come  under 
my  observation: 

IMrs.  S.,  age  29,  white,  while  washing  dishes, 
was  taken  with  an  acute  stitch-like  pain  in  the 
lower  right  chest  back,  followed  by  shortness  of 
breath  a few  hours  later.  She  called  a physician 
who  saw  her  about  six  hours  later,  and  he  told  her 
she  had  a collapsed  lung. 

Five  days  later  she  came  under  my  observation. 
By  that  time  her  chest  was  half  filled  with  fluid 
and  the  upper  lobe  was  about  25%  collapsed.  As- 
piration revealed  pure  blood.  She  has  been  aspirated 
four  times,  getting  about  1900  cc.  altogether.  Trans- 
fused twice  and  doing  nicely. 
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TREATMENT  OF  CARCINOMA  OF  THE  ESOPHAGUS^' 


Frank  Philip  Coleman,  M.D., 

From  the  Department  of  Surgery,  Division  of  Hospitals,  Medical  College  of  Virginia, 

Richmond,  Virginia. 


Cancer  of  the  esophagus  ranks  fourth  in  frequency 
among  malignant  tumors  occurring  in  the  male  be- 
yond 20  years  of  age.  A critical  review  of  cancer 
of  this  region  reveals  the  startling  facts  that  few 
have  been  cured  by  any  method  of  treatment,  and 
few  have  received  treatment  when  the  malignant 
process  was  limited  to  the  confines  of  the  esophagus. 

The  successful  treatment  of  cancer  of  the  gullet 
depends  upon  early  diagnosis.  Cures  depend  upon 
the  proper  management  of  the  patient  with  the  pre- 
senting complaints  of  food  “sticking  in  the  throat” 
and  difficulty  in  swallowing.  These  symptoms  re- 
quire immediate  investigation  by  fluoroscopy  during 
the  administration  of  barium  and  esophagoscopic 
examination  with  biopsy  of  suspicious  lesions. 

The  esophagus  is  the  only  portion  of  the  gastro- 
intestinal tract  lined  by  squamous  cell  epithelium 
and  approximately  70  per  cent  of  the  malignant 
tumors  of  this  region  are  of  the  squamous  cell  va- 
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riety  (Table  I).  The  destruction  of  cancer  in  this 
location  by  means  of  x-ray  appears  biologically  pos- 
sible, for  cancer  of  the  cervix  uteri,  lip,  skin  and 
larynx  are  favorably  treated  by  this  method. 

The  narrow  lumen  and  thin  walls  of  this  organ 
are  serious  handicaps  in  the  radium  treatment  of 
esophagus  cancer.  The  radium  applicator  is  usu- 
ally introduced  into  the  esophagus  in  a retrograde 
fashion  by  way  of  a gastrostomy.  Stenosis  of  the 
esophageal  lumen  by  cancer  prevents  proper  tissue 
contact  and  the  proximity  of  the  applicator  to  the 
thin  gullet  wall  leads  to  necrosis  and  later  perfora- 
tion. Radium  has  not  found  a place  in  the  treatment 
of  esophagus  cancer  and  radiation  therapy  has  had 

*Read  before  Symposium  on  Malignant  Growths,  Med- 
ical College  of  Virginia,  March  22  to  March  27,  1948. 


to  depend  on  the  external  application  of  x-rays.  Spo- 
radic cases  are  reported  in  the  literature  where  can- 
cer of  the  esophagus  has  been  cured  by  x-ray  ther- 
apy, but  in  worthwhile  series  of  cases  this  method 
of  treatment  is  neither  curative  nor  palliative  in 
effect.  Cleminson  and  Monkhouse^  treated  80  pa- 
tients with  cancer  of  the  esophagus  by  intensive 
x-ray  therapy  and  found  the  survival  period  to  be 
6 months.  It  would  appear  that  the  unfavorable 
results  with  x-ray  therap)^  can  be  ascribed  to  the 
depth  of  the  esophagus  within  the  thorax  rather 
than  to  the  inherent  radio-resistiveness  of  these 
tumors. 

At  the  present  time  surgical  extirpation  of  esopha- 
gus cancer  offers  the  only  hope  of  cure  to  these 
patients.  Progress  in  the  development  of  surgery 
of  the  esophagus  has  been  slow  and  for  centuries 
this  organ  has  been  considered  inaccessible  to  the 
surgeon’s  art.  Reflnement  of  surgical  technique, 
chemotherapy  and  antibiotics,  blood  transfusions, 
and  improvements  in  preoperative  and  postopera- 
tive care  have  contributed  to  the  rapid  development 
of  esophageal  surgery  in  the  past  decade.  In  1912 
Torek  performed  the  first  successful  resection  of 
the  esophagus  for  cancer.  In  1937  Adams  and 
Phemister^  performed  the  first  resection  of  the  dis- 
tal one-third  of  the  esophagus  for  cancer  with  im- 
mediate restitution  of  esophagogastric  continuity. 
In  the  past  ten  years  it  would  seem  that  the  lack  of 
experience  of  surgeons  in  the  technical  management 
of  the  operation,  delay  in  diagnosis  after  the  onset 
of  symptoms,  late  or  no  referrals  of  patients  for 
surgical  treatment,  and  the  high  incidence  of  re- 
currence of  cancer  following  operation,  have  all 
contributed  to  the  none  too  secure  role  of  surgery 
in  the  treatment  of  this  disease.  Recent  reports^'^’® 
of  surgically  treated  cases  invalidate  this  conclu- 
sion and  there  are  an  ever  .increasing  number  of 
patients  cured  by  this  method. 

Cancer  of  the  esophagus  can  be  cured  in  all  pa- 
tients at  some  stage  in  its  development  and  growth, 
but  it  is  in  the  early  stages  that  symptoms  are  nil. 
The  patient  must  be  accepted  for  treatment  in  all 
stages  of  the  disease.  Treatment  becomes  a matter 
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of  palliation  and  providing  for  relief  of  distress  in 
some,  while  in  others  curative  attempts  are  indi- 
cated. If  the  cancer  appears  to  be  confined  to  the 
esophagus  without  evidence  of  metastasis  and  in- 
vasion of  contiguous  structures  it  is  advisable  to 
explore  the  lesion.  The  cases  may  be  divided  into 
operable  and  inoperable  groups. 

In  the  inoperable  group  the  average  life  ex- 
pectancy is  from  6 to  9 months.  Death  by  starva- 
tion is  none  too  kind  an  existence  and  it  is  recom- 
mended that  gastrostomy  be  performed  after  ade- 
quate preparation  of  the  patient  for  operation.  All 
too  frequently  the  preoperative  preparation  of  the 
patient  is  neglected,  hoping  that  the  gastrostomy  will 
immediately  restore  the  well-being  of  the  victim. 
In  66  carcinomas  of  the  mid-esophagus  Sweet^  found 
38  per  cent  to  be  inoperable,  while  the  remaining 
were  suitable  for  exploration.  Thirty-two  (48.5  per 
cent)  of  the  entire  group  were  suitable  for  resection 
with  esophagogastrostomy. 

The  operable  group  comprises  patients  whose 
general  condition  is  satisfactory  for  resection  of  the 
esophagus  and  in  whom  there  is  no  evidence  of 
metastasis  and  extension  to  neighboring  vital  struc- 
tures. A bronchoscopy  is  carried  out  to  exclude  in- 
vasion of  the  trachea  or  bronchi.  The  management 
of  the  operable  group  will  be  discussed  by  consid- 
ering the  preoperative  preparation  and  care  of  the 
patient  during  operation. 

PREOPER.A.TIVE  PREPARATION 

The  presence  of  total  obstruction  of  the  esopha- 
gus by  carcinoma  is  not  indicative  of  inoperability, 
but  these  patients  require  the  utmost  care  in  prepa- 
ration for  a resection.  A careful  appraisal  of  the 
patient’s  general  condition  is  made  by  determining 
the  renal  and  cardiovascular  status.  Protein  and 
vitamin  deficiences  must  be  corrected  either  by  par- 
enteral or  oral  administration  of  these  substances. 
Secondary  anemia  is  overcome  by  multiple  trans- 
fusions. A gastrostomy  is  contra-indicated  in  that 
it  interferes  with  the  establishment  of  intestinal 
continuity  at  the  time  of  resection.  A jejunostomy 
may  become  necessary  when  it  is  not  possible  to 
pass  a Levine  tube  through  the  esophagus  into  the 
stomach  for  feeding  purposes. 

Care  of  Patient  During  Operation 

A competent  and  well  trained  physician-anes- 
thetist is  indispensable  in  the  management  of  these 
patients.  Endotracheal  nitrous  oxide,  oxygen  and 


ether  vapor  is  the  anesthetic  of  choice.  The  esopha- 
gus is  approached  by  entering  the  left  pleural 
cavity  through  the  periosteal  bed  of  the  resected 
eighth  or  ninth  ribs.  Cancer  of  the  esophagus  is 
located  in  the  middle  and  lower  thirds  of  the  organ 
in  approximately  80  per  cent  of  the  patients.  If 
the  primary  lesion  shows  no  evidence  of  invasion 
of  structures  which  cannot  be  sacrificed  with  the 
tumor,  resectability  has  been  established  even  in  the 
presence  of  widespread  l\’mph  node  extension.  The 
esophagus  is  mobilized  w'ell  above  the  disease.  The 


Fig.  1.  Distal  two-thirds  of  esophagus  resected  for  carcinoma. 
Contrast  filling  with  barium  shows  the  anastomosis  of  the 
stomach  with  the  esophagus  above  the  arch  of  the  aorta. 


diaphragm  is  split  and  the  stomach  is  delivered  into 
the  wound.  Frequently  node  metastasis  is  present 
along  the  lesser  curvature  of  the  stomach.  Divi- 
sion of  the  left  gastric  artery  close  to  its  origin 
from  the  coeliac  axis  permits  wdde  removal  of  this 
group  of  lymph  nodes  and  partial  mobilization  of 
the  stomach.  The  vasa  Iwevia  arteries  and  left 
gastroepiploic  artery  are  divided,  permitting  com- 
plete mobilization  of  the  stomach.  It  is  possible 
to  bring  the  fundus  of  the  stomach  well  above  the 
arch  of  the  aorta  for  an  anastomosis  with  the  stump 
of  the  esophagus  in  high  lying  lesions  (Fig.  I). 
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The  lower  esophagus  is  separated  from  the  stom- 
ach by  making  the  incision  through  the  stomach 
well  away  from  the  cancer.  After  closing  the  gas- 
tric incision,  the  stomach  is  brought  up  into  the 
chest  and  the  anastomosis  is  made  between  the  two 
organs.  This  type  of  operation  with  immediate 
restitution  of  esophagogastric  continuity  is  curative 
in  its  approach  and  an  excellent  palliative  proced- 
ure comparable  to  gastric  resection  for  carcinoma  of 
the  stomach.  If  the  primary  lesion  of  the  esopha- 
gus invades  neighboring  vital  structures  which  can- 
not be  removed  with  the  cancer,  the  diaphragm  is 
opened  and  a gastrostomy  is  performed  for  later 
nutritional  needs.  If  an  apparently  curable  cancer 
lies  too  high  in  the  esophagus  for  the  establishment 
of  an  anastomosis  with  the  stomach,  the  entire 
esophagus  is  resected,  bringing  the  cervical  end  of 
the  organ  out  the  neck  and  establishing  a gastros- 
tomy below.  This  operation  (Torek)  is  not  ap- 
plicable to  palliation  in  obvious  incurable  high 
lying  esophagus  cancer.  During  the  operative  pro- 
cedure provisions  are  made  for  the  adequate  re- 
placement of  blood  loss. 

Fifty  patients  with  carcinoma  of  the  esophagus 
were  admitted  to  the  Medical  College  of  Virginia 
Hospital  between  January,  1942,  and  January, 
1948.  The  cell  type  was  not  unusual  (Table  I). 
The  operability  rate  (18  per  cent)  is  strikingly 
low,  but  a detail  analysis  of  the  entire  group  re- 
veals that  23  patients  (46  per  cent)  were  not  re- 
ferred to  surgery  (Table  II).  Metastasis  to  the 

TABLE  l»- OPERABILITY  STATUS  ESOPHAGUS 
CANCER 


skin  and  cervical  nodes,  and  invasion  of  the  bron- 
chus, recurrent  laryngeal  nerve  and  pharynx  ac- 
count for  the  placement  of  12  patients  in  the  in- 
operable group.  Six  additional  patients  were  so 
classified  because  of  age  and  poor  general  condi- 
tion. Resection  with  esophagogastric  anastomosis 


was  possible  in  4 of  the  9 patients  subjected  to  ex- 
ploration. Invasion  of  the  aorta,  pleural  extension, 
and  massive  nodal  involvement  contra-indicated  re- 
section in  5 patients.  In  larger  series  of  case  re- 
ports it  would  seem  that  approximately  50  per  cent 
of  patients  with  carcinoma  of  the  esophagus  are 
amenable  to  surgical  extirpation  of  the  lesion 
(Table  III). 


TABLE  111 -PUBLISHED  SERIES  OF  CASES 

OF  CARCINOMA  OF  THE  ESOPHAGUS 

AUTHOR  TOTAL  CASES  OPERABLE  RESECTABLE 

? 131  60-46% 

100  26  16  - 16  % 

66  41  32-485% 


TABLE  IV-LATE  RESULTS  IN  7 RESECTED 
CASES  CANCER  ESOPHAGUS 

LIVING  OVER  I YEAR  3 

LIVING  3 TO  4 YEARS  1 

DIED  I TO  2 YEARS  3 


GARLOCK 

ADAMS 

SWEET 


Two  patients  survived  resection  of  the  esophagus 
(Table  II).  In  5 additional  esophageal  resections 
performed  by  the  author  elsewhere  for  carcinoma 
of  the  esophagus,  survival  was  of  sufficient  dura- 
tion to  determine  something  about  the  late  results. 
A follow-up  of  these  seven  patients  shows  that  all 
lived  beyond  a period  of  one  year  (Table  IV). 
One  is  living  and  apparently  well  45  months  fol- 
lowing resection.  Three  died  of  recurrence  of  the 
carcinoma  over  one  year  after  palliative  resection. 
The  gratitude  of  these  patients  and  their  apparent 
comfort  for  many  months  following  palliative  re- 
section offers  a stimulus  to  expanding  the  range  of 
resectability  in  patients  where  cure  is  impossible. 

The  number  of  five  year  cures  or  even  three 
year  cures  of  esophagus  cancer  by  resection  is  too 
small  to  permit  drawing  conclusions.  Surgical  ex- 
tirpation of  esophagus  cancer  would  seem  to  offer 
the  only  hope  of  cure. 
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Emotional  Stress  and  Headaches. 

Most  headaches  are  caused  by  emotional  stress, 
five  New  York  physicians  indicate  in  the  January 
22  issue  of  The  Journal  of  the  American  Medical 
Association. 

Three  of  the  physicians — Arnold  P.  Friedman, 
of  the  Headache  Clinic  Section,  Mental  Hygiene 
Service,  Veterans  Administration,  and  Charles 
Brenner  and  Sidney  Carter,  from  the  Division  of 
Neuropsychiatr)-,  Montefiore  Hospital,  and  the  Col- 
lege of  Physicians  and  Surgeons,  Columbia  Uni- 
versity— conducted  special  headache  clinics.  They 
found  that  headaches  for  which  there  is  no  ap- 
parent physical  cause  and  headaches  following  head 
injuries  were  by  far  the  most  common  among  pa- 
tients. 

Treating  494  patients  with  headaches  of  these 
kinds,  the  three  physicians  found  that  50  to  60  per 
cent  responded  favorably  to  almost  any  medicine 
given  them,  and  nearly  as  well  to  placebos,  harm- 
less but  ineffective  substitutes  for  drugs.  Treat- 
ments used  included  psychotherapy,  pain-relieving 
drugs,  substances  to  constrict  and  dilate  the  blood 
vessels,  vitamins  and  hormones. 

Results  of  the  study  strongly  suggest  that  the  ef- 
fectiveness of  the  medications  was  caused  primarily 
by  the  patient’s  psychologic  reaction  to  the  treat- 


ment situation  in  general  and  to  having  received  a 
“remedy”  from  the  doctor. 

Robert  M.  Marcussen,  M.D.,  and  Harold  G. 
Wolff,  M.D.,  from  the  New  York  Hospital  and  the 
Departments  of  Medicine  and  Psychiatry,  Cornell 
University  Medical  College,  made  a study  of  mi- 
graine headache.  The  typical  sufferer  from  mi- 
graine headache,  they  found,  is  ambitious  and  tends 
to  be  a perfectionist.  “They  are  tense  driving  per- 
sons who  have  found  that  doing  more  than  and 
better  than  their  fellows  brings  a good  deal  of  sat- 
isfaction. However,  this  end  is  accomplished  at  a 
great  cost  in  energy.  They  become  resentful  be- 
cause they  cannot  keep  up  with  the  load  which  the 
world  and  themselves  impose.  The  natural  out- 
come is  tension,  fatigue,  and  exhaustion;  in  this 
setting  headache  makes  its  appearance.  Rage,  re- 
sentment, and  frustration  are  often  common  de- 
nominators of  the  emotional  derangement  preced- 
ing an  attack  of  migraine.  However,  dramatic 
events  need  not  precede  headache — many  follow 
long  periods  of  so-called  routine  living  with  slowly 
accumulating  tension.” 

Although  the  doctor  can  make  the  migraine  pa- 
tient aware  of  the  cost  of  such  a way  of  life,  the 
decision  of  what  to  do  about  it  is  the  patient’s,  the 
physicians  emphasize. 
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RESULTS  OF  1000  EXAMINATIONS  IN  THE  BESSIE  DUNN  MILLER  CANCER 

DETECTION  CENTER- 


William  E.  Bray,  Jr.,  M.D., 

Charlottesville,  Virginia. 


The  Bessie  Dunn  Miller  Center  was  established 
in  February,  1945,  by  the  Albemarle  Home  Dem- 
onstration Group  as  a memorial  to  the  late  IMrs. 
Miller,  a cancer  victim,  who  was  very  active  in 
health  work  among  the  rural  women.  It  was  spon- 
sored by  this  group,  the  Albemarle  County  Medi- 
cal Society,  the  University  of  Virginia  Hospital, 
and  the  Virginia  Cancer  Society;  financial  sup- 
port was  later  furnished  by  the  Community  Chest 
Fund. 

This  Center  was  patterned  after  those  then  in 
operation  in  New  York  City,  Philadelphia,  and 
Chicago.  Our  clinic  differed,  however,  in  that  the 
examinations  were  limited  to  well  people  only.  It 
was  the  seventh  clinic  established  in  the  United 
States  and  the  first  to  deal  primarily  with  rural 
women. 

The  demand  for  this  type  of  clinic  arose  as  a 
result  of  the  all  out  attack  on  the  problem  of  can- 
cer. The  important  factor  of  prevention  and  early 
control  of  cancer  had  been  long  neglected.  Edu- 
cational campaigns  of  the  various  cancer  organi- 
zations supplied  the  incentive.  Many  more  indi- 
viduals became  aware  of  the  cancer  problem  and 
sought  the  advice  of  their  physicians.  In  1945 
there  was  a definite  shortage  of  physicians  here  and 
they  were  too  busy  to  undertake  routine  examina- 
tions on  well  individuals.  As  a result  of  the  in- 
creased publicity,  many  individuals  became  qu'te 
concerned  and  needed  examinations  for  reassurance. 
The  majority  of  these  cancer  detection  centers  were 
begun  by  lay  individuals,  who  were  interested  in 
cancer  work,  with  the  cooperation  of  their  local 
physicians. 

Medicine  then,  after  devoting  much  time  to  can- 
cer, now  attempted  a new  approach — to  find  and 
eradicate  early  cancer  and  so-called  “precancerous” 
lesions.  Individuals  were  encouraged  to  have  annual 
or  semi-annual  e.xaminations  and,  as  a result,  the 
demand  for  such  centers  increased.  New  ones  are 
begun  yearly. 

*From  the  Department  of  Medicine,  University  of 
Virginia  Hospital,  Charlottesville. 

Read  before  the  Albemarle  County  Medical  Society, 
May  6,  1948. 


The  purpose  of  our  center  was  to  offer  to  the 
people  of  Albemarle  County  and  Charlottesville 
semi-annual  and  annual  examinations  with  the  ob- 
ject of  detecting  precancerous  lesions  and  early 
cancer.  Each  individual  who  entered  the  center 
pledged  to  submit  to  three  examinations  at  six  to 
twelve  month  intervals,  thus  permitting  us  to  fol- 
low them  for  eighteen  to  thirty-six  months.  Many 
have  returned  for  their  fourth  and  even  fifth  ex- 
amination voluntarily.  The  Center  limited  the  ex- 
aminations to  well  individuals  who  had  not  con- 
sulted their  physicians  during  the  previous  twelve 
months. 

The  examination  consisted  of  a complete  medi- 
cal history,  complete  physical  examination,  urinaly- 
sis, complete  blood  counts  and  smear,  and  a 70  mm. 
chest  survey  film. 

The  results  of  these  examinations  and  our  im- 
])ressions  were  sent  to  the  patient’s  physician  who 
carried  out  any  additional  studies  or  treatment.  No 
medical  advice  or  treatment  was  prescribed  by  the 
Clinic. 

The  role  of  the  local  physician  is  quite  impor- 
tant to  the  success  of  the  Center.  It  is  only  by  their 
cooperation  that  the  Center  can  function  and  by 
their  participation  in  it  that  the  patient  benefits. 

During  the  past  three  years,  over  1,200  exami- 
nations have  been  performed  on  approximately  650 
individuals.  Females  far  outnumber  males.  The 
ages  of  the  patients  range  from  19  to  75,  predomi- 
nately, however,  between  the  ages  of  40  and  60. 

The  report  tonight  deals  with  the  first  1000  ex- 
aminations. The  abnormalities  found  are  based  on 
our  initial  examinations,  our  follow-up  examina- 
tions, and  reports  from  the  local  physicians  of  fur- 
ther studies,  operations  and  pathological  reports. 
These  statistics  will  change  from  time  to  time  as 
addifional  follow-ups  reveal  more  definite  infor- 
mation on  some  of  the  suspicious  lesions.  30-35% 
of  the  examinees  presented  themselves  without  com- 
plaints. 30%  had  histories  of  chronic  di.sorders 
such  as  arthritis,  allergic  rhinitis,  and  sinusitis,  and 
30-35%  had  specific  complaints,  some  related  to 
po.ssible  cancer.  This  latter  group  was  not  eligible 
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for  admission  and  an  honest  attempt  was  made  to 
keep  this  group  small. 

Fig.  1 


Number  of  Examinations 1,000 

Number  of  Abnormalities 589 


In  1000  examinations  (Fig.  1),  589  abnonnali- 
ties  were  found  involving  all  systems  in  the  body. 
Roughly  50%  of  the  examinees  had  one  or  more. 
As  we  shall  see,  tlie  majority  did  not  relate  to  can- 
cer. This  is  an  astoundingly  large  number  of  ab- 
normalities in  a group  of  people  who,  for  the  most 
part,  consider  themselves  well  and  who  had  not 
consulted  their  own  physicians  during  the  previous 
twelve  months.  By  early  recognition  and  treatment 
of  some  of  these,  we  feel  that  more  serious  illnesses 


were  avoided. 

Fig.  2 
Carcinomas 

Carcinoma  Skin  (Unclassified) 3 

Carcinoma  Rectum  1 

Epidermoid  Carcinoma  Maxillary  Sinus 1* 

Carcinoma  Colon 1 

Carcinoma  Cervix  ' 1 

Basal  Cell  Carcinoma  of  Skin 1 

Carcinoma  Ovary 1* 

Carcinoma  Sweat  Gland 1 

Carcinoma  Prostate 1 

*Died. 


Eleven  proven  carcinomas  (Fig.  2)  were  found, 
an  incidence  of  1.1%.  Some  were  not  found  as 
early  as  we  might  have  wished.  A brief  summary 
of  some  of  the  proven  cases  follows. 

I.  Mrs.  R.  H.,  age  47,  examined  April  30,  1946. 
Family  history  revealed  carcinoma.  Physical  ex- 
amination revealed  a scaly  area  on  left  side  of  nose 
and  cheek  with  slight  superficial  ulceration  of  six 
months  duration. 

Biopsy  revealed  a completely  removed  basal  cell 
carcinoma. 

II.  Mrs.  G.  G.,  age  61,  examined  May  5,  1946. 
No  family  history  of  cancer.  She  noticed  six  months 
previously  a small  superficial  non-tender  lump  be- 
tween her  left  breast  and  axilla.  Examination  re- 
vealed a pea  size  hard  nodule  in  the  skin  which 
did  not  appear  attached  to  the  under  lying  tissue. 
Biopsy  revealed  a carcinoma  of  a sweat  gland. 
Radical  resection  was  advised,  but  the  patient  re- 
fused. She  has  not  returned  to  the  Clinic. 

III.  Mrs.  W.  F.,  age  57,  examined  November  4, 
1946.  No  family  history  of  cancer.  No  complaints 


other  than  spotting  on  two  occasions  during  the  past 
year.  Her  last  menstrual  period  occurred  nine  years 
ago.  The  last  spotting  occurred  one  week  prior  to 
the  examination. 

Examination  revealed  piled-up  friable  granulat- 
ing tissue  around  the  cervical  os  which  bled  easily. 
Biopsy  revealed  carcinoma  of  the  cervix. 

IV.  Mr.  C.  C.,  age  74,  examined  August  21, 
1946.  Family  history  revealed  many  carcinomas. 
Pertinent  history  revealed  epigastric  burning  pain, 
aerophagia,  and  intermittent  constipation  and  di- 
arrhea. He  occasionally  had  noticed  hemorrhoids. 

Physical  examination  and  laboratory  studies 
were  negative.  He  was  referred  to  his  physician  for 
further  studies. 

Six  months  later,  he  was  re-examined.  In  the 
interim  he  had  G.  I.  x-rays  which  were  negative. 
He  now  complained  of  suprapubic  pain  radiating 
into  both  lower  quadrants  synchronous  with  peri- 
stalsis and  a desire  to  defecate.  He  was  having  three 
somewhat  informed  stools  a day.  No  blood  or 
mucus  had  been  noticed.  Again  physical  examina- 
tions and  blood  studies  were  normal.  Several  stool 
examinations  were  negative.  He  returned  to  the 
Clinic  four  months  later.  He  had  not  returned  to 
his  physician.  A barium  enema  was  obtained  which 
revealed  organic  obstruction  at  the  rectosigmoid. 
Proctoscopic  examination  revealed  a carcinoma  of 
the  colon. 

This  case  illustrates  one  weakness  in  the  Center 
organization.  This  patient  had  symptoms  sugges- 
tive of  large  bowel  neoplasm  when  first  seen.  He 
returned  to  his  physician  and  later  to  the  Clinic, 
but  in  the  interim,  both  the  physician  and  the 
Clinic  lost  contact  with  him.  The  diagnosis  was 
not  established  until  eleven  months  after  the  initial 
examination.  Under  the  rules  of  the  Clinic,  diag- 
nostic studies  are  to  be  made  by  the  patient’s  phy- 
sician. The  divided  responsibility  here  caused  a 
marked  delay. 

V.  Mr.  C.  B.,  age  50,  examined  September  17, 
1946.  No  family  history  of  carcinoma.  No  com- 
plaints. Nonnal  physical  examination,  and  normal 
laboratory  examination. 

Re-examined  August  12,  1947,  eleven  months 
later.  For  two  months,  he  had  noticed  passage  of 
bright  blood  by  bowel,  unassociated  with  pain. 
Stools  had  increased  to  three  a day  accompanied  by 
gross  mucus.  Pruritis  ani  was  present,  accentuated 
by  sweets. 
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Physical  examination  and  blood  counts  were  nor- 
mal. Barium  enema  revealed  a diverticulitis  in 
the  descending  and  sigmoid  colon.  He  was  placed  on 
a low  residue  diet,  antispasmodics,  and  told  to  re- 
port at  intervals.  Four  months  later  he  was  asymp- 
tomatic on  his  return  and  had  gained  weight.  One 
month  later,  he  was  found  to  have  an  advanced 
carcinoma  of  the  rectum. 

This  unfortunate  case  illustrates  the  great  value 
of  proctoscopic  examination  in  any  individual  with 
bowel  symptoms.  Carcinoma  is  often  overlooked 
when  another  condition  is  present  which  may  cause 
the  symptoms. 

There  were  a large  number  of  so-called  “pre- 


cancerous”  conditions. 

, Fig.  3 

Prec.ancerous  Lesions 

Cervical  Erosions 81 

Cervical  Polyps 11 

Leukoplakia  2 

Papilloma  Skin  and  Mucous  Membranes 4 


98 

Ninety-eight  precancerous  lesions  were  found.  The 
majority  of  these  were  totally  unsuspected  by  the 
patients.  On  follow-up  examinations  most  of  these 
had  been  treated  by  their  physicians  and  the  lesions 
eradicated.  As  far  as  we  can  now  tell,  none  of 
these  were  malignant. 

There  were  eighty-three  lesions  which  we  were 
unable  to  classify  on  the  first  examination.  These 
were  grouped  under  suspicious  lesions  (Fig.  4)  and 


Fig.  4 

Suspicious  Lesions 

Solitary  Breast  Nodules 5 

Cystic  Mastitis 30 

Ovarian  Tumor 1 

Uterine  Fibroid  15 

Active  or  Deeply  Pigmented  Moles 20 

Rectal  Polyp  1 

Thyroid  Nodules 9 

Prostate  Nodules  2 


83 

the  examinee  was  sent  to  her  physician  for  further 
observation  or  removal  of  the  lesion. 

The  solitary  breast  nodules  were  subsequently 
removed  and  proved  benign  and  could  now  be  re- 
classified under  cystic  mastitis.  The  cystic  mastitis 
cases  are  being  followed  by  their  physicians  and 
the  Clinic  at  intervals.  Several  have  been  biopsed. 


A large  asymptomatic  and  unsuspected  ovarian  tu- 
mor was  removed,  and  it  proved  benign.  One  of 
the  fibroids  was  the  size  of  an  eighth  month  preg- 
nancy and  was  unsuspected  by  the  obese  patient. 
This  was  removed.  The  rectal  polyp  was  removed 
and  proved  benign.  Studies  of  the  colon  showed 
no  others.  The  majority  of  the  active  moles  were 
removed  and  no  malignancies  were  discovered  in 
this  group,  although  pathological  examination  was 
not  done  on  those  which  were  desiccated.  The  des- 
iccation of  pigmented  moles  is  to  be  deplored  as 
the  irritation  may  predispose  to  malignant  change. 

Figure  5 summarizes  the  wide  variety  of  other 
conditions  discovered  on  examination. 


Fig.  5 

Miscellaneous 

Anemia 

(a)  Primary 2 

(b)  Secondary  50 

Diffuse  Non-Toxic  Goiter  17 

Nodular  Non-Toxic  Goiter 8 

Toxic  Nodular  Goiter 1 

Gastro-lntestinal 

Duodenal  Ulcer 5 

Chronic  Cholecystitis  4 

Spastic  Colitis 2 

Duodenal  Diverticulum  1 

Atrophic  Arthritis 14 

Hypertrophic  Arthritis 28 

Cardiovascular 

Arteriosclerotic : 27 

Angina  6 

Rheumatic  3 

Malignant  Hypertension  3 

Benign  Hypertension  47 

Hypertensive  and  Arteriosclerotic 7 

Dextracardia 1 

Respiratory 

Bronchiectasis  5 

Emphysema' 9 

Tuberculosis  5 

Diabetes  5 

Multiple  Sclerosis 2 

Ruptured  Intervertebral  Disc 1 

Psychoneurosis  2 

Obesity  63 

Hernia  1 

Cystocele  16 

Rectocele 9 

Allergic  Rhinitis  14 

Asthma  10 

Urticaria  2 
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Sinusitis  19 

Eczema  8 

Hemangioma 2 

Lipoma  8 

Polycythemia  Vera  1 

Rectal  Fissures  and  Hemorrhoids 4 


Some  of  these  miscellaneous  abnormalities  were 
already  known  to  the  patient,  but  the  vast  majority 
of  these  patients  did  not  suspect  anything  wrong. 
Many  of  these  conditions  were  found  early  before 
the  patient  had  experienced  much  difficulty.  Each 
examinee  was  sent  back  to  her  physician  for  man- 
agement. 

In  summary,  in  1000  examinations,  589  abnor- 
malities were  found.  Eleven  cancers,  ninety-eight 
precancerous  lesions,  and  eighty-three  suspicious 
lesions,  a total  of  190  (19%)  lesions  which  were 
cancerous  or  may  be  related  to  cancer.  399  other 
abnormalities  of  greater  or  lesser  degree  were  found. 

In  conclusion,  I believe  that  the  Center  has 
proved  its  worth  in  several  definite  ways.  The  p>eo- 
ple  who  have  entered  the  Center  have  gained  some 
knowledge  of  the  problem.  Each  has  been  told  and 
given  pamphlets  on  the  important  danger  signs  of 
cancer.  Each  woman  was  told  how  to  examine  her 


breast  and  urged  to  do  so  once  a month  and  to  re- 
port to  her  physician  any  changes.  One  examinee 
who  had  been  examined  six  months  previously  and 
had  already  made  a return  appointment,  examined 
her  breast  and  noticed  a small  module.  She  re- 
ported instead  to  her  physician  who  found  an  early 
malignancy.  Its  educational  role  is  quite  important 
in  the  problem  of  cancer. 

Studies  are  now  in  progress  elsewhere  which  in- 
corporate all  statistics  from  these  clinics  into  one 
group  in  the  hope  that  more  information  may  be 
gained  as  to  possible  precipitating  factors. 

This  type  of  clinic  encourages  individuals  to 
have  annual  examinations.  During  these  examina- 
tions, other  abnormalities  may  be  found  early  and 
corrected  which  increases  the  prognosis. 

Discovery  of  cancer  in  its  early  stage  lessens  the 
mortality,  and  life  and  health  can  be  prolonged. 

Our  clinic-physician  relationship  tends  to  keep 
his  “index  of  suspicion”  elevated. 

It  seems  to  me  that  individuals  who  consider 
themselves  healthy,  are  more  prone  to  attend  such 
a clinic  for  routine  examination  than  their  physi- 
cians, and  thus  they  avoid  procrastination  concern- 
ing their  health. 


Average  Age  of  Physicians  at  Death. 

The  average  age  of  physicians  in  the  United 
States  at  death  has  risen  steadily  during  the  past 
four  years,  according  to  American  Medical  Asso- 
ciation statistics. 

In  1948  the  average  age  of  physicians  at  death 
was  67.4  years,  says  an  editorial  in  the  January 
22  issue  of  The  Journal  of  the  American  Medical 
Association.  In  1947  it  was  66.7  years;  in  1946, 
66.1  years;  and  in  1945,  65.3  years. 

Heart  disease  is  the  number  one  killer  among 
physicians.  Coronary  thrombosis,  angina  pectoris, 
rheumatic  heart,  and  other  heart  conditions  ac- 
counted for  41  per  cent  of  the  3,230  deaths  of  phy- 


sicians reported  by  The  Journal  during  the  year. 
Diseases  of  the  nervous  system  were  second,  caus- 
ing 412  deaths,  cancer  and  other  malignant  tumors 
third,  accounting  for  348  deaths,  and  accidents 
fourth,  accounting  for  173  deaths.  Falls  caused 
more  death?  than  did  any  other  type  of  accident, 
and  motor  vehicle  accidents  caused  more  than  twice 
as  many  deaths  as  did  air  transport  accidents. 
Other  major  causes  of  death  among  physicians  were 
diseases  of  the  respiratory  system,  accounting  for 
163  deaths,  and  diseases  of  the  digestive  system, 
accounting  for  114. 

Twenty-three  physicians  of  the  3,230  total  were 
killed  in  action  during  World  War  II,  and  33  died 
while  in  military  service. 
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ECHINOCOCCIC  CYST  OF  THE  LIVER* 


H.  L.  Skinner,  M.D., 
Medical  Director,  U.S.P.H.S., 
and 

Robert  R.  Smith,  M.D., 

Stapleton,  New  York. 


Presenting  a single  case  of  echinococcic  cyst  of 
the  liver  is  prompted  not  by  its  frequency — for  the 
disease  is  uncommon  in  the  United  States — but 
rather  because  of  the  expected  increase  in  frequency 
of  the  disease  in  members  of  the  Armed  Forces, 
who  have  been  scattered  thruout  the  World.  Its 
onset  is  insidious  and  may  require  years  to  mani- 
fest itself ; thus  the  cases  can  be  expected  to  pro- 
duce many  diagnostic  problems  in  the  years  to 
come.  The  disease  is  common  in  central  and  north- 
ern Europe  (Karsner)^  and  in  the  sheep-raising 
countries,  such  as  Argentina,  Uruguay,  New  Zea- 
land, Australia,  Italy,  Syria,  Greece,  and  Algeria.^ 
In  North  America  there  totaled  482  cases  of  hy- 
datid disease,  reported  up  to  1944,  and,  of  these, 
22  were  indigenous.  Much  of  the  literature  is  from 
South  America,  and  has  been  recently  reviewed  by 
Davidson  in  the  Journal  of  Thoracic  Surgery,  De- 
cember, 1944. 

The  development  of  the  disease  in  man  is  under- 
stood after  a study  of  the  evolution  of  the  taenia 
and  larva  of  Echinococcus  tape  worm.  The  defini- 
tive host  of  the  tape  worm  is  the  dog  (or  jackal  or 
wolf).  Sheep,  cows,  pigs,  etc.,  are  intermediate 
hosts  like  man,  and  serve  to  perpetuate  the  disease. 
The  dog  becomes  infected  by  eating  the  raw  meat 
and  entrails  of  the  other  animals.  Man  is  an  ac- 
cidental host  as  far  as  further  biological  develop- 
ment of  the  parasite  is  concerned,  since  no  one  eats 
man  (a  dead-end  in  spreading  the  disease). 

The  tape  worm,  echinococcus  granulosa,  is  found 
in  small  intestines  of  the  dog.  The  ova  from  the 
worms  are  discharged  in  the  stool  of  the  dog.  The 
worm  is  small,  about  6 mm.  long,  and  made  up 
of  3 segments,  the  head  and  neck,  and  two  pro- 
glottes,  including  an  enlarged  terminal  compart- 
ment from  which  the  eggs  are  discharged  into  the 
stool.  The  head  contains  suckers  and  booklets,  by 
which  the  worm  fastens  itself  to  the  intestinal 
mucosa  of  the  dog. 

The  ova  (or  embryophore)  are  gotten  into  man 
(or  other  animals)  by  eating  uncooked  food,  or 

•From  U.  S.  Marine  Hospital,  Stapleton. 


water.  Worthen  claims  that  eggs  are  present  in 
oral  secretion  or  on  fur  of  animals.^  When  the  egg 
lodges  in  man’s  stomach,  the  digestive  juices  dis- 
solves the  external  coat,  freeing  the  hexacanthus 
embr}’o,  which  then  bores  thru  the  gut  wall,  and 
is  conveyed  by  either  blood  or  lymph  to  any  part 
of  the  body.  This  mode  of  infestation  predisposes 
the  liver  to  infection  (75%  cases). 

In  the  liver,  as  in  other  organs,  there  is  formed 
a slowly  growing  cysticercus,  or  larval  stage.  The 
cyst  develops  by  becoming  vacuolated,  forming  an 
inner  germinal  layer  (nucleated  layer),  and  an 
outer  laminated  or  non-nucleated  layer.  From  the 
germinal  layer,  cells  form  proliferative  vesicles 
which  form  scolices  (the  heads  or  sources  of  new 
wonns).  These  scolices  then  become  pinched  off 
and  sink  to  the  bottom  of  the  fluid  (hydatid  sand). 
The  fully  developed  cyst  shows  a wall  made  up 
microscopically  of  concentric  laminae  of  hyalin 
chitinous-like  material  lined  by  germinal  cells  from 
which  grow  daughter  cysts  and  in  turn  grand- 
daughter cysts  (see  figure  1).  The  parent  cyst  may 


Fig.  1.  Portion  of  material  removed. 


grow  to  great  size.  The  daughter  cysts  vary  in 
size  from  a few  millimeters  to  many  centimeters 
in  diameter  (see  figure  2). 

A fibrous  wall  is  produced  by  the  host  around 
the  cyst,  forming  an  adventitia.  The  cyst  content 
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is  usually  fluid,  thin  and  colorless,  containing  salt 
and  very  little  protein.  Hooklets  and  scolices  are 
found  in  the  fluid  and  may  be  the  source  of  sec- 
ondary cysts.  In  old  cases  the  cyst  fluid  becomes 
inspissated  and  putty-like,  in  which  stage  daughter 
cysts,  scolices  and  hooklets  are  often  absent. 


Fig.  2.  Variation  in  size — daughter  cysts. 


The  fluid  and  membranes  of  a simple  cyst  are 
bacteriologically  sterile,  and  cysts  without  scolices 
and  brood  capsules  are  biologically  sterile.  If  a 
cyst  ruptures  into  a large  vein,  or  into  the  perito- 
neum, metastatic  hydatidosis  and  secondary  hyda- 
tidosis  occurs.  This  is  important  to  remember  in 
treating  a case.  A drop  of  the  fluid  from  a cyst 
may  produce  new  cysts,  which  may  not  reveal  it- 
self for  years  after  the  primary  cyst  was  removed. 

The  diagnosis  of  echinococcic  disease  is  very 
difficult,  pre-operatively.  According  to  jSIeaken,'^ 
there  is  only  one  real  important  parasitic  disease  of 
liver  which  produces  cysts,  and  that  is  the  echinococ- 
cus Trichinella  spiralis,  which  will  cause  small 
cysts  to  form  in  muscles  (trichinosis)  but  they  never 
form  large  cysts  like  the  echinococcus. 

Echinococcic  disease  may  simulate  a new  growth 
in  the  liver,  but  fluctuation  of  the  mass  is  common 
and  frequently  a hydatid  fremitus  is  felt.  The  gen- 
eral condition  of  the  patient  remains  good,  and 
jaundice  is  rare.  It  may  simulate  biliary  tract  dis- 
ease, i.e.,  produce  obstruction,  rupture  into  gall 
bladder,  etc.^  Geographical  distribution  of  the  dis- 
ease is  important  in  thinking  of  the  disease.  In 
the  lung  (the  2nd  most  common  site)  the  cysts  are 
usually  single,  and  daughter  cysts  are  rare  (David- 
son). (Holman®  presents  cases  with  numerous  daugh- 
ter cysts.)  They  may  remain  symptomless  for  years, 


or  until  they  erode  or  press  upon  a bronchus,  pro- 
ducing pain,  cough,  hemoptysis.  The  disease  pro- 
gresses very  slowdy.  (Dew®  estimates  rate  growth 
of  cysts  = 1 mm.  mo.) 

Laboratory  tests  help  but  are  not  conclusive.  The 
blood  count  may  show  an  eosinophilia  but  this  is 
not  always  present.  The  Weinberg  complement  fixa- 
tion and  the  Casoni  intra-dermal  test  will  help, 
but,  unless  the  antigen  is  fresh,  may  give  false 
tests.  In  lung  cases,  a definite  diagnosis  can  be 
made  if  the  laminated  membrane,  hooklets,  or 
scolices  are  found  in  sputum.  A characteristic  x-ray 
picture  of  lung  disease  is  produced  by  air,  dissect- 
ing down  along  the  adventia,  producing  a diag- 
nostic dome-shaped  cap  of  lessened  density  above 
the  cyst. 

In  liver  disease,  the  only  positive  diagnosis  is 
thru  exploratory  operation  and  finding  the  daugh- 
ter cysts  containing  scolices  in  the  mass,  as  in  the 
case  presented  below.  However,  one  should  sus- 
pect echinococcic  liver  cystic  disease  if  the  patient 
has  a soft,  non-tender  mass  with  no  clinical  evi- 
dence of  gastro-intestinal  malignancy,  and  a his- 
tory of  being  born  or  living  in  one  of  the  foreign 
sheep-raising  countries. 

In  foreign  literature,  one  finds  frequent  refer- 
ences of  spontaneous  or  traumatic  rupture  of  cysts 
into  the  peritoneum  (i.e.,  in  football  players)  pro- 
ducing immediate  death.  Apparently  the  cyst  fluid 
produces  an  anaphylactic  shock  reaction. 

Case  Presentation 

M.  S.,  age  SO,  was  admitted  to  U.  S.  Marine 
Hospital,  Stapleton,  Staten  Island,  on  January  8, 
1946,  complaining  of  “pain  and  swelling  of  stom- 
ach”. He  was  born  in  Arabia  and  has  been  going 
to  sea  for  30  years.  He  left  Arabia  in  1920,  to  come 
to  the  United  States.  (For  four  years  before  that 
he  shipped  out  of  Arabian  ports,  to  all  European 
ports.  He  returned  to  his  home  in  Iden,  Arabia,  in 
1936,  remaining  two  years.  Since  then  he  has  been 
working  as  an  oiler  on  ships  running  from  New 
Orleans  to  Colon,  Panama,  and  Honduras,  Cen- 
tral America.  For  a 25-month  period  (1943-45) 
he  worked  on  an  Army  transport  stationed  in  the 
far  East,  Australia,  New  Zealand  and  Philippines.) 
He  worked  on  a farm  in  Arabia  for  short  periods  of 
time  between  trips — (1916-20  and  1936-38). 

His  family  and  past  history  do  not  contribute 
anything  to  the  history.  Mother  died  in  1918  of 


180 


Virginia  Medical  Monthly 


[April, 


“flu”  and  he  has  two  sisters  living  and  apparently 
well  in  Arabia. 

His  present  illness  began  about  four  years  ago 
when  he  first  noticed  a lump  in  the  right  upper  quad- 
rant of  his  abdomen.  This  caused  no  discomfort,  and 
he  was  able  to  continue  with  his  regular  work  until 
two  months  before  admission  here,  when  he  de- 
veloped pain  in  the  abdomen,  which  was  made 
worse  by  climbing  or  straining.  He  had  no  gastro- 
intestinal sAmptoms.  In  fact,  review  of  the  system 
history  was  entirely  negative  except  for  slight  anor- 
exia for  the  past  three  or  four  months.  He  had  no 
Aveight  loss, — his  usual  Aveight  147  lbs. 

Physical  examination  on  admission  here  revealed 
an  emaciated,  slightly  developed  Arabian  male,  in 
no  pain,  and  co-operative.  The  only  positive  find- 
ings was  a mass  in  the  abdomen,  associated  with 
the  liv'er.  The  mass  extended  8 cm.  beloAV  the  costal 
margin  on  the  right,  and  beyond  the  midline  on  the 
left.  It  Avas  impossible  to  separate  it  from  the  liver. 
The  surface  Avas  irregular,  soft,  and  at  times  al- 
most fluctuant,  and  at  other  times  quite  firm.  It 
Avas  not  tender.  No  lymphadenopathy  Avas  noted 
and  no  jaundice  or  varicosities  over  the  abdomen 
AA'ere  observed.  His  blood  pressure  Avas  108/72; 
pulse  72;  temperature  normal.  His  chest  was  clear. 

Laboratory  Avork  revealed  no  abnormalities  of 
blood;  blood  Kahn  and  Mazzini  negative;  RBC 
5,300,000  Avith  16.8  gms.  hg.,  WBC  5,500  with 
59.%  lymphocytes  and  no  eosinophilia.  Bleeding 
time  2 minutes,  coagulation  time  6 minutes.  Icteric 
index  6.  Stool  culture  revealed  no  pathogenic  or- 
ganisms and  on  stool  examination  no  ova  or  para- 
sites AA'ere  found.  Urinalysis  revealed  100  mg.  al- 
bumin. 

X-rays,  including  gastro-intestinal  barium  studies, 
were  reported  as  showing  a markedly  enlarged 
liver,  producing  considerable  displacement  of  stom- 
ach and  duodenum  to  right  and  posterior. 

Chest  x-ray  revealed  a homogeneous  increased 
density  just  above  the  leaves  of  the  diaphragm,  ex- 
tending upwards,  which  under  fluoroscopy  was 
shown  to  be  directly  continuous  with  the  upper 
border  of  the  diaphragm  and  probably  due  to  the 
mass  below.  The  x-ray  impression  was  “large  cyst 
of  liver  and  lower  lobes,  left  lung”. 

The  pre-operative  differential  diagnosis  was: 

1.  Echinococcic  cyst  of  liver. 

2.  Metastatic  carcinoma  of  the  liver. 


3.  Primary  liA'er  malignancy  (lymphosarcoma, 
Hodgkin’s,  etc.). 

On  February  4,  1946,  the  abdomen  was  explored*, 
revealing  a tremendous  mass  on  the  inferior  sur- 
face of  the  liver,  extending,  backwards  and  to  the 
left,  in  front  of  the  stomach,  along  the  quadrate 
lobe  of  the  liver,  to  the  left  in  front  of  the  stomach, 
between  it  and  the  spleen;  and  then  upAvards,  deep 
in  the  left  side  over  the  kidney  and  adrenals.  The 
cyst  Avas  grey  Avhite  in  color,  soft  but  tense.  The 
abdomen  was  packed  off  and  the  mass  aspirated, 
obtaining  clear  fluid  and  then  collapsed  daughter 
cysts.  A cannula  Avas  then  inserted  into  the  cyst 
and  2%  formalin  injected.  After  about  five  min- 
utes, the  cyst  Avas  opened  and  over  1500  gms.  of 
daughter  cysts  Avere  removed.  The  mass  must  have 
contained  over  a gallon  of  fluid,  altho  there  Avas  no 
way  of  measuring  it.  The  daughter  cysts  varied 
in  size  from  a fraction  of  a millimeter  to  6 cm.  in 
diameter.  Histologic  examination  of  this  fluid  re- 
vealed numerous  booklets  and  scolices.  The  cyst 
Avas  opened  wider  and  a secondary  communicating 
pocket  on  the  left  side  drained.  The  edges  of  the 
cyst  Avere  then  marsupialized  to  the  skin  in  the  mid 
line  of  the  abdomen. 

Following  the  operation,  the  patient  ran  a septic 
toxic  course  with  a fever  of  39.8,  gradually  re- 
turning to  normal  in  48  days.  He  continued  to 
drain  purulent  matter  in  moderate  amounts.  The 
drainage  contains  no  scolices  or  booklets.  (Pus 
contains  B.  Coli  and  streptococcus  viridans). 

Drainage  gradually  lessened  and  patient  im- 
proved. X-rays  revealed  the  pocket  to  still  be  pres- 
ent, but  drainage  is  adequate  and  the  opening  is 
dependent. 

The  patient  has  been  seen  in  outpatient  clinic 
for  frequent  follow-up  examinations  during  the  past 
1 years.  The  pocket  became  progressively  smaller 
and,  after  about  one  year,  drainage  stopped.  He 
has  returned  to  work,  has  gained  weight.  When 
last  seen  he  had  no  palpable  abdominal  masses, 
and  was  asymptomatic.  He  has  shown  no  signs  of 
secondary  hydatidosis. 

Summary 

The  epidemiology-pathology  and  treatment  of 
echinococcic  disease  is  discussed.  A case  of  the 
disease,  with  large  liver  abscess  is  presented.  At 
the  present  time  the  most  important  factor  in  the 

•Exploratory  operation  performed  by  Dr.  Louis  R. 

Davidson. 
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disease  is  prevention:  that  is,  eating  only  well- 
cooked  food  while  visiting  or  living  in  endemic - 
areas.  If  the  disease  develops,  treatment  is  surgi- 
cal, and  consists  of  either  excision  of  the  cyst  or 
drainage. 
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Syrup  of  Urethane  Dangerous! 

The  Federal  Security  Administration’s  Food  and 
Drug  -Administration  is  making  seizure  of  Syrup 
of  Urethane.  This  is  a cough  syrup  manufactured 
by  Marvin  R.  Thompson,  Inc.,  Stamford,  Connecti- 
cut. Physicians,  pharmacists,  and  consumers  are 
warned  that  the  administration  of  Urethane  in  the 
quantity  recommended  on  the  label  may  cause  a 
dangerous  lowering  of  the  white  blood  cell ’count. 
This . leaves  the  patient  more  liable  to  infection 
from  disease  germs.  Individuals  suffering  from 
coughs  are  likely  to  have  accompanying  infections. 

More  than  2300  gallons  of  Syrup  of  Urethane 
have  been  distributed  in  about  34,000  packages 
ranging  in  size  from  % oz.  physician’s  samples  to 
one  gallon  bottles.  The  product  has  gone  through- 
out the  country  to  physicians,  wholesale  druggists, 
and  retail  pharmacists.  When  seizure  actions  were 
commenced  the  manufacturers  started  to  recall 
Syrup  of  Urethane  from  the  market.  The  manner 
and  extent  of  distribution  are  such  that  neither  the 
manufacturer  nor  federal,  state,  and  local  health 
offices  will  be  able  to  locate  all  bottles  promptly. 

Use  Smear  Test  to  Diagnose  Early  Cancer. 

Kidney  cancer  at  a pre-growth  stage  has  been  de- 
tected by  two  cell  experts  using  the  diagnostic 
“smear”  test  for  malignancy. 

George  N.  Papanicolaou,  M.D.,  developer  of  the 
smear  test,  and  his  co-worker,  N.  Chandler  Foot, 
M.D.,  of  the  Cornell  University  Medical  College 


Department  of  Anatomy,  New  York,  say  J.  A.  M.  A., 
Feb.  5,  1949,  that  they  were  able  to  identify  the 
disease  in  a patient  before  the  tiny  cancer  invaded 
surrounding  tissue. 

Cancer  in  this  early  stage,  called  cancer  “in 
situ,”  often  can  be  eradicated  by  prompt  treatment. 
Because  the  microscopic  tumor  is  not  revealed  by 
x-ray  photographs,  and  because  the  urinary  tract  is 
inaccessible  to  direct  examination,  cancer  in  situ 
of  the  kidney  has  been  almost  impossible  to  diagnose. 

Describing  the  smear  test.  Dr.  Papanicolaou 
says:  “Cells  at  the  surface  of  the  growth  tend  to 
be  dislodged.  A technique  for  collecting  the  cellu- 
lar debris,  smearing  it  upon  glass  slides,  and  stain- 
ing it  has  been  perfected  so  that  various  components 
may  be  studied.” 

The  interpretation  of  the  smear  requires  the  serv- 
ices of  a careful  and  discriminating  cell  specialist 
who  has  had  experience  in  this  field.  Dr.  Papanico- 
laou emphasizes. 

After  the  kidney  was  removed,  microscopic  ex- 
amination revealed  small  areas  in  which  there  was 
unmistakable  evidence  of  cancerous  change  in  the 
tissue,  the  physicians  say,  adding: 

“For  good  results  from  surgery  in  the  case  of 
these  highly  malignant  tumors,  which  have  been 
found  to  be  most  refractory  to  surgical  treatment, 
it  is  imperative  that  they  be  recognized  and  re- 
moved before  they  have  become  invasive  and  met- 
astatic. In  the  past  this  has  proved  to  be  almost 
impossible.” 
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SUBCUTANEOUS  PLASMA  INFUSION  IN  CONVALESCENT  CHILDREN* 


Isa  C.  Grant,  M.D., 

Catawba  Sanatorium,  Va.; 

Malene  Grant  Irons,  M.D., 
Greenville,  N.  C. ; 

John  S.  Morris,  M.D., 

Lynchburg,  Va. 
and 

J.  C.  Forbes,  Ph.D., 

Richmond,  Virginia. 


In  convalescence  after  debilitating  diseases  there 
are  many  children  who  have  need  for  the  restora- 
tion of  tissue  protein.  Peters^  states  that  negative 
nitrogen  balance  usually  occurs  during  and  fol- 
lowing ■ acute  infectious  processes.  .A.t  the  present 
time  whole  blood,  plasma  and  amino  acids  are  used 
extensively  to  allay  this  condition.  Oral  plasma  has 
been  given  to  prematures  and  found  to  be  of  some 
help^.  Much  valuable  work  has  been  done  with 
parenteral  administration  of  these  substances®. 
Plasma  and  serum  have  been  found  to  be  most 
valuable  in  antibody  transfer  in  children^.  It  has 
been  our  personal  observation  in  a statistically  in- 
significant series  that  intramuscular  pooled  plasma 
in  three  times  the  dosage  was  as  valuable  in  im- 
munization against  rubeola  on  an  open  ward  as 
was  immune  globulin.  During  and  since  the  World 
War  II  all  blood  donors  are  questioned  as  to  their 
ever  having  had  jaundice,  and  those  who  have  had 
the  disease  are  rejected,  thus  eliminating  a very 
real  danger  in  the  use  of  plasma®. 

Pooled  plasma  has  the  advantages  that  it  can  be 
stored  indefinitely,  involves  no  laboratory  proced- 
ure such  as  cross-matching,  and  can  be  injected 
with  the  use  of  only  a sterile  needle  and  syringe. 

Even  to  experienced  pediatricians  intravenous  in- 
jection is  a time  consuming  and  worrisome  procedure 
in  babies  and  small  children®’’’’.  In  several  hos- 
pitals as  well  as  our  own,  there  has  been  a tend- 
ency to  give  plasma  subcutaneously  when  a good 
vein  was  not  present  or  w’hen  the  veins  needed  to 
be  saved  for  other  purposes.  In  an  attempt  to 
evaluate  the  subcutaneous  route,  this  work  was  pro- 
posed. We  believe  that  proper  perspective  can  only 
be  had  when  the  subcutaneous  infusion  of  plasma  is 
contrasted  with  the  usual  rapid  intravenous  route 
under  similar  controlled  conditions. 

•From  the  Department  pf  Pediatrics,  Medical  College 
of  Virginia. 


Procedure 

Each  patient  selected  was  free  from  an  acute 
condition;  yet,  each  was  in  a debilitated  state  so 
that  plasma  injection  vras  desirable.  Every  patient 
was  apparently  in  good  fluid  balance  when  chosen. 
Each  was  between  nine  and  twenty-nine  months  of 
age.  The  preceding  diseases  were  infectious  diar- 
rhea, pertussis,  bronchopneumonia,  esophageal  stric- 
tures, acute  otitis  media,  improper  feeding  and  severe 
upper  respiratory  infections.  None  was  selected  who 
had  not  been  free  from  an  elevation  of  temperature 
for  at  least  three  days.  All  previous  signs  and 
symptoms  of  dehydration  had  disappeared. 

Subcutaneous  injections  were  done  with  a long 
20  needle  with  a 50  c.c.  syringe.  The  plasma  was 
inserted  under  the  skin  between  the  scapulae  in  the 
back. 

A hemoglobin,  hematocrit,  and  a serum  protein 
determination  were  done  five  times.  Two  control 
tests  were  done,  the  blood  for  the  first  being 
taken  24  hours  prior  to  the  injection  of  the  plasma, 
and  the  second  just  before  the  plasma  injection. 
These  values  were  averaged  in  obtaining  the  nor- 
mal control  levels.  Blood  for  the  tests  following 
the  plasma  injection  was  taken  four,  eight,  and 
twenty-four  hours  following  the  plasma  adminis- 
tration. The  hemoglobin  determinations  were  done 
by  one  person  with  two  Sahli-Hellige  hemoglobino- 
meters  which  were  checked  and  found  to  have  the 
same  calibration.  The  hematocrit  determinations 
were  done  on  oxalated  blood  in  Wintrobe  tubes.  One- 
tenth  c.c.  of  balanced  0.8%  potassium  oxalate  and 
1.2%  ammonium  oxalate  evaporated  to  dryness  was 
used  per  2.5  c.c.  of  blood.  Hematocrit  tubes  were  cen- 
trifuged for  sixty  minutes  at  3,000  RPM.  The  ma- 
jority of  serum  protein  determinations  were  done 
by  the  Kagan  falling  drop  proteinometer®.  For 
comparative  reasons  a few  were  done  by  the  Kjeldahl 
method,  these  agreeing  very  closely  with  the  falling 
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drop  method.  Each  recorded  value  represents  the 
average  of  three  determinations  of  the  falling  drop, 
none  of  which  varied  more  than  .06  grams. 

Two  series  of  cases  were  studied  simultaneously. 
The  procedures  used  were  exactly  the  same  in  both 
except  that  the  plasma  was  given  subcutaneously 
alternating  with  the  rapid  intravenous  route.  The 
amount  of  plasma  injected  was  always  ten  c.c.  per 
pound  of  body  weight.  The  blood  for  all  deter- 
minations was  obtained  from  the  e.xternal  jugular 
vein  since  it  was  felt  that  the  use  of  a tourniquet 
would  damage  capillaries  with  resultant  false  values. 

The  results  in  the  following  charts  are  the  av- 
erages of  the  work  on  twelve  patients  by  the  intra- 
venous method  and  thirteen  by  the  subcutaneous 
method.  The  work  was  begun  on  eighteen  other 
cases  by  the  subcutaneous  route  but  it  was  discon- 
tinued because  of  inability  to  obtain  all  necessary 
blood  samples. 

Discussions  of  Results 
The  results  of  these  experiments  are  noted  in  the 
accompanying  charts  (Fig.  1 and  2).  The  values 
for  the  base  lines  are  an  average  of  two  closely 
agreeing  controls  taken  24  hours  apart. 


In  those  patients  receiving  plasma  subcutaneously 
the  concentration  of  serum  protein  at  the  end  of 
the  four  hour  period  was  definitely  elevated  above 
the  initial  value.  Although  the  actual  protein  con- 
centration of  the  injected  plasma  was  not  deter- 
mined in  all  cases  it  was  probably  no  higher  than 
the  average  protein  level  of  the  patients  since  it 
was  diluted  approximately  fourteen  per  cent  with 
sodium  citrate  in  collecting  the  blood®.  In  deter- 
minations made  on  three  samples  of  plasma,  it 
varied  from  6.05  to  6.35.  The  increase  in  plasma 
protein  concentration  during  the  first  four  hour  pe- 
riod suggested  that  the  injected  plasma  passed  read- 
ily into  the  blood  and  that  most  of  the  excess  fluid 
thus  absorbed  passed  into  the  tissues,  leaving  the 
injected  plasma  proteins  behind  in  the  blood.  It 
was  of  course  probable  that  a considerable  amount  of 
the  excess  fluid  may  have  been  eliminated  by  way 
of  the  kidneys.  However  it  was  not  practical  to  de- 
termine whether  the  rate  of  urine  formation  was 
increased  following  the  insertion  of  the  plasma. 
This  passage  of  subcutaneously  injected  protein 
into  the  blood  has  been  shown  by  Drinker  to  be 
by  way  of  the  lymphatics  rather  than  by  direct 


Fig.  1.  Subcutaneous  Administration  of  Plasma.  Curves  obtained  when  averages  were  made  of  the 
blood  determinations  in  the  thirteen  convalescent  children  given  subcutaneous  plasma. 
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Fig.  2.  Rapid  Intravenous  Administration  of  Plasma.  Curves  obtained  When  averages  were  made 
of -the  blood  determinations  in  the  twelve  convalescent  children  given  rapid  intravenous  plasma. 


passage  through  the  capillary  walls'^®’^^’^-. 

Spence^®  has  shown  that  changes  in  the  elec- 
trolyte content  of  the  plasma  in  vivo  leads  to  meas- 
urable changes  in  cell  volume,  as  may  be  noted  in 
the  slight  difference  between  serum  protein  and 
hematocrit  curves. 

In  the  intravenous  series  also  the  serum  protein 
was  elevated  at  the  end  of  the  four  hour  period.  By 
the  eighth  hour  it  had  dropped  appro.ximately  the 
initial  value  while  in  another  sixteen  hours  it  was 
equal  to  the  four  hour  value.  Our  explanation  was 
that  the  increased  fluid  pressure  in  the  capillaries 
forced  the  plasma  out  into  the  tissues.  Here  the 
osmotic  pressure  was  increased  so  that  at  the  eight 
hour  level,  protein  was  drawn  into  the  tissue  space, 
and  it  was  not  reabsorbed  for  16  hours.  The  hema- 
tocrit reading  returned  to  nearly  the  initial  value 
in  8 hours,  this  fact  bearing  out  the  increase  in  the 
tissue  osmotic  pressure^"*’^®. 

When  the  final  results  obtained  by  the  intravenous 
method  are  compared  with  those  obtained  by  sub- 
cutaneous administration,  it  will  be  seen  that  they 
are  quite  different.  If  the  plasma  could  be  slowly 
injected  intravenously  it  is  probable  that  the  re- 
sults obtained  would  be  more  or  less  in  line  with 


those  obtained  from  the  subcutaneous  route;  how- 
ever, it  is  hardly  feasible  to  administer  intravenous 
plasma  slowly  in  the  child.  It  should  be  noted  that 
the  amount  of  plasma  injected  was  equal  to  approxi- 
mately one  half  of  the  child’s  plasma  volume.  The 
plasma  is  usually  injected  in  a period  of  fifteen 
minutes. 

It  was  the  clinical  impression  during  these  ex- 
periments that  the  patients  receiving  the  plasma 
subcutaneously  responded  equally  as  well  if  not 
better  than  those  receiving  it  intravenously.  Rapid 
subcutaneous  administration  caused  some  sclerosing 
of  the  skin  in  two  instances  but  this  disappeared 
with  no  difficulty.  The  thickening  of  the  skin  in 
these  areas  would  prevent  subcutaneous  injection 
being  done  daily,  unless  it  were  done  slowly.  It 
is  therefore  recommended  that  it  be  given  slowly 
and  only  to  patients  with  adequate  skin  surface.  The 
thickening  occurred  in  two  of  the  series  and  dis- 
appeared with  no  treatment:  the  first  in  four  days, 
the  second  in  seven  days.  Rapid  intravenous  in- 
jection of  plasma  in  a baby  or  a very  young  child 
is  not  without  dangers^®’^'-^®. 

The  nature  of  the  procedure  is  such  that  the  fluid 
has  to  be  rapidly  pumped  in,  the  time  taken  to  give 
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it  being  only  a small  part  of  the  time  required  for 
an  adult  intravenous  infusion®-"*.  Several  instances 
have  been  observed  in  this  hospital  in  which  an  in- 
fant after  receiving  whole  blood  or  plasma  in- 
travenously became  cyanotic  and  dysneic,  requiring 
artificial  respiration  and  stimulants.  We  have  never 
noted  a prolonged  untoward  reaction  from  subcu- 
taneous injection  of  plasma  in  the  three  year  pe- 
riod we  have  used  it.  The  trauma  to  the  child  is 
no  greater  by  the  slower  subcutaneous  method  since 
he  is  stuck  only  one  or  two  times  while  several 
punctures  are  necessary  at  times  to  give  intravenous 
fluids;  also  the  child  does  not  have  to  be  as  un- 
comfortably restrained  when  plasma  is  given  by 
the  subcutaneous  route.  The  circulatory  system  is 
not  as  overloaded  as  when  administering  in  a very 
short  time  an  amount  equal  to  nearly  fifty  per 
cent  of  the  plasma  volume. 

Summary 

1.  Two  series  of  convalescent  children,  ages  9 
to  29  months,  are  presented:  twelve  cases  receiv- 
ing 10  c.c.  of  plasma  per  pound  of  body  weight  intra- 
venously, and  thirteen  cases  receiving  10  c.c.  of 
plasma  per  pound  body  weight  subcutaneously. 

2.  Hemoglobin,  serum  protein  concentrations, 
and  hematocrit  determinations  were  done  before  and 
after  the  plasma  was  injected. 

3.  The  results  suggest  that  plasma  proteins  pass 
readily  into  the  blood  after  their  subcutaneous  ad- 
ministration, and  it  is  felt  that  when  there  is  no 
emergency  the  subcutaneous  route  of  plasma  ad- 
ministration is  as  efficacious  as  the  more  difficult 
intravenous  route  in  infants  and  very  small  chil- 
dren. 

4.  We  suggest  the  subcutaneous  route  since  clini- 
cally the  children  respond  as  well,  the  infusion 
dangers  are  greatly  lessened,  and  less  specialized 
equipment  and  skill  are  required. 


The  authors  wish  to  acknowledge  the  assistance 
given  this  study  by  Miss  Patterson  of  the  Depart- 
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OVARIAN  AGENESIS  (TURNER’S  SYNDROME) 
REPORT  OF  A CASE  WITH  POST  MORTEM  FINDINGS 


James  M.  Moss,  M.D., 

and 

Karl  F.  Menk,  M.D., 

From  the  Departments  of  Internal  Medicine  and  of  Pathology, 
University  of  Virginia  Hospital, 

Charlottesville,  Virginia. 


Only  one  post-mortem  examination  of  ovarian 
agenesis  has  been  reported  in  the  American  litera- 
ture^. It  is  the  purpose  of  this  paper  to  report  the 
significant  pathological  findings  in  a patient  who 
had  this  syndrome  and  who  died  of  typhoid  fever. 

The  clinical  aspects  of  a syndrome  in  women 
characterized  by  initial  amenorrhea,  hypoplasia  of 
uterus  and  vagina,  hypoplasia  of  breasts,  shortened 
stature,  scanty  axillary  and  pubic  hair,  retarded  os- 
seous development,  increased  urinar}'  excretion  of 
gonadotropins,  decreased  urinary  excretion  of  es- 
trogens, androgens,  and  1 7-ketosteroids,  normal 
basal  metabolic  rate,  normal  insulin  tolerance  test, 
normal  water  diuresis  test,  osteoporosis,  and  the  as- 
sociation of  multiple  congenital  defects  has  been 
described  in  detail  in  the  American  literature  by 
several  authors^"^.  The  congenital  defects  most  com- 
monly noted  are  cubitus  valgus,  webbing  of  the 
neck,  multiple  pigmented  nevi,  visual  defects, 
coarctation  of  the  aorta,  mental  deficiency,  deaf- 
ness, syndactylism,  scoliosis,  and  the  shortening  of 
one  or  more  digits.  It  has  been  shown  by  autopsy 
examination®'®  and  by  exploratory  laparotomy®’® 
that  the  fundamental  anatomical  defect  of  the  en- 
docrine system  in  this  syndrome  is  a failure  of  de- 
velopment of  the  fetal  ovaries. 

Case  Report 

iMrs.  H.  D.  was  a 26  year  old  white  woman  who 
was  admitted  to  the  University  of  Virginia  Hos- 
pital on  October  8,  1947,  with  a four  week  history 
of  the  gradual  onset  of  malaise,  weakness,  drowsi- 
ness, generalized  aching,  chills,  fever,  anorexia, 
nausea,  vomiting,  diarrhea,  epistaxis,  and  progres- 
sive deafness.  Her  next  door  neighbor  and  her  sis- 
ter were  under  treatment  in  this  hospital  for  ty- 
phoid fever.  The  rest  of  her  family  history  was 
non-contributory.  She  was  the  oldest  of  five  children, 
and  had  always  been  smaller  than  the  other  chil- 
dren her  age.  Except  for  nocturia  since  infancy  and 
mumps  at  the  age  of  10  years,  she  had  always  been 


in  good  health.  She  had  never  had  any  mammary 
development,  or  cyclic  uterine  bleeding.  An  episode 
of  scanty  vaginal  bleeding  at  the  age  of  14  years 
was  apparently  due  to  trauma.  A sparse  amount 
of  pubic  hair  appeared  during  her  teen-years,  but 
she  did  not  remember  the  exact  date.  She  stopped 
growing  in  her  .late  teens.  At  the  age  of  22  years 
she  was  married  and  apparently  had  no  difficulty 
with  sexual  relations.  However,  intercourse  was 
infrequent  and  was  not  enjoyable  to  the  patient. 
She  had  never  had  any  endocrine  treatment. 

Physical  Examination:  Temperature  103.6°. 
Pulse  rate  128.  Respirations  26.  Blood  pressure 
124/80.  Height  58  inches.  Weight  85  pounds. 
The  patient  was  a small,  but  well  proportioned, 
drowsy  young  woman  appearing  to  be  seriously  ill, 
and  apparently  about  ten  years  younger  than  her 
stated  age.  She  was  slightly  deaf  and  her  voice  was 
high  pitched.  The  skin  was  pale,  hot  and  dry,  but 
the  cheeks  were  flushed.  There  were  many  pig- 
mented nevi  scattered  over  the  skin.  There  was  a 
fold  of  skin  extending  from  the  mastoid  region  to 
the  acromial  process  on  the  right.  This  did  not 
interfere  with  the  motion  of  the  head.  The  carrying 
angle  at  the  elbows  was  slightly  increased.  The 
pubic  hair  was  sparse  and  confined  to  the  labia 
and  the  center  of  the  mons  pubis.  Only  one  or 
two  strands  of  hair  were  present  in  each  axilla.  The 
breasts  were  flat,  but  the  nipples  were  slightly  pro- 
tuberant. The  mouth  was  dry  and  the  tongue 
coated.  The  chest  was  clear.  The  heart  was  nor- 
mal except  for  a soft  blowing  systolic  murmur 
heard  at  the  apex.  The  spleen  and  liver  were  both 
enlarged  and  palpable.  The  external  genitalia  were 
hypoplastic.  The  vagina  was  smaller  and  less 
elastic  than  nonnal.  The  uterus  was  small  and  of 
juvenile  proportions.  No  ovaries  or  other  masses 
could  be  palpated  in  the  adnexal  regions. 

Laboratory  Studies:  Urinalysis  was  negative.  Red 
blood  count  was  3.5  million.  Hemoglobin  was  10 
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grams  per  100  cc.  White  blood  count  was  3,000. 
Wassermann  test  was  negative.  Repeated  stool  and 
urine  cultures  were  negative  for  typhoid  organisms. 
.4  positive  culture  for  Eberthella  typhosus  was  ob- 
tained from  the  blood  on  admission  and  gall  blad- 
der bile  at  autopsy.  Widal  agglutination  was  posi- 
tive for  E.  typhosus.  Cerebrospinal  fluid  was 
normal.  Blood  chemistry  determinations,  including 
calcium,  phosphorus  and  phosphatase,  were  normal. 

Course  In  Hospital:  A diagnosis  of  typhoid 
fever  was  made  and  the  patient  was  given  the  usual 
symptomatic  treatment.  She  gradually  became 
weaker  and  on  the  ninth  hospital  day  started  having 
convulsions.  The  following  day  she  died  in  an  at- 
tack of  acute  pulmonary  edema. 

Clinical  Diagnosis:  1.  Typhoid  fever,  with  death 
due  to  pulmonary  edema.  2.  Ovarian  agenesis, 
dwarfism,  cubitus  valgus,  and  webbed  neck  (Tur- 
ner’s syndrome). 

.\UTOPSY  Report 

Gross  Description : The  peculiar  external  ab- 
normalities as  noted  in  the  physical  examination 
were  confirmed  at  autopsy. 

Body  cavities:  Each  pleural  cavity  contained 
200  cc.  clear  yellow  fluid.  The  pericardial  cavity 
contained  50  cc.  clear  yellow  fluid. 

Cardiovascular  system:  Heart  weighed  235  gms. 
and  showed  no  abnormalities.  The  coronary  ar- 
teries and  the  lower  aorta  showed  surprisingly 
marked  arteriosclerosis. 

Lungs:  Both  lungs  showed  marked  edema. 

Liver:  Weight  1925  gms.  A few  minute  grey 
areas  of  necrosis  were  scattered  throughout  the 
parenchyma. 

Spleen:  Weight  440  gms.  The  soft  red  pulp 
consistent  with  acute  splenic  tumor  was  found. 

Kidneys:  The  right  kidney  was  absent.  The 
left  kidney  weighed  325  gms.  and  from  the  inferior 
portion  a ureter  descended  to  the  right  side  of  the 
bladder.  second  ureter  ran  from  the  superior 
portion  of  the  kidney,  crossing  anteriorly  to  the  first 
ureter,  to  the  left  side  of  the  bladder.  There  were 
four  arteries  from  the  aorta  to  the  kidney.  A very 
large  vein  extended  from  the  inferior  portion  of  the 
kidney  to  the  vena  cava. 

.Adrenal  glands:  The  left  adrenal  was  in  its 
normal  anatomical  position  above  the  large  left 
kidney  and  weighed  11  gms.  The  right  adrenal 
was  in  the  normal  position  and  weighed  7.3  gms. 


The  cortex  of  the  adrenals  measured  only  1 mm. 
in  thickness  and  was  bright  yellow. 

Gastrointestinal  tract : There  were  green  ele- 
vated ulcers  on  either  side  of  the  ileocecal  valve. 
This  ulceration  was  more  marked  in  the  ileum. 
The  mesenteric  lymph  nodes  were  greatly  enlarged. 

Pelvic  organs : The  uterus  measured  6x4x2  cm. 
and  the  cervix  made  up  about  half  the  mass.  No 
ovaries  could  be  located.  The  Fallopian  tubes  and 
the  vagina  were  small. 

Endocrine  glands:  The  pancreas,  thyroid,  para- 
thyroids, and  pituitary  glands  were  grossly  normal. 
The  thymus  and  pineal  were  small. 

Bone  marrow:  Bone  marrow  from  the  middle 
third  of  the  femur  was  red  and  cellular. 

Brain:  The  superficial  blood  vessels  of  the  brain 
were  engorged  with  blood,  and  the  convolutions  of 
the  cerebral  cortex  were  slightly  swollen. 

Microscopic  Examination:  Changes  typical  of 
typhoid  fever  w’ere  found  in  the  organs  of  the  body 
and  will  not  be  described. 

Vagina:  The  vaginal  epithelium  showed  mod- 
erate cornification  with  an  average  thickness  of 
six  cells. 

Uterus:  The  endometrium  was  hypoplastic,  but 
had  a few  scattered  small  endometrial  glands  (Fig. 
1.)  The  Fallopian  tubes  w'ere  immature,  and  no 
ovarian  tissue  was  demonstrated  in  sections  of  the 
adnexal . regions  (Fig.  2.). 

Endocrine  glands:  There  was  slight  atrophy  of 
the  pancreas,  but  the  islet  tissues  were  normal. 
There  was  lipid  vacuolization  of  the  zona  glomeru- 
losa  of  the  adrenal  cortex.  The  remainder  of  the 
adrenal  was  extremely  congested  a^nd  showed  small 
hemorrhages.  The  thyroid  gland  w'as  composed  of 
well  filled  follicles  lined  with  cuboidal  epithelium. 
The  parathyroids  w'ere  normal.  The  thymus  showed 
involution  and  some  of  the  Hassall  corpuscles  were 
calcified.  Many  pigmented  cells  were  present  in 
the  pineal  body,  but  it  was  apparently  normal. 

Pituitary  gland : The  pituitary  gland  was  cut 
sagitally  and  serial  sections  were  made  of  one-half 
the  gland.  Sections  at  200  microns  intervals  were 
stained  by  the  Picro-Mallory  IMethod  I as  outlined 
by  McFarlane®.  Counts  w'ere  made  of  cells  in  rep- 
resentative areas  of  the  sections  wdth  the  following 
results:  acidophiles  55%,  chromophobes  43%,  and 
basophiles  2%.  2740  cells  were  counted.  Included 
as  acidophilic  cells  were  a large  number  of  mod- 
erately sized  yellow-red  cells  containing  indistinct 
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granules  in  their  cytoplasm.  These  cells  tended  to 
be  concentrated  in  the  center  of  the  pars  anterior, 
while  the  more  typical  acidophilic  cells  with  marked 
granulation  occurred  predominantly  about  the  pe- 
riphery of  the  gland. 

Anatomical  Diagnosis:  Primary  ovarian  agene- 
sis; absence  of  ovaries,  immaturity  of  genitalia  and 
breasts,  shortened  stature,  sparse  pubic  and  axillary 
hair,  cubitus  valgus,  webbed  neck,  congenital 
anomaly  of  kidneys,  acidophilia  of  pituitary.  Ty- 
phoid fever;  intestinal  ulceration  in  ileo-cecal  area, 
mesenteric  l^anph  node  hyperplasia,  acute  splenic 
tumor,  minute  areas  of  necrosis  in  spleen  and  liver, 
hyperplasia  of  bone  marrow,  Zenker’s  degeneration 
of  striated  muscles.  Pulmonarv  edema. 


creted  in  the  urine  and  gives  us  our  most  valuable 
single  laboratory  aid  in  the  diagnosis  of  this  syn- 
drome-'^.  There  is  still  some  difference  of  opinion 
as  to  whether  this  hormone  is  secreted  by  the  eosino- 
philic or  the  basophilic  cells  of  the  pituitary.  Au- 
topsy examination  of  our  patient,  as  well  as  of 
four  previously  reported  patients®  showed  definite 
evidence  of  eosinophilic  hyperplasia  of  the  anterior 
lobe  of  the  pituitary  gland. 

Because  of  the  decreased  excretion  of  17-keto- 
steroids,  which  has  been  repeatedly  reported  in  this 
syndrome®'^,  we  examined  the  adrenals  very  care- 
fully. The  adrenal  cortex  did  seem  to  be  a little 
thinner  than  normal,  but  we  were  forced  to  conclude 
that  no  significant  abnormality  was  demonstrable. 


Fig.  1.  Section  through  uterine  wall  showing 
marked  hypoplasia  of  the  endometrium. 

Discussion 

The  fundamental  defect  of  the  endocrine  system 
in  this  syndrome  is  a congenital  absence  or  failure 
of  development  of  the  ovaries®.  In  this  patient  no 
ovarian  tissue  could  be  found  even  though  a care- 
ful search  was  made  for  aberrant  ovaries.  The  thy- 
roid gland,  pancreas,  thymus,  and  the  pineal  body 
were  all  normal.  The  changes  in  the  pituitary  were 
thought  to  be  secondary  to  the  absence  of  the  ovaries. 
The  changes  in  the  adrenal  were  attributed  to  the 
typhoid  fever. 

In  the  absence  of  sufficient  estrogens  in  the  blood, 
the  anterior  lobe  of  the  pituitary  is  stimulated  to 
secrete  an  excessive  amount  of  follicle  stimulating 
gonadotropic  hormone"*.  This  results  in  an  exces- 
sive amount  of  the  gonadotropic  hormone  being  ex- 


Fig  2.  Cross  section  of  adnexa  at  the  site  of  greatest 
thickening  showing  the  absence  of  ovarian  tissue. 

The  cause  of  the  adrenal  cortical  hypofunction  in 
this  syndrome  is  unknown.  Albright®  has  attributed 
it  to  the  fact  that  no  estrogen  is  present  to  stimu- 
late the  pituitary  to  secrete  luteotropic  gonadotropic 
hormone  which  in  turn  stimulates  the  adrenal  cor- 
tex. Hamblen*  has  suggested  that  since  the  ovary 
and  the  adrenal  cortex  have  a common  embryologi- 
cal  primordium,  a congenital  disturbance  of  one 
would  likely  be  associated  with  a congenital  dis- 
turbance of  the  other.  A direct  correlation  between 
the  level  of  1 7-ketosteroid  excretion  and  the  amount 
of  pubic  and  axillary  hair  has  been  demonstrated*. 
Since  this  patient  had  a sparse  amount  of  pubic 
hair  and  only  a few  strands  of  axillary  hair,  it  is 
probable  that  her  1 7 -ketosteroid  excretion  was  re- 
duced. 
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Attempts  to  explain  the  shortened  stature  on  an 
endocrine  basis  have  not  been  entirely  satisfactory. 
Dwarfism  may  result  either  from  a reduced  rate 
of  growth  or  from  a premature  cessation  of  growth. 
Since  there  is  a delayed  closure  of  the  epiphyses^ 
in  this  syndrome  it  is  obvious  that  the  growth  pe- 
riod is  not  shortened.  Some  of  the  reported  pa- 
tients give  a history  of  having  been  small  at  birth, 
and  the  vast  majorit)'  have  shown  a retarded  rate 
of  growth  throughout  childhood^"'*.  Our  patient  had 
always  been  smaller  than  the  other  children  of  her 

same  age.  The  fact  that  the  administration  of 

% 

pituitary,  thyroid,  ovarian,  testicular,  and  adrenal 
hormones  has  been  tried,  by  numerous  investigators, 
in  varying  dosage  schedules  without  significant  ef- 
fect upon  the  height,  is  further  evidence  that  the 
short  stature  is  on  a genetic  rather  than  on  an  en- 
d(x:rine  basis.  Our  patient  was  58  inches  tall,  or 
3 inches  above  the  median  height  of  those  reported 
in  the  literature.  As  a general  rule  these  patients 
range  in  height  from  50  to  60  inches,  but  taller 
patients  have  been  reported®. 

Estrogen  administration  to  these  patients  results 
in  uterine  growth,  vaginal  cornification,  and  pig- 
mentation and  growth  of  the  nipples.  If  the  es- 
trogens are  administered  cyclically  it  is  possible  to 
induce  cyclic  uterine  bleeding.  If  progesterone  is 
added  during  the  later  part  of  the  course  of  estrogen 
treatment  a progestational  endometrium  may  be  pro- 
duced'*. Thus  it  can  be  seen  that  the  hypoplasia 
of  the  genitalia  is  on  an  endocrine  rather  than  on  a 
genetic  basis.  Unfortunately,  the  res}ionse  of  the 
breasts  to  substitution  therajw  is  not  always  i)re- 
dictable  and  is  generally  disappointing.  As  a rule 
the  growth  is  confined  to  the  nipples  and  collecting 
ducts  with  little  eftect  upon  the  parenchyma  of  the 
breasts*.  Variations  in  the  methods  of  administra- 
tion may  result  in  better  cosmetic  effects. 

No  satisfactory  explanation  has  been  offered  for 
the  frequent  association  of  cubitus  valgus,  webbed 
neck,  and  other  congenital  anomalies  with  ovarian 
agenesis.  It  would  seem  likely  that  these  multiple 
defects  are  the  result  of  a severe  metabolic  process 
which  affects  the  fetus  during  the  second  month. 
The  information  regarding  the  prenatal  life  of  this, 
as  well  as  of  other  patients,  has  been  too  scanty  to 
permit  any  conclusions  to  be  drawn.  However,  the 
possibility  of  the  mother  having  had  some  infec- 
tious disease  during  the  prenatal  life  of  these  pa- 
tients warrants  further  investigation. 


The  osteoporosis  found  in  so  many  of  these  pa- 
tients has  been  comjiared  to  the  osteoporosis  in 
ixistmenopausal  women,  and  attributed  to  the  ab- 
sence of  estrogens  by  All)right®.  That  the  osteoporo- 
sis is  not  related  to  hyperplasia  of  the  parathyroid 
glands  is  indicated  by  the  normal  levels  for  serum 
calcium,  phosphorus,  and  phosphotase,  and  also  by 
the  normal  parathy  roid  glands  found  at  autopsy  in 
this  and  other  patients. 

Panhypopituitarism  and  severe  chronic  constitu- 
tional disease  are  the  two  other  conditions  which 
commonly  cause  statural  and  sexual  retardation.  In 
panhyp()j)ituitarism  the  stature  is  dwarfed,  the  pubic 
and  axillary  hair  is  absent,  the  patient  is  thin  and 
weak,  the  bone  age  is  markedly  retarded  and  often 
the  epiphyses  never  completely  fuse,  gonadotropic 
substances  are  absent  from  the  urine,  the  excretion 
of  17-ketosteroids  is  markedly  reduced,  the  basal 
metabolic  rate  is  very  low,  the  sensitivity  to  insulin 
is  increased,  the  glucose  tolerance  curve  is  flat,  and 
congenital  anomalies  are  rare®.  In  severe  constitu- 
tional disea.se  there  is  a secondary  depression  of  the 
endocrine  glands  that  is  generalized  and  incom- 
plete. The  constitutional  disease  is  usually  obvious. 

Summary 

1.  A case  of  ovarian  agenesis  proven  Iry  post- 
mortem examination  is  reported.  This  is  the  sec- 
ond such  case  to  be  reported  in  the  .American  litera- 
ture with  autopsy  findings,  even  though  there  have 
been  over  seventy  cases  re[)or1:ed  with  clinical 
findings. 

2.  This  patient  presented  the  classical  features 
of  Turner’s  syndrome,  namely:  short  stature,  sexual 
infantilism,  cubitus  valgus,  webbed  neck,  other 
congenital  anomalies,  and  general  good  health. 

3.  .At  autopsy  she  was  found  to  have  no  ovarian 
tissue,  hypoplastic  internal  genitalia,  a fused  dou- 
ble kidney  on  the  left  side,  and  eosinophilic  hy- 
perplasia of  the  anterior  lobe  of  the  pituitary  gland. 
I’he  other  endocrine  glands  were  normal.  She  died 
of  typhoid  fever  and  presented  the  typical  findings 
of  that  disease. 

4.  This  syndrome  is  not  uncommon  and  is  fre- 
quently confused  with  hypofunction  of  the  pituitary 
gland.  The  two  conditions  can  be  readily  differen- 
tiated by  clinical  means. 
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Addendum:  Since  this  was  submitted  an  additional 
autop.sy  examination  has  been  reported  by  Atria,  A., 
Sanz,  R.,  and  Donoso,  S. : Necropsy  Study  of  a 
Case  of  Turner’s  Syndrome.  J.  Clin.  Endocrinol. 
8:397-405  (May,  1948). 


Antivivisectionists  Danger  to  Medical  Prog- 
ress. 

Walter  C.  Kraatz,  Ph.D.,  head  of  the  department 
of  zoology,  University  of  Akron,  Akron,  Ohio,  in 
an  article  in  h'ygeia,  points  out  that  antivivisec- 
tionists, wlio  tried  to  sabotage  research  that  saved 
thousands  of  lives  during  World  War  II,  have  been 
increasing  their  funds  and  activity  since  the  war. 

“Thousands  of  soldiers  who  would  have  died 
horrible  deaths  during  World  War  II  owe  their 
lives  to  achievements  made  possible  by  experimen- 
tation on  a relatively  small  number  of  dogs  and 
other  animals”.  Dr.  Kraatz  asserts. 

“The  discovery  of  how  to  use  penicillin  to  pre- 
vent infection  of  a brain  wound,  the  tantalum 
sheaths  that  allowed  shattered  nerves  to  heal  where 
bullets  had  smashed  delicate  tissues,  the  metal 
plate  which  formed  beneficent,  permanent  shields 
over  great  holes  in  the  skull — these  achievements 
and  many  others  were  worked  out  during  the  war  by 
experimentation  on  animals. 

“The  work  was  brought  tq  completion  in  secrecy 
in  laboratories,  secrecy  necessary  to  preclude  sabo- 
tage by  anti  vivisection  fanatics.” 

-All  bona  fide  laboratories  of  medical  research 
abide  by  the  strictest  rules  of  humane  treatment  of 
animals  and  are  open  to  inspection  by  qualified 
|K.T.sons  such  as  humane  society  officers,  Dr.  Kraatz 
emphasizes,  adding:  “Antivivisectionists  might 


well  turn  in  the  direction  of  condemning  deaths  of 
animals  caught  in  steel  traps,  where  many  lacerated 
animals  starve  to  death.” 

Middle  Age  Affects  Eyesight. 

The  effects  of  middle  age  on  eyesight  become  in- 
creasingly important  as  people  over  40  represent  a 
larger  part  of  the  total  population,  Dr.  Edwin  B. 
Dunphy  of  Boston  told  the  40th  Anniversary  Con- 
ference of  the  National  Society  for  the  Prevention 
of  Blindness  in  New  York  on  March  16th.  He 
said  that  in  the  past  fifty  years  people  over  45  years 
of  age  had  risen  from  17%  to  26%  of  the  total 
U.  S.  population.  This  age  group  is  expected  to 
reach  40%  by  1980,  he  reported. 

He  said  that  glaucoma  is  the  most  serious  eye 
problem  of  middle  age  and  that  cataract  is  next 
most  important  and  early  symptoms  of  cataract  arc 
often  confused  with  those  of  glaucoma.  He  em- 
phasized the  importance  of  maintaining  cataract 
patients’  morale  by  stressing  the  fact  that  95%  of 
cases  are  curable  by  surgery. 

“The  most  annoying  and  most  universal  in- 
convenience of  middle  age  is  presbyopia”.  Dr.  Dun- 
])hy  said.  This  is  the  reduced  ability  of  the  eye  to 
accommodate  itself  to  different  focal  distances  and 
light  intensities.  He  said  pre.sbyopia  is  due  more 
to  lack  of  elasticity  of  the  lens  itself  than  to  weak- 
ness of  the  ciliary  muscle,  which  contracts  the  lens. 
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Case  Reports 


During  treatment  for  another  condition,  a phy- 
sician discovered  a small,  smooth,  firm,  movable 
mass  in  tlie  left  breast  of  a .16  year  old  negro  woman. 
His  imj)ressi{)n  was  fil)roadenoma.  He  advised  bi- 
op.sy  but  the  patient  refu.sed.  A year  and  a half 
later,  the  patient  saw  the  same  physician  again.  He 
noted  that  the  mass  had  enlarged  moderately  and 
urged  biopsy.  Again  the  patient  refused.  Fifteen 
months  later  (in  January,  1949),  she  returned  with 
a huge,  ulcerating,  bleeding  carcinoma  of  the  breast 
fixed  to  the  chest  wall  and  with  multiple  metastases 
to  the  axillary  nodes.  The  immediate  response  to 
X-ray  therapy  was  e.xcellent. 

An  almost  identical  case  history  was  reported  re- 
cently from  another  tumor  clinic  in  the  State.  A 
middle-aged  white  woman  entered  the  hospital  for 
biopsy  of  a freshly  discovered  mass  in  the  breast. 
Becoming  angry  with  a nurse  over  some  fancied 
slight,  she  left  the  hospital  before  anything  was 
done.  When  she  finally  returned  some  eleven  months 
later,  the  entire  breast  was  stony  hard,  brawny  and 
attached  to  the  chest  wall.  Half  of  the  breast  sur- 
face was  occupied  by  a foul,  necrotic,  bleeding  ul- 
cer; the  axilla  was  full  of  metastases  and  chest 
X-ray  showed  pulmonary  metastases.  The  immedi- 
ate response  to  X-ray  administered  in  December, 
1948,  has  been  good. 

Comment:  In  spite  of  the  best  efforts  of  the 
physicians  attending  them,  these  two  women  re- 
fused treatment  when  they  had  a 75  per  cent 
chance  of  complete  cure  and  have  condemned 
themselves  to  certain  death  from  breast  cancer 
in  the  not  very  distant  future.  As  everj'one  who 
treats  much  cancer  knows,  many  people  lose 
their  lives  each  year  because  they  have  not  been 
convinced  of  the  danger  from  cancer.  Many 
otliers  allow  their  chance  for  cure  to  slip  by  be- 
cause they  have  not  learned  to  be  alarmed  by  the 
minor  symptoms  that  may  mean  early  cancer. 
Others  postpone  seeking  medical  advice,  though 


they  suspect  they  have  cancer,  because  they  be- 
lieve all  cancer  is  ho|)eless. 

We  can  never  reduce  tlie  cancer  deatli  rate 
significantly  until  we  have  more  successfully 
taught  the  public  the  facts  about  cancer.  We 
can  cure  cancer  only  if  the  patients  present  them- 
selves in  an  early  stage  of  their  disease.  Every 
thinking  physician  will  support  and  contribute  to 
efforts  to  teach  laymen  the  wisdom  of  periodic 
physical  examination,  the  symptomatology  of 
early  cancer,  the  importance  of  early  recognition 
of  the  disease,  and  the  constantly  improving  cure 
rates. 

A 42  year  old  white  woman  discovered  a small 
mass  in  her  right  breast  and  immediately  consulted 
her  family  physician.  He  confirmed  the  presence 
of  a mass  but  advised  that  she  watch  it  and  return 
if  it  grew  larger.  She  returned  a month  later,  dur- 
ing which  time  the  mass  in  the  right  breast  had  grown 
larger  and  a mass  had  developed  in  the  left  breast. 
Two  weeks  later,  she  was  referred  to  a surgeon 
whose  only  pertinent  positive  findings  were  the  two 
hard,  movable  lumps,  the  right  one  measuring  3x2 
cm.,  the  left  one  1.5  cm.  His  impression  was  bi- 
lateral fibroadenomata.  His  advice  was  immediate  bi- 
lateral excision  of  the  masses  for  pathological  study. 
This  procedure  was  carried  out  two  days  later.  The 
pathologist’s  re{x>rt  on  the  frozen  section  of  the 
tumor  in  the  left  breast  was  benign  fibroadenoma, 
but  of  the  tumor  in  the  right  breast,  adenocarcinoma. 
The  surgeon  proceeded  at  once  with  a right  radical 
mastectomy.  The  axillary  glands  showed  no  tumor 
cells. 

Comment:  A mass  in  the  breast  constitutes 
an  emergency  demanding  immediate  investiga- 
tion. The  right  radical  mastectomy  could  and 
should  have  been  done  six  weeks  sooner.  Never- 
theless, the  patient  has  an  excellent  chance  for 
cure. 
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PUBLIC  HEALTH 


L.  J.  Roper,  M.D., 

Shite  Health  Commissioner  of  Virginia. 


The  report  of  the  Bureau  of  Communical)le  Dis- 
eases of  the  State  Department  of  Health  for  Feb- 
ruary 1949  as  compared  with  the  same  month  in 
1948,  and  for  the  period  of  January  through  Fel)- 
ruary  1949  compared  with  tlie  same  period  in  1948, 
is  as  follows: 


Feb. 

Feb. 

Jan.- 

Feb. 

Jan.- 

Feb. 

1949 

1948 

1949 

1948 

I'vphoid  and  paratyphnid 

5 

9 

7 

19 

Diarrhea  and  Dvsenfery 

360 

352 

706 

596 

Measles 

. 3,573 

416 

5,936 

1,171 

Scarlet  fever 

103 

83 

166 

230 

Diphtheria 

- 20 

12 

33 

49 

Poliomyelitis 

3 

2 

8 

3 

Meningitis 

10 

9 

19 

18 

Undiilant  fever 

5 

7 

9 

14 

Rocky  Mountain  spotted  fever 

0 

0 

0 

0 

Tularemia 

2 

1 

5 

18 

Influenza 

For  years  the  feeling  has  been  widespread  among 
physicians  and  public  health  workers  that  the  world 
was  due  for  another  jiandemic  of  influenza  similar 
to  the  one  occurring  in  1918.  At  unpredictable  in- 
tervals such  waves  have  swept  through  the  world, 
and  are  the  most  devastating  of  all  modern  plagues. 
I'he  pandemic  of  1918  was  accompanied  by  a death 
rate  which  far  exceeded  the  war  casualties  of  all 
nations  involved  in  World  War  I. 

In  the  pandemic  of  1936-37  the  virus  was  widely 
distributed  and  the  attack  rate  comparable  to  that 
of  1918,  but  the  number  of  deaths  was  relatively 
small  and  little  public  apprehension  was  aroused. 
It  is  the  wave  of  1918  that  is  remembered  with  the 
associated  feeling  of  panic.  The  reason  for  the  va- 
riation in  the  virulence  of  virus  strains  constitutes 
one  of  the  unsolved  problems  of  infectious  diseases. 

With  this  in  mind,  in  the  Fall  of  1948,  the 
Surgeons  General  of  the  Army,  Navy,  Air  Forces 
and  Public  Health  Service,  developed  a plan  for 
the  establishment  of  an  Influenza  Information  Cen- 
ter at  the  National  Institutes  of  Health  at  Bethesda, 
Maryland.  This  center  administers  in  this  country 
the  World  Health  Organization  Influenza  Program 
whose  aim  is  the  protection  of  the  people  of  the 
world  from  a pandemic  of  influenza  as  last  expe- 


rienced in  1918.  The  Information  Center  collects 
information  as  to  the  occurrence  of  an  outlireak  of 
suspected  influenza  and  aids  in  the  isolation  of  the 
virus  as  a means  of  determining  the  prevailing 
strains  for  use  in  the  production  of  vaccine.  Local 
health  departments  and  the  physicians  of  the  State 
have  a definite  part  to  play  in  this  program,  since 
it  is  they  who  first  will  have  knowledge  of  local 
outbreaks  of  suspected  influenza. 

Fortunately  these  facilities  have  not  had  exten- 
sive use  at  the  present  writing.  Although  there 
have  been  reports  of  increased  numbers  of  cases  on 
the  Continent  of  Europe,  the  condition  has  not  be- 
come pandemic,  nor  does  it  appear  likely  to  do  so. 
.Allowing  for  exceptions  to  the  rule,  the  peak  inci- 
dence of  influenza  usually  comes  in  late  Decemlier, 
January  and  February.  It  is,  therefore,  reassuring 
to  note  that  the  number  of  cases  of  influenza  re- 
])orted  in  the  United  States  March  2nd  had  dropped 
in  three  successive  weeks.  In  the  four  weeks  end- 
ing P'ebruary  26th,  the  incidence  of  reported  cases 
was  one-half  of  the  median  for  the  years  1944-48. 
And  so,  though  in  preventive  medicine  we  can  never 
imperil  our  health  security  by  lack  of  vigilance,  we 
can  feel  a sense  of  relief  for  the  present  at  least. 

The  efficacy  of  vaccines  containing  influenza 
virus  has  been  investigated  since  1936  (Chenowethl. 
Horsfall  in  1941  showed  that  the  subcutaneous  in- 
jection of  virus  vaccine  led  to  a significant  reduc- 
tion in  the  incidence  of  influenza  A.  During  the 
epidemic  of  influenza  A the  incidence  of  the  dis- 
ease was  about  75%  lower  in  vaccinated  than  in 
unvaccinated  persons.  The  disappointing  feature 
is  the  temporary  nature  of  the  immunity  gained 
through  such  vaccination.  P'ollowing  subcutaneous 
administration  of  influenza  vaccine,  antibodies  be- 
gin to  apjiear  in  approximately  a week,  reach  maxi- 
mum levels  during  the  second  week,  remain  con- 
stant for  a month  and  then  gradually  decline  (Hirst 
1942).  There  is  no  agreement  as  to  the  duration  of 
immunity  following  vaccination,  estimates  varying 
from  two  to  twelve  months. 

From  the  viewpoint  of  epidemiolog}-,  treatment, 
and  control,  we  must  remain  vigilant  that  we  may 
marshal  our  forces  at  the  first  evidence  of  invasion. 
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MEDICAL  SOCIETY  OF  VIRGINIA 
THE  COUNCIL 


March  4,  1949 


The  Council  of  the  Society  held  its  winter  meeting  on 
Marcn  4,  1949,  at  the  Society's  office  in  Richmond,  with 
the  president,  Dr.  M.  Pierce  Rucker,  presiding.  Others 
attending  were:  Dr.  Charles  Outland,  vice-president; 
Drs.  R.  B.  Bowles,  C.  L.  Harrell,  Guy  W.  Horsley,  W.  J. 
Ozlin,  J.  T.  T.  Hundley,  R.  P.  Bell,  Jr.,  V.  W.  Archer  and 
James  P.  King,  councilors;  Dr.  L.  J.  Roper,  State  Health 
Commissioner;  Dr.  Ennion  S.  Williams,  associate  edi- 
tor; Drs.  J.  M.  Hutcheson  and  H.  B.  Mulholland,  Amer- 
ican Medical  Association  delegates;  Dr.  J.  M.  Emmett, 
chairman,  committee  on  Public  Relations,  and  Mr.  Henry 
S.  Johnson,  director. 

Motion  was  made  that  the  Council  dispense  with  read- 
ing of  minutes  of  its  last  meeting,  which  related  to  the 
special  assessment  by  the  American  Medical  Association 
for  its  National  Educational  Campaign.  Dr.  Rucker  stated 
that  the  Society  has  the  machinery  in  its  Public  Relations 
Department  for  carrying  on  the  program  and  he  was  nam- 
ing Dr.  Hundley  as  State  Chairman.  Asked  if  he  had  a 
statement  to  make.  Dr.  Hundley  said  he  had  worked  out 
no  details  at  this  time,  but  gave  the  following  contemplated 
steps  worked  out  at  a meeting  of  the  Public  Relations 
Committee  the  evening  before: 

1.  Push  collection  of  AMA  assessment. 

2.  Use  of  existing  organization  with 

a.  State  Chairman 

b.  Public  Relations  office 

c.  Executive  Secretary  and  state  officers 

d.  Councilors 

e.  District  Councilors 

f.  Local  society  officers  and  committees 

3.  Possible  replacement  of  inactive  personnel  in  district 
councils  where  necessary  or  advisable. 

4.  Publicity  and  educational  material  to  be  available 
through  and  distributed  by  the  Public  Relations 
Office. 

5.  Immediate  creation  of  a speakers’  bureau  of  both 
medical  and  lay  persons  to  addrfess  various  groups 
and  organizations. 

6.  Active  and  close  cooperation  with  and  utilization 
of  the  Woman’s  Auxiliary. 

Dr.  Horsley  asked  what  should  be  done  about  members 
of  district  councils  who  showed  no  special  interest  in  the 
work.  Dr.  Emmett  replied  that  he  thought  each  councilor 
could  better  evaluate  the  services  of  the  district  councilors 
and  he  felt  each  councilor  should  appoint  these  as  he 
sees  fit. 

Dr.  Emmett  then  presented  the  following  report  from 
the  Public  Relations  Committee: 

In  view  of  the  grave  situation  with  which  we  seem 
to  be  faced,  several  things  seem  to  be  indicated: 

1.  Members  of  the  Medical  Society  of  Virginia  may 


need  to  be  alerted  to  an  all  out  effort  on  the  part  of 
the  medical  profession  and  to  engage  the  efforts  of 
other  professions,  business,  civic  groups,  etc.,  if  our 
point  of  view  is  to  be  understood,  shared,  and  effec- 
tive in  the  81st  Congress.  One  possible  approach 
to  this  might  be  a resolution  from  the  Council  to 
each  local  medical  society,  recommending  more  fre- 
(pient  meetings  than  are  normally  scheduled  by 
local  societies. 

2.  .‘\t  least  one  meeting  devoted  to  a discussion  of  the 
Socio-economic  aspects  of  medicine  with  particular 
reference  to  compulsory  health  insurance,  to  which 
meeting  a cross-section  of  respective  lay-leadership 
is  invited  (if  such  has  not  been  done). 

3.  Set  up  the  necessary  machinery  to  cooperate  with 
the  efforts  of  our  state  medical  society  under  the 
direction  of  our  state  educational  campaign  director. 

4.  To  embark  upon  a program  of  education  of  the  in- 
dividual membership  of  the  society  and  engage  his 
assistance  in  the  campaign. 

5.  The  creation  (if  one  does  not  already  exist)  of  a 
local  “grievance  committee’’  to  handle  all  criticisms 
of  members  of  the  respective  medical  societies. 

6.  Create  a grievance  appeal  committee  in  the  Medical 
Society  of  Virginia  to  which  matters  of  this  nature 
may  be  referred  by  similar  committees  of  the  local 
medical  societies  in  case  an  appeal  is  desired  or  in 
case  local  grievance  committees  fail  to  function. 

The  Committee  then  offered  the  following  motion: 

1.  That  there  be  constituted  a Grievance  Committee 
of  the  Medical  Society  of  Virginia. 

2.  This  Committee  is  to  consist  of  five  members  to  be 
appointed  by  the  president. 

3.  The  duties  of  the  Grievance  Committee  will  be  the 
investigation  of  complaints  of  improper,  unethical, 
or  unfair  practice  of  medicine,  or  of  overcharging. 
It  is  contemplated  that  the  Grievance  Committee  of 
the  Medical  Society  of  Virginia  will  act  mainly  on 
those  cases  appealed  from  the  decisions  of  a similar 
committee  of  a constituent  society,  but  if  there  is  no 
corresponding  committee  of  a constituent  society, 
the  Grievance  Committee  of  the  Medical  Society  of 
Virginia  is  empowered  to  act.  Complaints  may  orig- 
inate from  either  members  of  the  medical  profession 
or  the  lay  public. 

4.  The  Grievance  Committee  shall  be  authorized  to 
publish  rules  of  procedure. 

5.  Decisions  of  the  Grievance  Committee  shall  be  given 
to  the  complainant,  the  defendant,  and  to  the  Coun- 
cil of  the  Medical  Society  of  Virginia. 

After  discussion,  it  was  moved  and  carried  that  a 
committee  of  three  be  appointed  by  the  President  to  in- 
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corporate  these  suggestions  into  an  appropriate  resolution 
to  be  presented  to  the  Council  after  lunch.  The  President 
appointed  Drs.  Hundley,  Williams  and  King. 

Recess  was  then  taken  for  lunch. 

Resuming  business,  it  was  stated  the  Society  had  re- 
ceived a bill  from  the  Middle  Atlantic  States  Regional 
Conference  on  Medical  Service  for  a contribution  of 

$150.00  but  the  secretary  advised  that  this  had  not  been 

included  in  the  budget  as  the  Society  was  not  called  on 

for  it  last  year.  It  was  moved  and  carried  that  this 

amount  be  paid  out  of  the  treasury  and  Dr.  Archer  felt 
it  should  be  included  in  next  year’s  budget  as  it  was  a 
recurrent  item. 

Dr.  Hundley  presented  the  following  resolutions  pre- 
pared by  the  committee  of  three: 

The  Council  of  the  Medical  Society  of  Virginia  in 
meeting  4th  of  March,  1949,  recommends  to  each  com- 
ponent society  in  order  to  arouse  enthusiasm  and  direct 
effort  toward  effective  mobilization  of  public  opinion 
to  the  dangers  of  current  trends  in  the  regimentation 
of  American  life  and  the  practice  of  medicine  that: 

1.  The  county  societies  consider  the  advisability  of 
more  frequent  meetings; 

2.  That  at  least  one  meeting  each  year  be  devoted 
to  a discussion  of  medical  public  relations  activi- 
ties, to  which  meetings  prominent  citizens,  civic 
leaders  and  press  representatives  be  invited;  and 

3.  That  increased  efforts  be  made  to  inform  the 
individual  society  members  of  the  dangers  of 
the  medical  proposals  and  legislation  now  under 
consideration  of  Congress. 

Be  it  further  recommended  that  each  constituent  med- 
ical society  appoint  a Grievance  Committee  to  investi- 
gate complaints  relating  to  unfair  practices  or  instances 
of  overcharging,  whether  these  complaints  originate 
within  the  profession  or  from  the  lay  public.  This  com- 
mittee will  function  on  the  local  level  and  appeals  to 
a similar  committee  of  the  Medical  Society  of  Virginia 
will  be  available  in  instances  where  local  adjustments 
cannot  be  effected  satisfactorily. 

It  was  moved  and  carried  that  these  be  adopted  and 
the  secretary  was  instructed  to  send  a copy  to  each  society 
and  councilor. 

A letter  was  presented  from  Dr.  Louis  H.  Bauer, 
secretary-treasurer  of  the  World  Medical  Association, 
inviting  this  Society  to  become  a Founder-Sustaining  mem- 
ber and  to  contribute  for  its  support  an  amount  in  pro- 
portion to  its  membership  and  financial  status.  Offer  was 
also  made  to  send  a speaker  to  the  next  meeting  who  might 
speak  on  this  subject  for  15-20  minutes.  After  discus- 
sion, it  was  moved  by  Dr.  Hundley,  seconded  by  Dr. 
Archer,  to  table  this  letter  but  to  offer  the  Association  an 
opportunity  to  have  a speaker  appear  before  a general 
session  of  the  next  meeting  of  the  Society. 

Dr.  Rucker  said  Dr.  Lull  had  advised  that  on  the  basis 
of  its  membership  on  December  1,  1948,  the  Society  is 
entitled  to  three  delegates  in  the  House  of  Delegates  of 


the  American  Medical  Association  for  1949  and  asked 
if  the  members  had  any  suggestions.  Dr.  Harrell  moved 
that  this  be  left  to  the  President  but  that  he  might  con- 
sult with  the  present  delegates  and  Dr.  Walter  Martin, 
who  is  a member  of  the  A.M.A.  Board  of  Trustees.  This 
raised  the  question  about  paying  the  third  delegate’s  ex- 
penses in  attending  sessions  of  the  Association,  as  pro- 
vision had  not  been  made  for  this  in  the  budget.  It  was 
moved,  seconded  and  carried  that  the  same  amount  be 
allowed  for  the  new  delegate  as  for  each  of  the  others. 

I'he  Virginia  Advisory  Legislative  Council  was  au- 
thorized by  the  1948  General  Assembly  of  Virginia  to 
make  a thorough  and  complete  study  of  the  provisions  of 
the  insurance  laws  of  the  State,  and  the  Society  was  among 
the  organizations  asked  to  write  out  any  suggestions  to 
present  to  the  committee  in  charge.  Dr.  Harrell  said  that 
hospital  insurance  will  not  pay  for  tuberculous  pa- 
tients and,  when  people  take  out  hospital  insurance  they 
do  not  know  what  kind  of  sickness  they  will  have.  It  was 
thought  the  committee  was  not  referring  to  this  kind  of 
insurance  but  it  was  suggested  that  the  letter  be  turned 
over  to  the  Legislative  Committee. 

Upon  request  of  Dr.  Emmett,  Dr.  Caudill,  president- 
elect, who  was  in  Florida,  had  written  with  regard  to 
holding  the  1950  meeting  of  the  Society  at  White  Sulphur 
Springs,  West  Virginia.  This  suggestion  was  tabled,  to 
be  brought  up  at  the  annual  meeting. 

Several  letters  with  regard  to  medical  care  and  hos- 
pitalization and  one  from  the  Tennessee  State  Medical 
Association  concerning  medical  and  hospital  benefits  for 
veterans  were  ordered  to  be  acknowledged  and  referred 
to  the  Public  Relations  Department. 

Dr.  Elmer  Hess,  chairman  of  the  American  Medical 
Association  Committee  on  Hospitals  and  the  Practice  of 
Medicine,  had  written  with  regard  to  creating  a standing 
committee  on  Hospital  Relations  for  the  purpose  of  at- 
tempting to  iron  out  any  controversies  which  might  oc- 
cur in  the  state  concerning  the  practice  of  medicine  and 
hospitals.  After  discussion.  Dr.  Archer  moved,  seconded 
by  Dr.  Harrell,  that  this  be  tabled. 

Dr.  Rucker  told  of  a nurse  recruitment  campaign 
adopted  by  North  Carolina  which  had  proved  successful 
in  that  state  and  this  news  release  was  referred  to  the 
Virginia  State  Nurse  Association. 

Dr.  Dickinson  of  the  Bureau  of  Medical  Economic  Re- 
search of  the  American  Medical  Association  had  asked 
if  the  Society  had  adopted  resolutions  concerning  fees  for 
life  insurance  examinations  and  attending  physician’s 
statement.  No  resolution  had  been  adopted  by  the  So- 
ciety and  Dr.  Williams  said  the  Life  Insurance  Company 
of  Virginia  had  adopted  none. 

A letter  was  presented  from  Dr.  J.  R.  Kight  in  which 
a recommendation  was  presented  from  the  Department  of 
Gynecology  and  Obstetrics  of  DePaul  Hospital,  Norfolk, 
that  a state  law  be  passed  reijuiring  all  obstetric  cases  to 
have  serologic  tests  performed  and  that  such  tests  be 
required  for  the  filing  of  a birth  certificate,  similar  to 
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the  present  prerequisite  of  premarital  blood  tests  for  a 
marriage  license  certificate.  This  was  ordered  referred 
to  the  Legislative  Committee. 

A report  was  presented  from  the  Committee  on  Rebates 
of  the  American  Medical  Association,  and  it  was  felt 
this  could  be  handled  through  the  local  societies  with 
the  assistance  of  the  Ethics  Committee. 

Dr.  Rucker  said  Dr.  E.  G.  Gill  of  Roanoke,  had  written 
him,  suggesting  the  appointment  of  a committee  on  Con- 
servation of  Sight  and  Prevention  of  Blindness  and  he  had 
replied  that  he  would  bring  this  suggestion  before  the 
Council.  Motion  was  made  hy  Dr.  Archer,  seconded  hy 
Dr.  Harrell,  that  the  president  appoint  such  a committee. 

Under  new  business.  Dr.  Hutcheson  offered  the  follow- 
ing motion  : That  a questionnaire  be  sent  to  each  guberna- 
torial candidate  concerning  his  views  on  compulsory  health 
insurance  on  the  plan  now  proposed  in  Washington,  and 
that  replies  be  made  accessible  to  doctors  throughout  the 
state.  This  was  adopted  and  referred  to  the  chairman  of 
the  Public  Relations  Committee  to  be  sent  out  over  his 
name. 

Dr.  Archer  said  he  had  just  talked  to  Mr.  Christensen 
with  Advertising  Displays  and  Decorations,  who  had  set 
up  the  scientific  exhibits  last  year,  and  for  this  year  he 
had  given  a price  of  $1,500.00  which  was  $300.00  in  excess 
of  the  committee’s  budget,  and  he  wished  the  Council  to 
advise  him  what  to  do.  He  felt  that  the  exhibits  last  year 
were  excellent  and  doctors  generally  seemed  pleased  with 
the  set  up.  Dr.  Harrell  moved  that  this  item  in  the 


budget  be  increased  to  $1,600.00  so  as  to  allow  an  addi- 
tional $100.00  for  incidental  expenses.  This  was  sec- 
onded and  carried. 

The  secretary  was  instructed  to  ask  Dr.  Lawrence, 
Washington  representative  of  the  American  Medical  As- 
sociation, to  put  the  names  of  all  the  councilors  on  his 
mailing  list  to  receive  data  he  sends  out. 

It  was  stated  that  Dr.  Hundley  would  have  some  ex- 
penses in  connection  with  his  work  as  chairman  of  the 
National  Educational  Campaign  for  the  State  and  it  was 
decided  he  should  be  reimbursed  out  of  the  Public  Rela- 
tions Department  budget. 

Dr.  Rucker  said  he  would  like  for  Drs.  Horsley  and 
Porter  to  serve  as  the  Finance  Committee  and  prepare 
the  budget  for  the  annual  meeting. 

.Adjournment  followed. 

Aoves  V.  Edw'Ards, 

Secretary. 

Approved ; 

M.  Pierce  Rucker, 

President. 

The  Grievance  Committee  appointed  by  Dr.  Rucker  is 
composed  of  Dr.  J.  M.  Emmett,  Chairman,  Dr.  W.  L. 
Powell,  Dr.  Guy  R.  Fisher,  Dr.  H.  B.  Mulholland,  and 
Dr.  Roshier  W.  Miller. 

The  President  also  appointed  the  following  as  the  Com- 
mittee on  Conservation  of  Sight  and  Prevention  of  Blind- 
ness: Dr.  E.  G.  Gill,  chairman,  and  Drs.  W.  W.  Gill 
and  A.  A.  Burke. 


Floral  Eponym 
Lettsomia 

Lettsom,  John  Coakley.  1774-1815 

Lettsom  was  the  well  known  Quaker  physician  and  the  founder  of  the  Medical 
Society  of  London.  He  is  well  remembered  as  the  friend  of  many  American  doctors 
who  visited  London  during  his  time.  When  the  Pennsylvania  Hospital  was  started, 
he  sent  a set  of  handsome  anatomical  plates. 

Lettsomia  is  a genus  of  about  40  species  of  scandcnt  shrubs  of  tropical  Africa  and 
tlast  India.  L.  capitata  is  a beautiful  vine  with  deep  pink  flowers  that  may  be  grown 
in  Southern  Florida. 
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MEDICAL  SOCIETY  OF  VIRGINIA 


PUBLIC  RELATIONS 

Henry  S.  Johnson,  Director 


National  Educational  Campaign  in  Opposi- 
tion to  Compulsory  Health  Insurance. 

A conference  was  called  by  the  Coordinating  Com- 
mittee from  the  Board  of  Trustees  of  the  American 
Medical  Association  in  Chicago,  February  12th. 

Invitations  were  extended  (expenses  paid)  to  two  rep- 
resentatives from  each  state  medical  society.  Dr.  John 
T.  T.  Hundley,  Councilor,  6th  District,  Lynchburg,  and 
Miss  Agnes  V.  Edwards,  Executive  Secretary,  were  there. 

This  conference  was  unusually  well  attended  and  con- 
sidered the  campaign  to  defeat  compulsory  health  in- 
surance on  the  national,  state  and  local  levels.  The  Board 
of  Trustees,  the  Coordinating  Committee,  the  Public  Re- 
lations firm  of  Whitaker  and  Baxter  and  these  represen- 
tatives spent  the  entire  day  in  a discussion  of  this  cam- 
paign. 

The  work  of  the  firm  of  Whitaker  and  Baxter  will  be 
largely  that  of  developing  strategy,  procedures  and  ma- 
terials, rather  than  “lobbying  in  Washington”.  Empha- 
sis was  placed  on  the  positive  program  of  the  medical 
profession  as  embodied  in  the  12-Point  Program  of  the 
American  Medical  Association. 

As  an  observer,  one  was  impressed  with  several  items; 
(1)  With  the  proposals  of  Whitaker  and  Baxter;  (2)  The 
enthusiasm  with  which  the  entire  program  was  accepted 
by  the  representation  from  the  states;  (3)  The  general 
agreement  and  accord  reached  by  the  delegation  ; (4)  The 
recognition  and  acceptance  of  the  leadership  and  as- 
sistance offered  by  the  American  Medical  Association  in 
this  pro.gram,  and  (5)  the  obvious  fine  atmosphere  of 
esprit  dr  corps  in  which  this  campaign  is  being  ap- 
proached. 

The  following  day  representatives  from  approximately 
25  states  gathered  for  another  conference  on  the  subject 
of  implementing  this  program  on  a state  and  local  level. 

For  this,  there  was  no  set  program,  but  instead,  just 
“shop  talk”.  The  existing  and  possible  setups  in  the  rep- 
resentative states  were  discussed  in  detail.  The  merits 
of  specific  activities  were  debated  and  in  general,  this 
proved  to  be  a highly  instructive  and  helpful  session. 
The  minutes  of  this  meeting  were  sent  to  the  represented 
states. 

It  was  felt  that  the  conference  called  by  AMA  could 
be  helpful  to  the  representative  campaign  chairman  and 
in  the  meantime.  Dr.  John  T.  T.  Hundley  of  Lynchburg, 
has  been  chosen  as  the  state  campaign  chairman  of  the 
Medical  Society  of  Virginia. 

Public  Relations  Committee  Meeting. 

A regular  meeting  of  the  Public  Relations  Committee 
was  held  at  Ruegers  Hotel,  Thursday  evening.  March  3. 
It  was  attended  by  all  members  of  the  committee  and 


Dr.  M.  Pierce  Rucker  and  Dr.  John  T.  T.  Hundley  of 
the  6th  Congressional  District,  Lynchburg. 

From  a three-hour  discussion,  several  points  were  con- 
sidered of  sufficient  importance  to  be  recommended  to  the 
regular  meeting  of  the  Council  the  following  day.  Some 
of  these  are  as  follows:  (1)  More  frequent  meetings  than 
are  normally  scheduled  by  local  societies.  (2)  At  least  one 
meeting  of  each  local  medical  society  during  the  current 
year  to  be  devoted  to  a discussion  of  the  Socio-Economic 
aspects  of  medicine  with  particular  reference  to  compul- 
sory health  insurance.  The  advisability  of  having  leader- 
ship of  the  lay-public  in  for  these  meetings  was  pointed 
out.  (3)  Set-up  the  necessary  machinery  to  cooperate  with 
the  efforts  of  the  membership  of  the  Medical  Society  of 
Virginia,  under  the  directorship  of  our  state  educational 
campaign  chairman,  in  opposing  compulsory  health  in- 
surance. (4)  To  renew  our  efforts  in  a program  of 
education  of  the  individual  membership  of  the  society  and 
engage  his  assistance  in  this  campaign.  (5)  The  creation 
of  “grievance  committees”  (if  these  do  not  exist)  to  deal 
with  complaints  from  patients  of  members  of  the  Medical 
Society  of  Virginia. 

Speaking  Engagements  and  Speakers. 

Following  the  pattern  of  the  state-wide  Public  Relations 
Conference  in  Richmond,  January  15,  it  is  gratifying  to 
observe  how  many  local  medical  societies  are  inviting  in 
representation  from  other  professions,  business  and  civic 
groups,  on  discussions  of  the  Socio-Economic  aspects  of 
medicine.  Appearances  before  other  than  medical  groups 
are  most  desirable.  Speaking  engagements  and  discussions 
can  be  very  effective  in  molding  public  opinion  and  op- 
posing government  medicine.  It  is,  therefore,  hoped 
that  each  medical  society  and  each  doctor  will  be  on  the 
alert  for  every  such  opportunity  that  may  be  uncovered 
and  that  the  consensus  of  the  group  may  be  secured  in 
the  form  of  a resolution  or  request  which  may  be  passed 
on  to  Washington,  American  Medical  Association,  Whit- 
aker and  Baxter,  and  the  press,  etc.,  through  the  depart- 
ment of  public  relations. 

Although,  in  the  near  future,  there  may  be  a specific 
request  from  the  chairman  of  the  educational  campaign 
in  this  regard,  this  means  is  being  employed  to  urge  every 
member  of  the  Medical  Society  of  Virginia  to  be  think- 
ing over  capable  speakers,  both  in  and  outside  of  the 
profession,  who  would  be  willing  to  make  the  necessary 
preparation  to  serve  in  this  capacity. 

Already  there  is  evidence  of  great  support  of  the  point 
of  view  of  the  medical  profession  with  respect  to  any 
approach  to  socialism  here.  It  is  urgent  that  people  of 
Virginia  give  intelligent  consideration  to  the  immediate 
and  ultimate  effects  of  compulsory  health  insurance. 
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and  that  these  views  be  made  known  to  our  representa- 
tion in  Washington. 

Another  Danger. 

It  appears  that  the  81st  Congress  is  now  giving  con- 
sideration to  the  broadening  of  the  Social  Security  Act  to 
include  weekly  payments  in  the  event  of  disability.  If 
cash  weekly  payments  were  included  for  disability,  this 


would  necessitate  a great  array  of  federal  employees  not 
necessarily  well  trained  for  this  highly  technical  work  as 
claims  adjusters.  This  is  but  another  evidence  of  attempts 
being  made  to  socialize  a service  to  the  American  people. 
It  should  be  regarded  as  another  step  toward  placing  in 
the  hands  of  the  Social  Security  Administration,  respon- 
sibility of  administering  a Medical  Care  Program.  (See, 
HR  2892  and  2893.) 


NATIONAL  EDUCATION  CAMPAIGN  AMERICAN  MEDICAL  ASSOCIATION 


To  THE  Doctors  of  Virginia: 

American  Medicine  faces  its  greatest  crisis.  The  issue 
is  clearly  drawn.  On  one  side  is  the  medical  profession, 
the  practicing  doctor,  who  is  fighting  to  maintain  his  per- 
sonal and  professional  integrity.  Aligned  against  him 
are  the  forces  of  collectivism,  of  bureaucratic  control, 
who  desire  to  impose  State  controlled  medicine  on  the 
American  Medical  profession  and  on  the  American  peo- 
ple. Between  the  two  is  the  public,  generally  uninformed, 
often  gullible,  who  will  be  the  real  losers  if  the  medical 
profession  fails  to  win. 

The  battle  is  joined.  The  American  Medical  Associa- 
tion has  accepted  the  challenge  and  is  entering  upon  an 
all-out  fight  to  inform  the  public  of  the  dangers  of  State 
medicine  and  the  advantages  of  the  private  system  of 
medical  practice.  The  AMA  cannot  win,  but  the  doctors 
of  America,  with  the  help  of  their  friends,  can. 

I have  been  appointed  State  Chairman  for  Virginia.  It 
will  be  my  task,  working  through  the  State  and  local  med- 
ical societies,  to  direct  the  fight  in  Virginia.  There  is 
nothing  I can  do  alone,  but  with  the  help  of  every  Virginia 
doctor,  and  our  lay  friends,  we  can  win  this  fight.  And 
win  it  we  must,  or  we  will  be  slaves  of  a Washington 
bureaucracy. 

In  the  next  few  months  you  w'ill  hear  from  me  many 
times.  I am  confident  I will  not  call  in  vain. 

Mobilize  your  resources.  Contact  your  friends.  Work 
through  your  lay  organizations.  Send  for  material  you 
can  and  will  use.  Speak  before  lay  groups.  Influence 
your  patients. 

In  that  way  we  will  win;  and  win  we  must. 


Campaign.  The  following  list  of  536  contributors, 
which  was  closed  on  March  18th,  brings  the  total 
number  of  contributions  from  Virginia  to  1023. 

Accomac 

Dr.  J.  L.  DeCormis 


Albemarle 
Dr.  R.  S.  Blackman 
Dr.  George  Cooper,  Jr. 
Dr.  J.  C.  Coulter 
Dr.  Frank  D.  Daniel 
Dr.  E.  C.  Drash 
Dr.  G.  S.  Fitz-Hugh 
Dr.  John  L.  Guerrant 
Dr.  J.  deD.  Martinez 

Alexandria 
Dr.  Charles  V.  Amole 
Dr.  Wallace  E.  Baker 
Dr.  William  T.  Burch 
Dr.  M.  D.  Delaney 
Dr.  Ben  C.  Jones,  Jr. 

Dr.  John  Kilday 

Dr.  H.  A.  Latane 

Dr.  Robert  W.  Lee 

Dr.  George  Lemeshewsky 

Dr.  A.  E.  Long 

Dr.  James  W.  Love 

Dr.  T.  L.  Lucas 

ADeghany-Bath 
Dr.  Louis  A.  Houfi 
Dr.  H.  G.  Hudnall 


Dr.  D.  O.  Nichols 

Dr.  Woodbury  Perkins 

Dr.  D.  C.  Smith 

Dr.  Oscar  Swineford,  Jr. 

Dr.  G.  C.  G.  Thomas 

Dr.  W.  N.  Thornton,  Jr. 

Dr.  J.  Edwin  Wood,  Jr. 


Dr.  James  J.  Moriarity 
Dr.  A.  J.  Mourot 
Dr.  Walter  L.  Nalls 
Dr.  C.  T.  Nicholson,  Jr. 
Dr.  Thomas  Peery 
Dr.  Harrison  Picot 
Dr.  George  Speck 
Dr.  J.  C.  Watson 
Dr.  C.  A.  Webb 
Dr.  Daniel  Yuter 
Dr.  H.  D.  Wolff,  Jr. 


Dr.  M.  B.  Jarman 


John  T.  T.  Hundley,  M.D., 

Chairman,  State  Educational  Program 
Allied  Arts  Building,  Lynchburg,  Va. 

American  Medical  Association  Assessment 
for  Educational  Campaign. 

.According  to  the  list  published  in  the  March 
issue  of  the  Monthly,  there  were  487  Virginia  doc- 
tors who  had  contributed  to  the  special  assessment 
for  the  American  Medical  Association  Educational 


Arlington 
Dr.  Henry  L.  Bastien 
Dr.  Joseph  Beinstein 
Dr.  Clift  P.  Berger 
Dr.  Robert  H.  Detwiler 
Dr.  Anthony  R.  DiSario 
Dr.  Louis  A.  Eigen 
Dr.  Milton  Flocks 
Dr.  Robert  C.  Hood 
Dr.  John  H.  Judson 
Dr.  K.  Charles  Latven 


Dr.  John  B.  Leary 
Dr.  Donald  C.  McCollum 
Dr.  J.  R.  McGriff 
Dr.  Lee  B.  Martin 
Dr.  Albert  J.  Orlosky 
Dr.  W.  A.  Price 
Dr.  Ralph  A.  Quick 
Dr.  Alvin  V.  Rouser 
Dr.  Raymond  Schwartz 
Dr.  Stephen  J.  Sheehy 
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Dr.  Arthur  I.  Sims 
Dr.  Herman  I.  Slate 
Dr.  John  B.  Sullivan 

Augusta 

Dr.  C.  E.  Johnson,  Jr. 

Bedford 

Dr.  Clifton  R.  Titus 

Elizabeth  City 
Dr.  Burl  Bassette 
Dr.  B.  E.  Hunt 
Dr.  E.  S.  Jones 
Dr.  F.  A.  Kearney 
Dr.  Benjamin  Miller 

Fauquier 
Dr.  P.  K.  Candler 
Dr.  J.  Frank  Folk 
Dr.  M.  B.  Hiden 
Dr.  O.  L.  Huffman 
Dr.  Charles  B.  Martin 

Fourth  District 
Dr.  Lee  S.  Barksdale 
Dr.  A.  T.  Brickhouse 
Dr.  P.  L.  Hill 
Dr.  C.  W.  Lynn 
Dr.  E.  L.  McGill 
Dr.  W.  B.  Mcllvvaine,  III 
Dr.  James  T.  O’Neal 

Fredericksburg 
Dr.  N.  Talley  Ballou,  Jr. 
Dr.  John  G.  Broaddus 
Dr.  William  B.  Butzner 
Dr.  L.  P.  Cox 
Dr.  A.  J.  Ferlazzo 
Dr.  Wm.  Flegenheimer 
Dr.  J.  Minor  Holloway 
Dr.  Gordon  Jones 
Dr.  L.  F.  Lee 
Dr.  Lloyd  F.  Moss 
Dr.  Claude  A.  Nunnally 

James  River 
Dr.  Garland  Dyches 
Dr.  E.  J.  Haden 
Dr.  L.  W.  Hulley 
Dr.  E.  B.  Nuckols 
Dr.  W.  A.  Pennington 

Lee 

Dr.  Charles  C.  Carr 
Dr.  J.  H.  Dellinger 
Dr.  Thos.  S.  Ely 

Loudoun 

Dr.  C.  W.  Warren 

Louisa 

Dr.  H.  S.  Daniel 


Dr.  Clarence  J.  Weimer 
Dr.  W.  C.  Welburn 
Dr.  Frasier  Williams 

Dr.  Samuel  G.  Saunders 


Dr.  Nowell  D.  Nelms 
Dr.  Paul  J.  Parker 
Dr.  Willard  P.  Smith 
Dr.  Oscar  W.  Ward,  Jr. 
Dr.  Robt.  H.  Wright,  Jr. 

Dr.  Stewart  McBryde 
Dr.  V.  L.  McCullers 
Dr.  W.  S.  Nicklin 
Dr.  Wm.  R.  Pretlow 
Dr.  H.  L.  Townsend 

Dr.  S.  B.  Perry 
Dr.  W.  M.  Phipps 
Dr.  James  H.  Powell 
Dr.  Clyde  L.  Saylor 
Dr.  Jas.  A.  Thweatt 
Dr.  John  M.  Williams 
Dr.  John  S.  Williams 

Dr.  Paul  J.  Nutter 
Dr.  Thomas  B.  Payne 
Dr.  Frank  C.  Pratt 
Dr.  George  A.  Reynolds 
Dr.  J.  R.  Sayers 
Dr.  D.  W.  Scott 
Dr.  J.  L.  Smoot 
Dr.  J.  R.  Travis 
Dr.  Earl  R.  Ware 
Dr.  Nancy  Whitticar 
Dr.  James  G.  Willis 

Dr.  T.  E.  Patteson 
Dr.  Russell  N.  Snead 
Dr.  L.  R.  Stinson 
Dr.  A.  C.  Whitley 
Dr.  J.  H.  Yeatman 

Dr.  Nat  C.  Ewing 
Dr.  G.  B.  Setzler 
Dr.  B.  T.  Young 


Dr.  J.  Langdon  Moss 


Lynchburg 
Dr.  R.  H.  Cross 
Dr.  Horace  D.  Hoskins 
Dr.  J.  H.  Hoskins 
Dr.  Holcombe  H.  Hurt 
Dr.  Bernard  H.  Kyle 

Nansemond 

Dr.  William  H.  Chapman 
Dr.  David  S.  Corcoran 
Dr.  J.  R.  Ellison 
Dr.  J.  M.  Habel,  Jr. 

Norfolk 

Dr.  E.  Ray  Altizer 
Dr.  G.  Bentley  Byrd 
Dr.  W.  E.  Byrd 
Dr.  J.  A.  Cooke 
Dr.  Mark  Exley 
Dr.  E.  D.  Floyd 
Dr.  W.  H.  Kelly 
Dr.  B.  R.  Kennon 
Dr.  Robert  Matthews 
Dr.  Laura  G.  Morris 

Northern  Virginia 
Dr.  F.  C.  Downey 
Dr.  P.  T.  Grove 
Dr.  E.  L.  Hopewell 
Dr.  J.  C.  Hortenstine 

Princess  Anne 
Dr.  Cora  Z.  Corpening 
Dr.  H.  F.  Dormire 
Dr.  1.  L.  Hancock 
Dr.  Kathryn  D.  Hill 
Dr.  H.  B.  LaFavre 

Richmond  Academy 

Dr.  B.  R.  Allen 

Dr.  B.  H.  Bailey 

Dr.  Webster  P.  Barnes 

Dr.  Regena  C.  Beck 

Dr.  1.  A.  Bigger 

Dr.  William  Bickers 

Dr.  Wyndham  B.  Blanton 

Dr.  Nathan  Bloom 

Dr.  L.  C.  Brawner 

Dr.  A.  S.  Brinkley 

Dr.  Alexander  Brown,  III 

Dr.  E.  C.  Bryce,  II 

Dr.  R.  D.  Butterworth 

Dr.  E.  P.  Buxton 

Dr.  Paul  D.  Camp 

Dr.  C.  M.  Caravati 

Dr.  E.  B.  Carpenter 

Dr.  Robert  E.  Carr 

Dr.  A.  L.  Carson,  Jr. 

Dr.  W.  F.  Cavedo 
Dr.  R.  C.  Cecil 


Dr.  B.  K.  Mundy 
Dr.  Fredk.  M.  Morrison 
Dr.  L.  R.  O’Brian 
Dr.  A.  D.  F.  White 


Dr.  Edward  C.  Joyner 
Dr.  David  L.  Rawls 
Dr.  J.  E.  Rawls,  Jr. 

Dr.  William  H.  Rogers 

Dr.  B.  L.  Parrish 
Dr.  A.  A.  Perkins 
Dr.  W.  A.  Porter 
Dr.  James  G.  Price 
Dr.  J.  M.  Ratliff 
Dr.  M.  B.  Savage 
Dr.  Geo.  W.  Shenck 
Dr.  G.  W.  Simpson 
Dr.  L.  B.  Waters 
Dr.  N.  G.  Wilson 

Dr.  W.  P.  McGuire 
Dr.  John  B.  McKee 
Dr.  G.  R.  Waterman 
Dr.  J.  M.  Winkfield 

Dr.  R.  A.  Stata 
Dr.  W.  L.  Taylor 
Dr.  J.  W.  Todd 
Dr.  R.  B.  Venner 
Dr.  R.  W.  Woodhouse 

Dr.  Thos.  S.  Chalkley 
Dr.  W.  E.  Chapin 
Dr.  Douglas  G.  Chapman 
Dr.  Kenneth  J.  Cherry 
Dr.  C.  C.  Chewning 
Dr.  Edgar  Childrey,  Jr. 
Dr.  Beverley  B.  Clary 
Dr.  Dean  B.  Cole 
Dr.  F.  P.  Coleman 
Dr.  Jose  D.  Coll 
Dr.  John  E.  Collier 
Dr.  R.  H.  Courtney 
Dr.  R.  L.  Creekmur 
Dr.  William  E.  Daner 
Dr.  Donald  S.  Daniel 
Dr.  T.  Dewey  Davis 
Dr.  Henry  W.  Decker 
Dr.  W.  K.  Dix 
Dr.  John  P.  Eastham 
Dr.  A.  M.  Edmonds 
Dr.  Maynard  R.  Emlaw 


1949] 


Virginia  Medical  Monthly 


199 


Dr.  E.  I.  Evans 
Dr.  W.  H.  Evans 
Dr.  R.  G.  Paris 
Dr.  Burton  E.  Field 
Dr.  J.  B.  Fisher 
Dr.  J.  O.  Fitzgerald 
Dr.  E.  Latane  Flanagan 
Dr.  F.  P.  Fletcher 
Dr.  H.  S.  Fletcher 
Dr.  R.  W.  Fowlkes 
Dr.  H.  B.  Frischkorn 
Dr.  George  S.  Fultz 
Dr.  Louise  F.  Galvin 
Dr.  Emily  Gardner 
Dr.  E.  T.  Gatewood 
Dr.  A.  B.  Gathright 
Dr.  R.  Finley  Gayle 
Dr.  J.  S.  Gilman 
Dr.  A.  S.  Graham 
Dr.  W.  R.  Graham 
Dr.  J.  R.  Grinds 
Dr.  DuPont  Guerry,  III 
Dr.  H.  B.  Haag 
Dr.  E.  E.  Haddock 
Dr.  Campbell  Harris 
Dr.  Wm.  H.  Harris 
Dr.  B.  W.  Haynes,  Jr. 

Dr.  Frances  Hellebrandt 
Dr.  Wm.  H.  Higgins,  Jr. 
Dr.  F.  E.  Hinchman 
Dr.  Fred  M.  Hodges 
Dr.  R.  A.  Hoffman 
Dr.  Randolph  Hoge 
Dr.  R.  C.  Hooker 
Dr.  B.  A.  Hord 
Dr.  Guy  W.  Horsley 
Dr.  Gwen  S.  Hudson 
Dr.  Algie  S.  Hurt,  Jr. 

Dr.  J.  M.  Hutcheson 
Dr,  Roger  A.  Jackson 
Dr.  Frank  S.  Johns 
Dr.  Basil  B.  Jones 
Dr.  J.  Philip  Jones 
Dr.  John  Paul  Jones 
Dr.  E.  L.  Kendig 
Dr.  Edmund  M.  LaPrade 
Dr.  R.  B.  Lawrence 
Dr.  Herbert  C.  Lee 
Dr.  Walter  J.  Lee 
Dr.  Thos.  B.  Leonard 
Dr.  Chas.  E.  Llewellyn 
Dr.  R.  C.  Longan 
Dr.  Louis  Lovenstein 
Dr.  L.  C.  Lush 
Dr.  John  P.  Lynch 
Dr.  James  M.  MacMillan 
Dr.  F.  B.  Mandeville 
Dr.  J.  R.  Massie 


Dr.  W.  Ambrose  McGee 
Dr.  H.  Page  Mauck 
Dr.  T.  Stanley  Meade 
Dr.  J.  M.  Meredith 
Dr.  Richard  Michaux 
Dr.  Stuart  Michaux 
Dr.  Robert  M.  Miskimon 
Dr.  J.  Warren  Montague 
Dr.  W.  P.  Morrissette 
Dr.  W.  R.  Morton 
Dr.  Robert  P.  Meyers 
Dr.  Charles  M.  Nelson 
Dr.  H.  1.  Nemuth 
Dr.  M.  E.  B.  Owens,  Jr. 
Dr.  William  H.  Parker 
Dr.  P.  N.  Pastore 
Dr.  W.  E.  Pembleton 
Dr.  A.  W.  Pepple 
Dr.  M.  M.  Pinckney 
Dr.  Frank  Pole 
Dr.  B.  W.  Rawles,  Jr. 

Dr.  Wellford  Reed 
Dr.  Walter  Rein 
Dr.  M.  C.  Richards 
Dr.  Irwin  Rifkin 
Dr.  E.  S.  Robertson 
Dr.  Spotswood  Robins 
Dr.  Chas.  N.  Rcmaine 
Dr.  L.  J.  Roper 
Dr.  Leslie  W.  Rose 
Dr.  W.  E.  Roye 
Dr.  Edwin  Rucker 
Dr.  J.  M.  G.  Ryland 
Dr.  Eric  C.  Schelin 
Dr.  Thos.  S.  Scotti 
Dr.  C.  1.  Sease 
Dr.  L.  L.  Shamburger 
Dr.  Turner  S.  Shelton 
Dr.  R.  C.  Siersema 
Dr.  Reuben  F.  Simms 
Dr.  Alfred  L.  Smith 
Dr.  Mason  Smith 
Dr.  Maynard  P.  Smith 
Dr.  J.  A.  Solomon 
Dr.  J.  T.  R.  Sweeney 
Dr.  John  L.  Tabb 
Dr.  Robt.  V.  Terrell 
.Dr.  J.  Warrick  Thomas 
Dr.  Rudolph  C.  Thomason 
Dr.  W.  T.  Thompson 
Dr.  C.  C.  Trice 
Dr.  Chas.  E.  Troland 
Dr.  G.  R.  Tureman 
Dr.  John  W.  Turman 
Dr.  Gilman  Tyler 
Dr.  Howard  Urbach 
Dr.  Douglas  Vanderhoof 
Dr.  Porter  P.  Vinson 


Dr.  Meyer  Vitzky 
Dr.  Harry  Walker 
Dr.  Emanuel  Wallerstein 
Dr.  H.  H.  Ware,  Jr. 

Dr.  J.  E.  Warinner 
Dr.  Harry  J.  Warthen 
Dr.  T.  B.  Washington 
Dr.  Wm.  R.  Weisiger 
Dr.  A.  1.  Weinstein 
Dr.  B.  R.  Wellford 

Roanoke  Academy 
Dr.  Allen  Barker 
Dr.  Ruth  Barnhart 
Dr.  Homer  Bartley 
Dr.  W.  H.  Batte 
Dr.  J.  M.  Bishop 
Dr.  George  S.  Bourne 
Dr.  J.  O.  Boyd 
Dr.  J.  O.  Boyd,  Jr. 

Dr.  Esther  Clark  Brown 
Dr.  Walter  Buckner 
Dr.  C.  T.  Burton 
Dr.  W.  W.  S.  Butler 
Dr.  J.  Lawson  Cabaniss 
Dr.  Sheldon  D.  Carey 
Dr.  S.  B.  Cary 
Dr.  J.  T.  Colley 
Dr.  A.  C.  Davis 
Dr.  C.  F.  Davis,  J r. 

Dr.  F.  F.  Davis 
Dr.  Hal  Davis 
Dr.  Paul  Davis 
Dr.  M.  P.  Dillard 
Dr.  D.  L.  Doherty,  Jr. 

Dr.  C.  W.  Dorsey 

Dr.  Julian  B.  Doss 

Dr.  Charles  H.  Dow 

Dr.  Frank  F.  Ellis 

Dr.  F.  A.  Farmer 

Dr.  Douglas  D.  Fear 

Dr.  E.  F.  Flora 

Dr.  Paul  T.  Forth 

Dr.  Newland  W.  Fountain 

Dr.  J.  E.  Gardner 

Dr.  David  S.  Garner 

Dr.  E.  G.  Gill 

Dr.  Earle  Glendy 

Dr.  K.  D.  Graves 

Dr.  A.  M.  Groseclose 

Dr.  Fred  E.  Hamlin 

Dr.  W.  G.  Hardy 

Dr.  W.  F.  Hatcher 

Dr.  Frank  Helvestine,  Jr. 

Dr.  T.  J.  Hughes 

Dr.  T.  J.  Humphries 

Dr.  George  S.  Hurt 

Dr.  Ira  H.  Hurt 


Dr.  George  F.  West 
Dr.  Thos.  F.  Wheeldon 
Dr.  Carrington  Williams 
Dr.  Carrington  Williams,  Jr. 
Dr.  John  F.  Williams 
Dr.  John  Powell  Williams 
Dr.  W.  C.  Winn 
Dr.  Edwin  S.  Wysor 
Dr.  H.  S.  Zfass 


Dr.  John  Hurt 

Dr.  Charles  Irvin 

Dr.  M.  A.  Johnson,  Jr. 

Dr.  A.  P.  Jones 

Dr.  Reverdy  H.  Jones,  Jr. 

Dr.  W.  H.  Kaufman 

Dr.  L.  D.  Keyser 

Dr.  G.  A.  L.  Kolmer 

Dr.  Elizabeth  S.  Lee 

Dr.  Henry  Lee 

Dr.  Luther  B.  Lowe 

Dr.  W.  F.  Manley 

Dr.  U.  W.  Massie 

Dr.  G.  M.  Maxwell 

Dr.  George  S.  Maxwell 

Dr.  John  C.  McCown 

Dr.  Olin  Melchionna 

Dr.  Julian  H.  Meyer 

Dr.  W.  F.  Mitchell 

Dr.  W.  M.  Moir 

Dr.  Jerome  Natt 

Dr.  E.  B.  Neal 

Dr.  R.  H.  Newman 

Dr.  J.  B.  Nichols 

Dr.  C.  D.  Nofsinger 

Dr.  H.  C.  Padgett 

Dr.  C.  H.  Peterson 

Dr.  W.  O.  Porter 

Dr.  W.  L.  Powell 

Dr.  G.  G.  Rhudy 

Dr.  L.  G.  Richards 

Dr.  Duvahl  B.  Ridgway 

Dr.  Churchill  Robertson 

Dr.  A.  J.  Russo 

Dr.  Wade  Saunders 

Dr.  Robert  J.  Scott 

Dr.  E.  W.  Senter 

Dr.  B.  P.  Seward 

Dr.  William  L.  Sibley 

Dr.  Russell  Smiley 

Dr.  Charles  D.  Smith 

Dr.  L.  C.  Spengler 

Dr.  A.  Stone 

Dr.  Harry  B.  Stone 

Dr.  Harry  B.  Stone,  Jr. 

Dr.  Wm.  Conrad  Stone 
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Dr.  Douglas  B.  Stratton 
Dr.  Frank  Strickler 
Dr.  M.  C.  Tavenner 
Dr.  H.  H.  Trout 
Dr.  H.  H.  Trout,  Jr. 

Dr.  Phil  C.  Trout 
Dr.  A.  K.  Turner 

Russell 

Dr.  E.  P.  Whited 

Southwestern 
Dr.  R.  D.  Campbell 
Dr.  J.  F.  Chairsell 
Dr.  Garrett  Dalton 
Dr.  W.  P.  Davis 
Dr.  W.  Frederic  Delp 
Dr.  Charles  Duncan 
Dr.  J.  J.  Eller 
Dr.  H.  D.  Fitzpatrick 
Dr.  G.  E.  Godman 
Dr.  C.  C.  Hatfield 


Dr.  H.  H.  Wescott 
Dr.  W.  R.  Whitman 
Dr.  M.  H.  Williams 
Dr.  J.  D.  Willis 
Dr.  F.  B.  Wolfe 
Dr.  Charles  Young 
Dr.  Charles  Young,  Jr. 


Dr.  Mike  Hines 
Dr.  Lloyd  F.  Hobbs 
Dr.  Rector  S.  LeGarde 
Dr.  J.  C.  Martin 
Dr.  Milton  Millman 
Dr.  T.  E.  Painter 
Dr.  Richard  C.  Potter 
Dr.  P.  D.  Stout 
Dr.  D.  D.  Vance 
Dr.  T.  H.  Worrell 


Tazewell 
Dr.  H.  H.  Ballard 
Dr.  R.  E.  Bower 
Dr.  R.  Brittain 
Dr.  Harry  L.  Day 
Dr.  P.  P.  Ferraraccio 
Dr.  Tillou  Henderson 
Dr.  W.  C.  Jackson 
Dr.  Mary  E.  Johnston 

Warwick 
Dr.  E.  L.  Alexander 
Dr.  Guy  C.  Amory 
Dr.  M.  B.  Beecroft 
Dr.  C.  B.  Courtney 
Dr.  A.  A.  Creecy 
Dr.  Murray  Dick 
Dr.  Everett  C.  Eickhoff 

Wise 

Dr.  E.  J.  Benko 


Dr.  Frank  A.  McCue 
Dr.  Andrew  D.  Parson 
Dr.  H.  A.  Porter 
Dr.  James  M.  Peery 
Dr.  J.  A.  Robinson 
Dr.  John  H.  Sproles 
Dr.  A.  M.  Tiernan 
Dr.  G.  D.  Vermilya 

Dr.  Barnes  Gillespie 
Dr.  Melvin  L.  Horne 
Dr.  E.  B.  Mewborne 
Dr.  Samuel  H.  Mirmelstein 
Dr.  G.  Colbert  Tyler 
Dr.  Stanley  W.  White 
Dr.  William  H.  Windley 


Bibliotheca  Obstetrica 

Hippocrates  (460-375):  Opera:  Basileae,  Andreas  Cratanderiis,  1526,  494p. 
32  cm.  (M.L.) 

The  “Father  of  ^Medicine”  was  a poor  obstetrician.  What  little  of  obstetrics  that 
is  found  in  his  works  is  wrong.  Not  only  that  but  many  of  these  errors  persisted  for 
centuries  and  in  some  instances  impeded  the  progress  of  the  obstetrical  art.  He 
taught  that  lacerations  of  the  perineum  were  to  be  avoided  by  softening  the  tissue 
w'ith  emollient  and  relaxing  douches.  If  a laceration  did  occur  no  attempt  was  made 
to  repair  it.  Puerperal  fever  was  the  result  of  suppression  of  the  lochia.  He  did 
recognize  that  the  disease  could  occur  in  epidemics.  “Sneezing”  the  patient  was  used 
for  retained  placenta,  a practice  still  used  in  the  mountains  of  Virginia.  He  recom- 
mended intra  uterine  douches  to  remove  bits  of  retained  placenta.  He  taught  tliat 
the  pubic  bones  separated  to  permit  the  birth  of  the  infant  and  that  the  fetus  made 
his  w^ay  through  the  genital  passages  by  his  own  power.  How  a stillbirth  was  de- 
livered he  does  not  say.  Perhaps  there  were  no  stillbirths  in  those  times.  The  Hip- 
pocratic teaching,  that  a seven  months  fetus  had  a better  chance  of  surviving  than  an 
eight  months  fetus,  persisted  until  the  time  of  Mariceau. 
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WOMAN’S  AUXILIARY 
TO  THE 

MEDICAL  SOCIETY  OF  VIRGINIA 


President Mrs.  R.  M.  Reynolds,  Norfolk 

President-Elect Mrs.  C.  E.  Holderby,  Hilton  Village 

Recording  Secretary Mrs.  T.  S.  Chalkley,  Richmond 

Corresponding  Secretary Charles  Lupton,  Norfolk 

Treasurer Mrs.  Reuben  Simms,  Richmond 

Parliamentarian Mrs.  H.  W.  Rogers,  Norfolk 

Historian Mrs.  M.  H.  Harris,  West  Point 


National  Meeting. 

few  more  months,  and  the  members  of  the 
Woman’s  Auxiliary  to  the  American  Medical  As- 
sociation will  be  arriving  in  Atlantic  City,  New 
Jersey,  for  their  annual  convention,  June  6th  to 
10th. 

Have  you  made  your  reservations?  If  not,  send 
your  request  at  once  to  Dr.  Robert  A.  Bradley, 
Chairman,  Subcommittee  on  Hotels,  16  Central 
Pier,  Atlantic  City,  New  Jersey. 

Danville-Pittsylvania. 

The  main  project  for  the  years  1949  and  1950 
for  the  .\uxiliary  to  the  Danville-Pittsylvania  Acad- 
emy of  Medicine  is  the  raising  of  an  $1,800.00 
subscription  to  the  IMemorial  Hospital  enlargement 
fund  to  supply  one  of  the  reception  rooms  planned 
for  the  new  nurses’  wing.  A benefit  movie  was 
sponsored  at  one  of  the  local  theatres  and  this 
proved  to  be  quite  a success.  Rummage  sales  have 
been  conducted  and  are  planned  for  future  dates. 
Almost  seven  hundred  dollars  had  been  raised  at 
the  time  this  report  was  sent  in. 

The  auxiliary  has  also  raised  $200.00  which  was 
used  as  a gift  toward  the  education  of  a pre-medi- 
cal student. 

Under  the  able  leadership  of  Mrs.  John  L.  Jen- 
nings, president  of  this  Auxiliar}",  interest,  coopera- 
tion, activities  and  attendance  among  the  member- 
ship has  exceeded  that  of  any  year  in  the  history  of 
this  organization.  All  widows  of  deceased  physi- 
cians in  the  community  are  included  in  the  mem- 
bership. 

At  the  opening  meeting  of  the  year,  October  5, 
1948,  at  which  twenty-five  members  were  present. 
Dr.  Thomas  Moran,  Pathologist  at  Memorial  Hos- 
pital, spoke  on  the  Blood  Bank  at  the  hospital. 
His  interesting  talk  traced  step  by  step  the  mecha- 
nism involved  in  rendering  this  service. 


On  January  7th  the  Auxiliary  had  an  attendance 
of  twenty-eight  members  and  seven  guests.  Mr. 
C.  S.  Wheatley,  attorney  at  law,  spoke  on  Socialized 
IMedicine  and  gave  a detailed  picture  of  the  Murray- 
W’agner-Dingell  Bill  to  be  presented  at  the  81st  Con- 
gress. He  also  gave  a detailed  account  of  socialized 
medicine  in  England,  France  and  Germany. 

Mrs.  Carl  W.  White, 
Publicity  Chairman 

Arlington. 

This  Auxiliary  held  a joint  meeting  with  the 
Arlington  County  Medical  Society  on  February 
17th.  The  guest  speaker  was  Dr.  Marjorie  Shearon, 
editor  and  legislative  counselor,  who  gave  a very  in- 
teresting and  informative  talk  on  the  National  In- 
surance Bill.  She  also  stated  her  opposition  to 
H.  R.  Bill  782  to  be  presented  in  Congress  this  year. 
Great  interest  was  aroused  and  all  members  were 
advised  to  write  their  congressmen  opposing  this 
bill. 

Eileen  B.  Gilligan  (Mrs.  John  H.) 

Publicity  Chairman 


BOOK  ANNOUNCEMENTS 

Psychodynamics  and  the  Allergic  Patient.  By  HAR- 
OLD A.  ABRAMSON,  M.D.,  P.A.C.A.,  Associate 
Physician  for  Allergy,  The  Mount  Sinai  Hospital, 
New  York;  Consulting  Physician  for  Allergy,  Sea 
View  Hospital,  Staten  Island;  etc.  With  a Panel 
Discussion.  The  Bruce  Publishing  Company,  Saint 
Paul  and  Minneapolis.  1948.  An  Ofidcial  Publica- 
tion of  the  American  College  of  Allergists,  ix-81 
pages.  Cloth. 

The  Old  Virginia  Gentleman  and  Other  Sketches 
by  GEORGE  W.  BAGBY.  Edited  and  arranged  by 
his  daughter,  Ellen  M.  Bagby.  Richmond,  Virginia; 
The  Dietz  Press,  Inc.  Price  $3.50. 

The  first  edition  of  Dr.  Bagby’s  works  appeared 
in  1884-85.  Twenty-five  years  later,  Thomas  Nel- 
son Page  edited  the  second  edition  with  an  ap- 
praisal of  Dr.  Bagby’s  literary  works.  In  1938  the 
third  edition  appeared  with  an  introduction  by 
Douglas  Southall  Freeman.  Since  then  a fourth 
edition  has  been  exhausted.  The  present  edition 
contains  the  preface  of  Thomas  Nelson  Page,  the 
introduction  by  Douglas  Southall  Freeman  and  rec- 
ollections of  Dr.  Bagby  by  Mrs.  Kate  Burwell 
Bowyer  of  Avenel.  It  was  at  Avenel  that  Dr. 
Bagby  received  his  inspiration  for  “The  Old  Vir- 
ginia Gentleman”  a lecture  that  he  delivered  over 


202 

the  State  in  the  interest  of  the  Virginia  Historical 
Society. 

That  so  many  editions  have  been  necessary  at- 
tests the  growing  literary  stature  of  George  W. 
Bagby.  His  stories  of  antebellum  and  reconstruc- 
tion days  in  Virginia  are  masterpieces,  and  are 
especially  timely  in  these  days  of  world  reconstruc- 
tion. The  format  of  the  fifth  edition  is  very  attrac- 
tive, more  so  than  the  former  editions,  and  alto- 
gether it  makes  an  important  item  of  Virginiana, 
especially  for  the  doctor. 

Symptoms  in  Diagnosis.  By  JONATHAN  CAMP- 
BELL MEAKINS,  C.B.E.,  M.D.,  D.  Sc.,  LL.D., 
Formerly  Professor  of  Medicine  and  Director  of 
the  Department  of  Medicine,  McGill  University; 
Formerly  Physician-in-Chief,  Royal  Victoria  Hos- 
pital, Montreal;  Formerly  Professor  of  Therapeu- 
tics and  Clinical  Medicine,  University  of  Edinburg; 
etc.  Second  Edition.  Baltimore,  The  Williams  & 
Wilkins  Company.  1948.  xv-542  pages.  Illus- 

trated. Cloth.  Price  $7.50. 

Lung  Dust  Lesions  (Pneumoconiosis)  versus  Tuber- 
culosis. By  LEWIS  GREGORY  COLE,  M.D., 
F.A.C.R.,  Former  Professor  of  Roentgenology,  Cor- 
nell Medical  College,  Past  President  of  American 
Roentgen  Ray  Society,  etc.  White  Plains,  New 
York,  American  Medical  Films,  Inc.,  1948.  xxii- 
474  pages.  Profusely  illustrated.  Cloth,  Price 
$10.00. 

The  author  states  that  his  study  of  this  subject 
covers  a period  of  fourteen  years  of  intensive  work 
in  collaboration  with  his  son,  the  late  William 
Gregory  Cole,  whose  unfortunate  death  occurred 
before  the  publication  of  the  present  volume.  Some 
reports  of  this  study  have  already  been  published, 
including  a preliminary  report  in  1940  under  the 
John  B.  Pierce  Foundation  of  which  Dr.  L.  G. 
Cole  was  Director  of  Silicotic  Research.  Several 
articles  have  also  appeared  in  special  medical 
journals. 

In  the  present  volume,  the  cooperation  of  some 
seventy  distinguished  pathologists,  roentgenologists, 
and  others  is  acknowledged,  these  being  widely 
scattered  throughout  the  United  States  and  Canada. 
They  have  contributed  specimens  and  roentgeno- 
grams obtained  from  many  different  types  of  in- 
dustries. 

The  author  dislikes  the  use  of  the  term  silicosis 
to  indicate  dust  lesions  generally  on  the  basis  that 
silica  dust  is  the  usual  offender.  He  prefers  the 
term  pneumoconiosis  as  the  general  term  because  so 
many  varieties  of  dust  are  concerned  and  feels  that 
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only  the  lesions  of  silica  dust  should  be  termed 
silicosis. 

He  states  that  the  problems  encountered  in  the 
diagnosis  of  lung  dust  lesions  concern  the  clinician, 
the  roentgenologist,  and  the  pathologist.  The  diag- 
nosis rests  largely  upon  the  roentgenogram.  Six 
different  types  of  lesions  are  described,  with  varied 
pathology  and  roentgen  findings,  and  he  states  that 
these  types  can  be  best  identified  on  the  roentgeno- 
gram if  their  individual  pathologic  change  is  un- 
derstood. \Miile  his  position  in  the  field  of  roent- 
genology needs  no  comment,  he  is  not  classed  as  a 
pathologist.  However,  he  has  devoted  a vast  amount 
of  time  to  the  latter  subject  as  is  attested  by  his 
writings.  Therefore,  he  is  in  a position  to  discuss 
the  pathology  along  with  the  X-ray  findings  in  a 
highly  competent  manner,  and  the  book  contains 
numerous  photographic,  photomicrographic,  and 
roentgenographic  illustrations.  These  are  correlated 
and  indicate  the  painstaking  and  excellent  work 
which  has  been  done  on  the  subject. 

While  the  whole  study  is  primarily  that  of  dust 
lesions,  the  fact  that  silicosis  predisposes  to  a com- 
plicating tuberculous  infection  justifies  a discussion 
of  this  latter  disease  in  this  relation.  The  picture 
is  confused  from  the  diagnostic  standpoint  on  ac- 
count of  the  similarity  of  the  pathological  processes 
in  the  two  conditions  and  resultant  confusing  x-ray 
findings.  Also,  pure  tuberculosis  may  sometimes 
simulate  pneumoconiosis.  Differential  points  are 
discussed  at  some  length.  Differentiation  of  other 
lung  conditions  is  likewise  discussed. 

One  of  the  aims  of  the  study  is  to  bring  out  cer- 
tain information  which  may  help  to  settle  justly  the 
economic  and  social  aspects  of  dust  lesions.  For 
instance,  some  of  the  types  described  produce  few 
or  no  symptoms  while  others  are  extremely  danger- 
ous to  the  patient,  which  makes  identification  of 
the  particular  type  highly  important. 

Many  other  features  are  discussed  which  cannot 
be  taken  up  here,  but  which  contribute  to  the  value 
of  the  work.  Its  simplicity  of  expression  and  clarity 
of  description  make  for  interesting  reading.  Rea- 
sons are  given  for  any  opinions  not  in  conformation 
with  accepted  standards.  It  contains  a wealth  of 
information  which  should  be  valuable  to  anyone  in- 
terested in  the  subject. 


Virginia  Medical  Monthly 


D.  D.  Talley,  Jr. 
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EDITORIAL 


Why  I Dislike  Compulsory  Health  Insurance 

The  health  bills  now  before  Congress  present  a vital  issue  to  every  man,  woman 
and  child  in  the  United  States.  Once  the  federal  government  embarks  on  this 
enterprise  there  will  be  no  turning  back.  It  is  a big  personal  question.  For  that  rea- 
son I have  discarded  the  editorial  “we”.  I am  discussing  it  not  as  an  editor,  nor  as  a 
Doctor  of  Medicine,  but  as  a citizen. 

In  the  first  place  I dislike  compulsion.  It  was  from  such  manmade  compulsion  that 
my  forefathers  fled  Europe.  It  was  for  freedom  from  such  compulsion  that  my  fathers 
fought.  It  is  for  such  freedom  that  I am  willing  to  fight  and  die,  if  need  be. 

In  the  second  place,  the  plan  is  too  costly.  Besides  the  present  cost  of  medical  care, 
there  will  be  malingerers  and  hypochondriacs  for  which  the  plan  has  no  checks.  In 
fact,  it  actually  encourages  both  with  its  cash  bonuses  for  sickness  and  unemploy- 
ment. Then  there  will  be  an  army  of  clerks,  filing  clerks,  inspectors,  and  adminis- 
trators, variously  estimated  at  from  300,000  to  500,000  who  will  have  to  be  paid  out 
of  my  (mine  and  yours)  medical  dollar.  Every  detail  of  my  medical  history^  will  be  a 
matter  of  public  record.  Had  there  been  such  a system  in  operation  in  Rotterdam  in 
Erasmus’  time,  there  would  have  been  no  argument  as  to  whether  he  had  congenital 
or  acquired  syphilis,  as  occurred  sometime  ago  when  his  bones  were  moved  to  make 
room  for  an  addition  to  a church.  I can  see  the  glee  with  which  the  modern  bureau- 
crat would  have  unearthed  this  information  concerning  the  great  Tolerator  of  Rotterdam. 

For  three  years  there  will  be  no  benefits — -only  payroll  deductions.  The  six  billion 
dollars  raised  in  this  manner  will  be  devoted  to  building  health  centers  all  over  the 
country.  After  three  years  the  plan  will  be  put  in  operation  and  the  payroll  deduc- 
tions will  be  hiked.  Si.x  per  cent  is  the  figure  most  frequently  mentioned,  but  there 
is  no  limit  set  by  law.  The  deficit  (and  all  countries  where  the  plan  is  in  operation 
have  deficits)  will  be  met  by  general  taxation.  National  medical  care  after  ten  years 
experience  is  costing  New  Zealand  46  per  cent  of  its  entire  tax  revenue. 

In  the  third  place  I would  get  a poorer  grade  of  medical  care.  S-S  like  its  pre- 
decessor, the  \\’agner-Murray-Dingell  bill  was  written  by  the  International  Labor 
Organization  and  conforms  to  the  same  international  pattern.  The  bill  provides  that 
rules  and  regulations  be  written  by  the  Administrator  of  the  Social  Security  Agency 
with  the  advice  of  five  members  of  the  National  Health  Insurance  Board.  This  means 
that  the  American  people  will  be  signing  a blank  check  if  this  bill  passes.  It  is  only 
by  knowing  what  is  in  the  minds  of  the  Administrator  of  the  Social  Security  Agency 
and  the  I.  L.  O.  that  we  can  form  any  idea  of  what  we  are  getting  into.  What  has 
happened  in  other  countries  that  have  I.  L.  O.  laws  ought  to  be  a warning  to  us. 

Under  the  leadership  of  Bismarck,  Germany  was  the  first  country  to  adopt  social- 
ized medicine.  In  fact  Germany  was  the  model  for  the  I.  L.  O.  Not  only  was  it  the 
cause  of  Germany  losing  its  unquestioned  preeminence  in  medicine  but  in  no  other  place 
in  the  history  of  the  world  have  medical  men  committed  such  crimes  against  humanity 
as  were  done  by  Germans  in  World  War  II. 

In  Great  Britain  medicine  was  nationalized  on  July  5,  1948,  and  already  obstetric  and 
dental  anesthesia  and  hormone  treatment  have  been  proscribed  as  being  unnecessary. 
Much  time  and  money  are  devoted  to  fitting  teeth,  eye  glasses  and  wigs. 

For  the  past  thirty  years  America  has  led  the  world  in  the  quality  and  quantity  of 
medical  care  its  people  have  received  under  free  enterprise  system.  Why  experiment, 
especially  in  view  of  how  the  experiments  in  other  countries  have  turned  out? 
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In  tl^e  fourth  place,  it  will  place  in  the  hands  of  a political  appointee,,  the  Director 
of  the  Federal  Security  Agency,  the  expenditure  of  the  vast  sum  of  over  20  billion 
dollars  annually  with  no  checks  whatever.  Already  the  employees  of  this  agency  have 
spent  nearl}’  a million  dollars  for  propaganda.  Already  a Congressional  Committee 
has  called  attention  to  the  illegality  of  such  action.  In  1947,  the  F.  B.  I.  investigated 
these  irregularities  and  made  its  report  to  the  .\ttorney-General,  and  there  the  matter 
lies.  These  bills,  if  they  pass  the  Congress,  will  be  a long  step  towards  the  Police 
State.  Our  health,  education  and  welfare  will  be  in  the  hands  of  a man  who  arbitrarily 
makes  his  own  rules  regardless  of  the  laws  passed  by  Congress. 


f A New  Approach  to  Getting  a Doctor  for  Rural  Areas 

IX  many  ways  the  dearth  of  doctors  in  country  districts  is  like  the  weather.  Every- 
one talks  about  it  but  no  one  does  anything  about  its  correction.  In  at  least  one 
county  in  .Arkansas  the  Methodist  Church  has  undertaken  to  remedy  the  situation  in  a 
practical  manner.  We  have  the  following  notice  from  The  Board  of  Missions  and 
Church  Extension  of  the  Methodist  Church: 

“The  Methodist  Church  is  looking  for  a physician  to  settle  and  serve  Newton 
County,  rural  northwestern  Arkansas,  where  10,000  are  without  a doctor  or  nurse, 
and  the  nearest  hospital  is  twenty- five  miles  from  Jasper,  the  county  seat. 

“h'ive  years  ago  the  ISIethodist  Church  organized  the  ‘Newton  County  Larger 
Parish’,  built  a stone  church  in  Jasper,  and  now  has  two  experienced  pastors  carry- 
ing on  a program  of  evangelism,  religious  education,  and  community  service.  The 
ministers  cooperate  with  the  agricultural  agent  and  others  in  economic  betterment, 
have  a farmer’s  cooperative,  etc.  . 

“If  a doctor  can  be  found  for  the  community,  the  Methodist  Church  will  organize 
community  support  for  the  erection  of  a clinic,  with  a laboratory  and  a few  beds,  and 
will  subsidize  the  establishment  until  the  practice  is  built-up.  The  doctor  will  reside 
in  Jasper,  will  be  related  to  public  health  and  school  health,  and  the  state  will  prob- 
ably supply  a nurse. 

“Eor  further  information,  write  to  Dr.  M.  O.  Williams,  Board  of  Missions  and 
Church  Extension,  ISO  Fifth  Avenue,  New  York  11,  N.  Y.” 

In  Biblical  times,  God,  in  His  Infinite  Wisdom,  directed  Moses  to  make  the  ob- 
servance of  wise  sanitary  laws  by  the  Israelites  a part  of  their  religion.  It  may  be  that 
the  church  still  has  a part  to  play  in  the  nation’s  health.  A medical  missionary  can  be 
as  useful  in  some  of  the  rural  sections  of  the  United  States  as  he  can  in  the  foreign 
field.  Now  that  large  areas  of  China  are  closed  to  missions,  some  of  the  foreign  mis- 
sionaries might  be  diverted  to  the  home  mission  fields. 


Chickahominy  Fever 


OT  only  has  modern  medicine  conquered  pestilential  fevers,  but  it  has  greatly 


simplified  their  terminology.  Older  practitioners  can  remember  when  their 
elders  discoursed  learnedly  on  typho-malarial  fever.  Jail  fever  ivas  mentioned  as  some 
sort  of  disease  nice  people  did  not  have.  But  the  previous  generation  had  to  contend 
with  the  confused  nomenclature  based  entirely  on  clinical  signs  and  symptoms.  At 
the  beginning  of  the  Civil  War  the  following  terms  were  allowed  in  official  Army  re- 
ports: typhus,  typhoid,  common  continued  fevers,  remittent  fever,  quotidian,  tertian. 
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quartan  and  congestive  intermittent  fevers,  bilious  remittent  fever,  etc.  In  the  Pen- 
insular Campaign  this  list  proved  inadequate  and  a Special  Board  of  Army  Surgeons 
was  appointed  to  review  the  situation.  The  Board  examined  the  fever  in  several  of 
the  division  hospitals  of  the  Army  of  the  Potomac  and  came  to  the  conclusion  that 
while  a certain  number  of  cases  of  ordinary  typhoid  existed  in  the  Army,  the  large 
majority  of  the  febrile  cases  “were  bilious  remittent  fevers  which,  not  having  been 
controlled  in  their  primary  stage,  had  assumed  that  adynamic  type  which  is  present  in 
enteric  fever.  This  officially  pronounced  adynamic  remittent  | fever  | prevailed  ex- 
tensively during  the  Peninsular  Campaign  of  the  following  year  and  was  familiarly 
known  as  Chickahominy  fever.”  The  outstanding  features  according  to  Dr.  J.  M. 
Da  Costa  were  extreme  emaciation,  diarrhoea  that  persisted  for  months,  and  great 
flatulence.  There  was  no  anasarca.  He  said  the  facies  were  characteristic  but  he  did 
not  describe  it  other  than  to  say  that  the  eye  was  clear.  He  reported  the  autopsy  find- 
ings in  two  cases.  Both  had  patchy  inflammation  in  the  ileum  and  the  colon.  One  case 
had  small  ulcers  in  the  sigmoid  and  the  rectum.  Both  showed  solitary  glands  contain- 
ing black  matter.  One  case  had  an  enlarged  fatty  liver.  Whether  this  were  a severe 
form  of  typhoid  fever  he  did  not  undertake  to  answer. 


SOCIETIES 


The  Bedford  County  Medical  Society, 

.A.t  its  January  21st  meeting,  elected  the  follow- 
ing officers  for  the  ensuing  year:  President,  Dr. 
Clifton  R.  Titus;  vice-president,  Dr.  J.  G.  Jantz; 
and  re-elected  Dr.  William  V.  Rucker  secretary- 
treasurer.  .Ml  are  of  Bedford. 

Princess  Anne  County  Medical  Society. 

Officers  of  this  Society  for  the  current  year  are: 
President,  Dr.  Ira  L.  Hancock  of  Creeds  and  secre- 
tary, Dr.  Harry  B.  LaFavre  of  Virginia  Beach. 

Roanoke  Academy  of  Medicine. 

The  guest  speaker  at  the  March  7 meeting  of  the 
Academy  was  Dr.  Lawrence  Reynolds,  Detroit, 
Michigan,  president  of  the  American  Roentgen  Ray 
Society,  whose  subject  was  advances  in  the  Medical 
.Application  of  Atomic  Energy.  Preceding  his  talk, 
Dr.  M.  Pierce  Rucker,  president  of  the  Medical 
Society  of  Virginia,  spoke  briefly.  Dr.  John  T.  T. 
Hundley,  Lynchburg,  recently  appointed  Virginia 
chaimian  for  the  National  Education  Campaign 
also  attended  and  the  Academy  is  working  with 
him  actively  in  public  relations  work. 

Dr.  Charles  H.  Peterson  and  Dr.  T.  J.  Hum- 
phries are  president  and  secretary,  respectively,  of 
the  Academy. 

The  Augusta  County  Medical  Society 

Met  at  the  Garden  Center  in  Staunton  on  Feb- 


ruary' 2nd,  with  the  president,  Dr.  Charles  L.  Sav- 
age of  Waynesboro,  presiding,  and  Dr.  C.  F.  Gay- 
lord of  Staunton  at  the  secretary’s  desk.  Dr.  C.  J. 
Frankel,  associate  professor  of  orthopedics  at  the 
University  of  Virginia,  delivered  an  excellent  paper 
on  Low  Backache,  Its  Diagnosis  and  Treatment. 
Dr.  J.  T.  T.  Hundley  of  Lynchburg  spoke  on  The 
Crisis  That  Faces  the  Medical  Profession  at  This 
Time. 

The  Washington  County  Medical  Society 

W’as  reorganized  on  January  l3th,  and  the  fol- 
lowing physicians  of  Washington  County  attended 
the  organizational  meeting:  Drs.  Hines,  Yokeley, 
Le  Garde,  Catherine  Smith,  Suter,  Hillman,  J.  A. 
Wolfe,  Fitzgerald,  Johnston,  Gabriel,  and  Hayter. 

At  the  insistence  of  many  physicians,  letters  were 
sent  to  all  physicians  as  to  their  desire  of  reorganiz- 
ing the  Washington  County  Medical  Society.  Nine- 
teen out  of  21  replies  were  in  the  affirmative. 

.At  the  organizational  meeting  the  constitution  and 
by-laws  as  suggested  by  the  .American  Medical  As- 
sociation were  adopted.  It  was  decided  that  no 
charter  would  be  requested  so  that  Washington 
County  would  still  be  included  as  a component  of 
the  Southwestern  Virginia  Medical  Society. 

An  election  of  officers  was  held  with  the  follow- 
ing results:  Dr.  R.  S.  LeGarde,  Damascus,  presi- 
dent; Dr.  C.  F.  Johnston,  Abingdon,  vice-presi- 
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dent;  Dr.  James  M.  Suter,  Bristol,  secretary-treas- 
urer; Board  of  Censors:  Drs.  P.  S.  Smith,  G.  Hun- 
ter Wolfe,  and  S.  H.  Yokeley;  Committee  of  Pro- 
grams and  Scientific  Work:  Drs.  C.  F.  Johnston, 
!Mike  Hines  and  James  M.  Suter;  Committee  of 
Public  Health  and  Legislation:  Drs.  G.  Hunter 
Wolfe,  R.  L.  Hillman,  and  James  M.  Suter. 

The  second  meeting  of  the  Washington  County 
Medical  Society  was  held  at  the  Martha  Washing- 
ton Inn  on  February  10.  At  this  meeting  it  was  de- 
cided that  the  Society  would  meet  each  month  on 
the  third  Thursday  at  6 :30  p.m.  Dr.  C.  J.  Har- 


krader  was  guest  speaker,  his  subject  being  “Chest 
Injuries”. 

James  M.  Suter, 
Secretary- T reasurer 

Lynchburg  Academy  of  Medicine. 

Dr.  Andrew  D.  Hart  of  the  University  of  Vir- 
ginia Medical  School  was  guest  speaker  before  the 
Academy  at  its  meeting  on  February  14,  his  subject 
being  Psychosomatic  Concepts  of  Disease.  Dr.  Wil- 
liam T.  Pugh  is  president  of  the  Academy  and  Dr. 
John  T.  T.  Hundley  secretary. 


NEWS 


The  Tri-State  Medical  Association 

Of  the  Carolinas  and  Virginia  held  its  semi- 
centennial meeting  in  Williamsburg  on  February 
21st  and  22nd,  under  the  presidency  of  Dr.  C.  N. 
Wyatt,  Greenville,  S.  C.  Approximately  125  mem- 
bers attended  the  sessions.  Dr.  Russell  Buxton, 
New^aort  News,  succeeded  to  the  presidency;  Dr. 

R.  B.  Davis,  Greensboro,  N.  C.,  is  president-elect; 
Drs.  J.  E.  Barrett,  Williamsburg,  W.  T.  Harris, 
Troy,  N.  C.,  and  Furman  Wallace,  Spartanburg, 

S.  C.,  vice-presidents;  and  Dr.  J.  M.  Northington, 
Charlotte,  N.  C.,  re-elected  secretary-treasurer. 
^Members  of  the  Council  for  the  current  year  include 
Drs.  Northington  and  Grady  Dixon,  Ayden,  N.  C., 
J.  W.  Devine,  Jr.,  Lynchburg,  W.  R.  Wallace,  Ches- 
ter, S.  C.,  W.  A.  Johns,  Richmond,  R.  E.  Brooks, 
Burlington,  N.  C.,  R.  L.  Crawford,  Lancaster, 
S.  C.,  Rex  Blankinship,  Richmond,  C.  M.  Gil- 
more, Greensboro,  N.  C.,  and  F.  E.  Kredel,  Charles- 
ton, S.  C. 

The  Southwestern  Virginia  Medical  Society 
Will  hold  its  semi-annual  meeting  at  Hotel  Roa- 
noke, Roanoke,  on  May  26,  under  the  presidency  of 
Dr.  R.  M.  Dehart  of  Radford.  Dr.  Andrew  F.  Gie- 
sen,  also  of  Radford,  is  secretarjx  At  the  afternoon 
session,  starting  at  2:00  p.m.,  the  speakers  will  be 
Dr.  James  M.  Suter  of  Abingdon  on  The  Need  for 
Continued  Treatment  and  Control  of  Venereal  Dis- 
ease in  Southwestern  Virginia;  Dr.  William  H. 
Kaufman  of  Roanoke  on  “Geriatric  Dermatoses; 
and  Dr.  Jay  M.  Arena  of  Durham,  N.C.,  on  Acute 
Poisoning  in  Children.  This  will  be  followed  by  a 
short  business  session  and  a social  hour  from  5 :00 


to  6:00  p.m.  Following  a banquet  at  7:00  p.m., 
there  will  be  addresses  by  Dr.  Robert  N.  Creadick 
of  Duke  University  on  Psychomatic  Gynecology,  and 
by  Dr.  William  N.  Nicholson,  also  of  Duke,  on 
Some  Neurologic  and  Vascular  Complications  of 
Diabetes  Mellitus. 

Miller  Portrait  Presented  to  Academy. 

The  family  of  Dr.  Joseph  L.  Miller  of  Thomas, 
West  Virginia,  presented  his  portrait  to  the  Rich- 
mond Academy  of  Medicine  on  IMarch  12th.  The 
ceremony  was  held  in  the  Miller  Librar\’  of  the 
Academy,  which  houses  a collection  of  rare  medical 
books,  portraits,  prints,  autographed  letters,  sil- 
houettes and  medical  instruments,  presented  by  Dr. 
Miller  in  1932.  The  portrait,  which  was  painted 
by  David  Silvette,  was  unveiled  by  Mrs.  Henderson 
H.  Miller  of  New  York.  It  was  presented  by  Dr. 
James  H.  Smith  and  accepted  by  Dr.  Wyndham  B. 
Blanton.  Dr.  Harry  Warthen,  president  of  the 
Academy,  presided  at  the  ceremony. 

Dr.  Miller  graduated  from  the  Medical  College 
of  Virginia  in  1900  and  received  the  honorary  doc- 
torate of  literature  from  that  institution  in  1931. 
He  has  been  made  a life  member  of  tlie  Historical 
Society  of  Virginia  and  an  honorar}'  member  of 
the  Richmond  Academy  of  Medicine. 

News  from  School  of  Medicine,  University  of 

Virginia. 

Under  the  auspices  of  the  Postgraduate  Program 
for  House  Officers,  the  following  guest  speakers 
have  recently  presented  lectures  to  the  faculty  and 
student  body: 
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February  21 — Dr.  Helen  B.  Taussig,,  Johns  Hop- 
kins. Subject:  “Differential  Diagnosis  of  Congeni- 
tal Cardiac  Malformations  of  the  Cyanotic  Type.” 

February  28 — Dr.  Homer  W.  Smith,  New  York 
University  College  of  Medicine.  Subject:  “Clini- 
cal Implications  of  Disturbed  Renal  Function.” 

March  7 — Dr.  Russel  L.  Haden,  formerly  Chief 
of  Medicine,  Cleveland  Clinic.  Subject:  “Leu- 
kemia.” 

March  14 — Dr.  Harry  L.  Alexander,  Washing- 
ton University,  St.  Louis.  Subject:  “The  Broader 
Aspects  of  Allergy.” 

Dr.  A.  D.  Hart,  Associate  Professor  of  Medicine, 
addressed  members  of  the  Lynchburg  Academy  of 
Medicine,  Inc.,  on  the  subject,  “Psychosomatic 
Concepts  of  Disease”,  at  a meeting  on  February 
15th. 

At  the  meeting  of  the  Virginia  Council  on  Health 
and  jMedical  Care  in  Richmond,  January  29th, 
Dr.  H.  B.  jMulholland,  Professor  of  Medicine,  was 
re-elected  Chairman  of  the  Council. 

On  February  18th,  Dr.  C.  B.  Oberndorf,  Clinical 
Professor  of  Psychology,  Columbia  University, 
spoke  to  the  faculty  and  student  body  on  the  sub- 
ject, “Basis  of  Psychoanalytic  Therapy”. 

Dr.  E.  P.  Lehman,  Professor  of  Surger}’,  deliv- 
ered the  first  Major  G.  Seelig  Lecture  at  the  Wash- 
ington Lmiversity  School  of  jMedicine  on  February 
18.  Dr.  Lehman’s  subject  was  “The  Reaction  of  the 
Peritoneum”. 

At  the  Annual  Meeting  of  the  Georgia  Society  of 
Ophthalmology'  and  Otolaryngology',  held  in  Sa- 
vannah, March  4th  and  5th,  Dr.  Fletcher  D.  Wood- 
ward presented  lectures  on  “Paralysis  of  the 
Larynx”  and  “Problems  in  Laryngology”. 

Dr.  Chalmers  L.  Gemmill,  Professor  of  Phar- 
macology, presented  a paper  entitled  “Glycolysis 
in  Pharmacology”  at  the  Army  Chemical  Center 
on  March  9. 

Dr.  H.  B.  Mulholland  attended  the  Second  An- 
nual Rural  Health  Conference  in  Chapel  Hill, 
N.  C.,  on  March  11th,  and  spoke  to  the  group  on 
the  subject  “The  Problems  of  Rural  Medicine”. 

Sterling-Winthrop  Research  Institute 

Will  start  moving  into  its  new  $3,000,000  lab- 
oratory building  in  June  of  this  year,  but  formal 
opening  will  be  held  later  in  the  year. 


The  four-story,  steel-frame  brick  building  is  lo- 
cated on  a knoll  on  the  east  bank  of  the  Hudson 
River,  overlooking  the  plants  at  Rensselaer. 

A division  of  Sterling  Drug  Inc.,  the  Institute 
conducts  research  for  all  operating  Sterling  divi- 
sions and  subsidiaries  which  have  a total  of  51 
plants  and  118  branches  throughout  the  w'orld.  The 
new  laboratory  building  has  been  described  as  “the 
scientific  brain  of  the  Sterling  organization.” 

The  American  Congress  of  Physical  Medi- 
cine 

Will  hold  its  twenty-seventh  annual  scientific  and 
clinical  session  September  6-10  inclusive,  at  the 
Netherland  Plaza  Hotel,  Cincinnati,  Ohio.  Sci- 
entific and  clinical  sessions  will  be  given  each  day 
and  all  sessions  will  be  open  to  members  of  the 
medical  profession  in  good  standing  with  the  Ameri- 
can Medical  Association.  In  addition  to  the  sci- 
entific sessions,  the  annual  instruction  courses  will 
be  offered  in  two  groups.  One  set  of  ten  lectures 
will  consist  of  basic  subjects  and  attendance  will 
be  limited  to  physicians.  One  set  of  ten  lectures  will 
be  more  general  in  character  and  will  be  open  to 
physicians  as  well  as  to  physical  therapy  techni- 
cians who  are  registered  with  the  American  Registry 
of  Physical  Therapy  Technicians. 

Full  information  may  be  obtained  by  writing  the 
American  Congress  of  Physical  Medicine,  30  North 
Michigan  Avenue,  Chicago  2,  Illinois. 

The  American  College  of  Allergists. 

More  than  1000  physicians  interested  in  allergy 
from  North  America  and  abroad  are  expected  in 
Chicago  from  April  14  to  April  17.  Everyone  who 
attends  is  urged  to  bring  his  wife  and  any  office 
personnel  interested  in  the  various  phases  of  allergy. 
Both  members  and  non-members  are  urged  to  at- 
tend and  are  required  to  register  and  receive  a badge. 
There  will  be  no  charge  for  registration.  There 
will  be  over  20  scientific  exhibits  and  40  technical 
e.xhibits  of  interest  to  allergists. 

All  those  attending  the  annual  meeting  are  re- 
quested to  make  their  own  hotel  reservations  di- 
rectly with  the  Palmer  House.  A block  of  rooms 
has  been  reserved  for  those  attending  the  meeting. 
Please  direct  all  correspondence  to  the  Reservation 
Manager,  Palmer  House,  Chicago  90,  Illinois  and 
include  your  arrival  and  departure  time,  and  the 
type  and  rate  of  room  desired.  Be  sure  to  indicate 
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that  you  are  attending  the  meeting  of  the  American 
College  of  Allergists. 

Personnel  Notes,  State  Department  o£ 

Health. 

Effective  March  1,  Dr.  W.  D.  Anderson  assumed 
his  duties  as  Health  Officer  of  the  Russell-Wise 
Health  District,  with  headquarters  at  Norton. 

Dr.  E.  D.  Hardin,  until  recently  Pittsylvania 
County  health  officer,  has  been  appointed  to  the 
same  position  for  Page,  W'arren  and  Shenandoah 
Counties,  and  has  just  entered  upon  his  new  duties 
with  headquarters  at  Luray. 

Dr.  H.  C.  McCoy, 

Gordonsville,  was  elected  vice-president  of  the 
Business  Men’s  Association  of  that  place,  at  the 
annual  meeting  in  March. 

Virginia  State  Board  of  Medical  Examiners. 

The  regular  meeting  of  the  Virginia  State  Board 
of  Medical  Examiners  will  be  held  at  the  Richmond 
Hotel,  Richmond,  on  June  16th,  1949,  and  the  ex- 
amination on  Part  I and  Part  II  will  be  held  at 
the  same  Hotel  June  17th  and  18th. 

All  papers  relative  to  the  application  for  ex- 
amination and  for  license  by  reciprocity  must  be 
filed  with  the  Board  not  less  than  ten  days  before 
the  date  of  meeting. 

Address  all  correspondence  on  these  subjects  to 
Dr.  K.  D.  Graves,  631  First  Street  S.  W.,  Roanoke, 
Virginia. 

Dr.  and  Mrs.  C.  V.  Montgomery, 

South  Hill,  have  been  spending  the  winter  at 
Dartona  Beach,  Florida,  having  gone  there  the 
first  of  December. 

Richmond  Doctor  Receives  Grant  from  Mar- 

kle  Foundation. 

Dr.  G.  Watson  James,  III,  Richmond,  has  been 
appointed  by  the  John  and  Mary  R.  Markle  Foun- 
dation as  one  of  the  thirteen  “Scholars  in  Medical 
Science”  to  receive  a $25,000  grant,  at  the  rate  of 
$5,000  a year  for  five  years,  to  the  Medical  Col- 
lege of  Virginia,  in  which  institution  he  is  at  pres- 
ent a research  fellow  in  medicine.  These  grants 
are  made  in  response  to  the  public  demand  for 
more  and  better  doctors  in  rural  areas,  public  health 
and  other  fields.  To  meet  this  demand  it  is  neces- 
sary to  keep  qualified  young  scientists  on  the  staffs 
of  medical  schools  l)y  giving  them  financial  support. 


Dr.  James  graduated  from  the  Medical  College 
in  December  1943  and  was  in  military  service  from 
June  1946  to  April  1948,  during  which  time  he  was 
engaged  in  clinical  investigation. 

Sections  of  A.  M.  A.  Directory  Set  in  Type. 

Most  of  the  medical  laws,  hospital  data  and  pre- 
liminary .state  matter  for  the  new  18th  edition  of 
the  American  Medical  Directory  has  now  been  set 
in  type. 

Frank  Cargill,  head  of  the  A.  M.  A.  Directory 
Department,  reports  that  because  of  the  vast  num- 
ber of  changes  of  address,  the  new  names  to  be 
added  and  the  lack  of  trained  clerical  help,  com- 
pilation of  the  big  book  has  been  progressing  very 
slowly. 

The  Directory  will  contain  biographical  infor- 
mation on  approximately  220,000  physicians,  in- 
cluding more  than  50,000  doctors  whose  names 
have  entered  A.  M.  A.  files  since  publication  of 
the  last  Directory  in  1942.  One  of  the  big  prob- 
lems in  compiling  the  new  edition  is  obtaining  ac- 
curate addresses  for  physicians  whose  internships 
or  residencies  have  just  expired. 

So  far,  copy  on  physicians  in  15  states  has  been 
sent  to  an  outside  printing  firm.  Mr.  Cargill  says 
that  it  is  almost  impossible  to  predict  at  this  time 
when  the  yearbook  would  be  ready  for  delivery  to 
subscribers.  This  marks  the  first  time  that  the  Di- 
rectory is  being  printed  outside  of  the  A.  M.  A. 
headquarters  building  since  the  book  was  established 
in  1906. 

The  Southeastern  Surgical  Congress 

Will  hold  its  seventeenth  annual  assembly  in 
Biloxi,  Mississippi,  at  The  Buena  Vista  Hotel, 
May  23-26,  1949. 

There  will  be  forty-three  papers  presented  by  dis- 
tinguished surgeons  from  the  South  and  through- 
out the  country.  Further  information  may  be  ob- 
tained from  Dr.  B.  T.  Beasley,  secretary-treasurer, 
701  Hurst  Building,  Atlanta  3,  Georgia. 

Color  Television  at  A.  M.  A.  Convention. 

Television  in  natural  color  for  the  teaching  of 
surgery  and  medicine  to  medical  students  will  have 
a pioneering  demonstration  at  the  A.  M.  A.  meet- 
ing in  Atlantic  City,  under  arrangements  concluded 
by  Smith  Kline  & French  Laboratories,  Philadel- 
phia pharmaceutical  house,  and  the  University  of 
Pennsylvania. 

To  assure  th6  suitability  of  the  equipment  for 
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widespread  use  in  medical  schools  under  general 
teaching  conditions  the  Medical  School  of  the  Uni- 
versity of  Pennsylvania  is  collaborating  with  the 
Engineering  Research  Laboratories  of  the  Columbia 
Broadcasting  System  in  its  design.  Cooperating 
with  CBS  in  the  production  of  the  equipment  are 
Zenith  Radio  Corporation  and  Webster- Chicago 
Corporation. 

Continuously  for  four  days  of  the  A.  M.  A.  ses- 
sion, actual  surgery  and  diagnostic  and  other  medi- 
cal prcxredures  will  be  televised  in  natural  color 
while  being  performed  by  the  faculty  of  the  IMedical 
School  of  the  University  of  Pennsylvania  and  by 
the  staff  of  the  Atlantic  City  Hospital.  The  color 
television  picture  will  be  picked  up  at  the  Atlantic 
City  Hospital  and  beamed  on  a closed  circuit  di- 
rectly to  Convention  Hall  for  the  benefit  of  several 
thousand  visiting  physicians.  The  doctors  will 
watch  the  transmissions  on  20  color  television  re- 
ceivers. 

Doctors  Urged  to  Mail  Editorials. 

Doctors  throughout  the  country  are  requested  to 
send  to  the  A.  JM.  A.  all  newspaper  editorials  per- 
taining to  compulsory  sickness  insurance.  Mail  them 
any  clippings  pertaining  to  socialized  medicine, 
whether  pro  or  con,  or  dealing  in  any  way  wdth  the 
A.  IM.  .A.  or  its  12-point  health  program. 

The  American  Board  of  Preventive  Medi- 
cine and  Public  Health,  Incorporated, 

^^’as  approved  by  the  Advisor}’  Board  for  Medi- 
cal Specialties  and  by  the  Council  on  Medical  Edu- 
cation and  Hospitals  of  the  American  Medical  As- 
sociation at  their  meeting  on  Eebruary  6.  The 
American  Board  of  Preventive  Medicine  and  Pub- 
lic Health,  Incorporated,  therefore  is  prepared  to 
accept  applications  for  examination  for  certifica- 
tion in  this  specialty. 

The  requirements  for  certification  include  gen- 
eral qualifications,  such  as  moral  and  ethical  stand- 
ing in  the  profession,  adequate  training  in  medicine 
and  interneship  in  an  approved  hospital,  and  li- 
censure to  practice  medicine  in  the  United  States. 
Eligibility  for  examination  also  requires  that  the 
applicant  have  special  training  and  experience  in 
preventive  medicine  and  public  health  of  at  least 
six  years  following  interneship.  This  must  in- 
clude special  academic  training,  or  its  equivalent, 
and  field  training  or  residency  meeting  the  standards 
set  up  by  the  Board. 


Applications  may  also  be  received  for  the  Found- 
ers Group  who  may  lie  excused  from  examination. 
The  By-laws  authorize  a Founders  Group  made  up 
of  practitioners  of  preventive  medicine  and  public 
health  who  have  attained  unquestioned  eminence  in 
the  field.  The  Founders  Group  presumably  will 
include  persons  having  attained  eminence  as  indi- 
cated by  academic  appointments  at  the  level  of 
professor  or  associate  professor  of  preventive  medi- 
cine and  public  health,  or  who  have  held  positions 
of  eminence  and  responsibility  for  a period  of  not 
less  than  ten  years  in  this  field. 

Dr.  Ernest  L.  Stebbins  of  the  Johns  Hopkins  Uni- 
versity School  of  Hygiene  and  Public  Health,  Balti- 
more, is  secretary-treasurer  of  the  Board. 

The  Jefferson  Medical  College 

Announces  the  institution  of  courses  in  the  Basic 
Medical  Sciences  leading  to  the  degrees  of  Master 
of  Science  and  Doctor  of  Philosophy. 

The  courses  offered  are  in  the  major  fields  of 
Anatomy,  Physiology,  Biochemistry,  Bacteriology 
and  Immunology,  Pharmacology  and  Toxicology, 
and  Pathology.  The  baccalaureate  degree  is  a 
necessary  requisite  for  admission  to  all  courses  ex- 
cept Pathology,  which  requires  the  degree  of  Doctor 
of  Medicine.  These  courses  will  be  open  beginning- 
September,  1949. 

Dr.  C.  Marshall  Lee,  Jr., 

Formerly  of  Charlottesville  and  a member  of  the 
class  of  ’35,  Lmiversity  of  Virginia,  Department  of 
Medicine,  has  located  in  Cincinnati,  Ohio,  where 
he  has  accepted  a position  as  assistant  professor  of 
surgery  in  the  College  of  Medicine  of  the  University 
there.  For  the  past  two  years  he  has  been  on  the 
staff  of  Norburn  Hospital,  Asheville,  N.  C. 

Dr.  Vincent  E.  Lascara, 

Class  of  ’34,  Medical  College  of  Virginia,  has 
located  for  practice  in  Newport  News,  with  of- 
fices at  2407  Chestnut  -A. venue.  Dr.  Lascara  was  for 
a time  on  the  staff  of  Central  State  Hospital, 
Petersburg,  and  later  with  the  State  Hospital  in 
Raleigh,  North  Carolina. 

Dr.  Oscar  R.  Yates, 

Suffolk,  was  recently  presented  the  annual  Silver 
Beaver  Award  by  the  Old  Dominion  Area  Council 
of  Boy  Scouts.  He  has  served  as  chairman  of  the 
Council  health  and  safety  committee  and  been  in- 
terested in  the  scouting  work  for  twenty  years. 
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The  American  Association  of  Railway  Sur- 
geons 

Will  hold  its  annual  meeting  at  the  Drake  Hotel, 
Chicago,  June  30,  July  1 and  2.  An  interesting  and 
instructive  scientific  program  has  been  arranged. 
The  morning  sessions  will  include  papers  on  various 
medical  and  surgical  subjects,  and  the  two  after- 
noon sessions  will  be  devoted  to  symposia  on  “Le- 
sions of  the  Bones  and  Joints”  and  “Intra-thoracic 
Disorders.” 

The  annual  dinner  will  be  held  at  the  Drake 
Hotel  on  Friday  evening,  July  1.  Room  reserva- 
tions may  be  made  at  the  Drake  Hotel  or  at  the 
nearby  Knickerbocker  Hotel.  There  will  be  a tech- 
nical exhibit  in  conjunction  with  the  scientific 
meetings. 

Further  information  may  be  obtained  from  the 
secretary.  Dr.  Chester  C.  Guy,  5800  Stony  Island 
.•\ venue,  Chicago  37. 

Physician-Artists,  Attention: 

If  you  plan  to  exhibit  at  the  Atlantic  City  Ex- 
hibition (American  Medical  Association,  June  6-10, 
1949) — Now  is  the  time  to  write  for  entry  blanks, 
rules,  shipping  labels,  etc. 

Haste  is  necessary  because  your  entries  must 
reach  .Atlantic  City  between  April  15  and  iMay  9. 

For  details,  please  write  airmail  to  Francis  H. 
Redewill,  IM.D.,  Secretary,  American  Physicians  Art 
Association,  Flood  Building,  San  Francisco,  Cali- 
fornia. 

The  Medical  Library  Association 

Has  chosen  Mrs.  Eileen  R.  Cunningham,  li- 
brarian of  Vanderbilt  University  vSchool  of  Medi- 
cine, as  first  recipient  of  the  Association’s  Marcia 
C.  Noyes  Award.  This  will  be  presented  to  her 
at  the  .Association’s  annual  meeting  in  Galveston, 
Texas,  -April  11,  in  recognition  of  outstanding 
achievements  in  medical  librarianship. 

The  American  College  of  Chest  Physicians 

Will  hold  its  annual  meeting  at  the  -Ambassador 
Hotel,  -Atlantic  City,  June  2-5.  An  interesting  sci- 
entific program  has  been  arranged,  and  speakers 
from  several  other  countries  are  scheduled  to  appear. 

The  Board  of  Examiners  of  the  College  an- 
nounces that  the  next  oral  and  written  examinations 
for  fellowship  will  be  held  in  -Atlantic  City,  June 
2.  Candidates  for  fellowship  in  the  College,  who 
would  like  to  take  the  e.xaminations,  should  con- 
tact the  Executiv'e  Secretary',  American  College  of 


[-April, 

Chest  Physicians,  500  North  Dearborn  Street,  Chi- 
cago 10,  Illinois. 

The  South  Atlantic  Association  of  Obstetri- 
cians and  Gynecologists 

-Announces  the  establishment  of  “The  Founda- 
tion Prize”.  -Authors  of  papers  on  obstetrical  or 
gynecological  subjects  desiring  to  compete  for  the 
prize  may  obtain  information  from  Dr.  E.  D.  Col- 
vin, Secretary-Treasurer,  1259  Clifton  Road,  N.  E., 
-Atlanta,  Ga. 

The  American  Society  of  Medical  Technolo- 
gists 

\\'ill  hold  its  17th  annual  convention  in  Roanoke 
on  June  19th,  under  the  chairmanship  of  Miss  Ida 
L.  Reilly  of  that  city.  Miss  Rachel  M.  Lehman, 
Indianapolis,  is  president  of  the  Society  and  Miss 
Reilly  is  president-elect. 

The  A'irginia  Society  of  Medical  Technologists 
is  to  have  its  annual  convention  in  Charlottesville, 
May  7th  and  8th.  Aliss  Harriet  Howe,  Richmond, 
is  president,  and  Aliss  Eleanor  Rawls,  Norfolk, 
vice-president. 

New  Books. 

-Among  recently  acquired  books  received  at  the  Li- 
brary of  the  Aledical  College  of  Aurginia  are  the 
following,  which  are  available  to  our  readers  under 
usual  library  rules: 

-Albright  and  Reifenstein — Parathyroid  glands. 

National  Cottonseed  Products  -Association — Allergy  to 
cottonseed  and  other  oils. 

Bernheim — The  story  of  Johns  Hopkins. 

Bohler — Medullary  nailing  of  Kuntscher. 

Bosco — La  localizacion  elective  del  infarto  del  Micardio 
en  el  Ventriculo  Ixquierdo.  Sus  syndromes. 
Bourdelle — -Anatomie  regionale  des  animaux  comestiques. 
Chilean  Nitrate  Educational  Bureau — Bibliography  of  the 
literature  on  the  minor  elements  and  their  relation  to 
plant  and  animal  nutrition. 

Dunham — Premature  infants;  a manual  for  physicians. 
Gold,  ed. — Cornell  conference  on  therapy.  Vol.  3. 

Gross — Modern  foot  therapy. 

Hess — Die  funktionelle  organisation  des  vegetativen  nerv- 
ensystem. 

Kagan — Fielding  N.  Garrison,  a biography. 

Knisely — Selective  phagocytosis  I. 

Law — Therapy  through  interview. 

Rice — The  structure  of  matter. 

Sulzburger  and  Baer — Office  immunology. 

Thorner — Psychiatry  in  general  practice. 

Traquair — Clinical  ophthalmology  for  the  general  prac- 
tioner. 
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Recent  progress  in  hormone  research.  Vol.  3. 

Vaughan — Practice  of  allergy.  2d  ed. 

Yearbook  of  urology.  1948. 

Doctor, 

In  looking  over  the  Monthly,  don’t  forget  the 
advertising  pages,  and  remember  all  ads  are  care- 
fully screened — the  items,  services,  and  messages 
presented  are  committee-accepted.  Our  standards 
are  of  the  highest.  The  advertisers  like  our  jour- 
nal— that’s  why  they  selected  it  for  use  in  their 
promotional  program.  They  .seek  your  patronage 
and  your  response  encourages  continued  use  of  our 
publication. 

In  turn,  the  advertisers’  patronage  helps  us  to 
produce  a journal  that  is  second  to  none  in  our 
state.  \Mien  you  send  inquiries,  tell  them  that  you 
read  their  advertisement  in  the  ^’IRGINIA  Medical 

ISIONTHLY. 


Doctor  Wanted. 

Doctor  w'anted  to  take  over  well-equipped,  eight- 
room  doctor’s  office,  with  well  established  practice 
in  eastern  North  Carolina  town  of  3,000  population. 
Modern  hospital  18  miles  distant  on  Route  301 
South.  If  interested,  write  Harrison  Drug  Company, 
Enfield,  North  Carolina.  {Adv.) 

Wanted — 

Physician  to  share  office  and  expenses.  Office 
available  9 :00  a.m.  to  12  :30  p.m.  Central  West  End 
Office  Building  in  Richmond.  Answer  “D.  L.”, 
care  Virginia  Medical  Monthly,  1200  East  Clay 
Street,  Richmond.  {Adv.) 

For  Rent — 

Desirable  office,  centrally  located  in  Richmond. 
Reasonable.  If  interested,  dial  5-3267,  or  address 
“Office”,  care  this  journal,  1200  East  Clay  Street, 
Richmond  19.  {Adv.) 


OBITUARIES 


Dr.  Isaac  Carrington  Harrison, 

Of  Danville,  President  of  the  Medical  Society  of 
Virginia  in  1931-1932,  died  on  March  the  12th  of 
pneumonia,  though  he  had  been  in  bad  health  for 
about  four  years  and  had  recently  fractured  his  hip. 
He  was  born  in  Amelia  County  in  December  1870 
and  studied  medicine  at  the  University  of  Virginia 
from  which  he  received  his  diploma  in  1895.  He 
practiced  in  Clarksville  for  about  twelve  years,  be- 
fore locating  in  Danville  in  1910.  Dr.  Harrison 
took  an  active  part  in  the  civic  as  well  as  profes- 
sional life  of  Danville.  He  was  one  of  the  or- 
ganizers of  Hilltop  Sanatorium  and  Memorial  Hos- 
pital, was  for  ten  years  a member  of  the  city  School 
Board,  and  was  identified  wdth  other  local  interests. 
He  was  for  twenty-four  years  a member  of  the  State 
Board  of  Medical  Examiners.  He  is  survived  by 
his  wife,  two  daughters  and  three  sons,  two  of  whom 
are  physicians. 

Dr.  Charles  O.  Dearmont, 

A former  member  of  the  Council,  of  the  Medical 
Society  of  Virginia,  died  at  his  home  at  White  Post 
on  February  23.  He  was  seventy  years  of  age  and 
had  been  a lifelong  resident  of  Clarke  County.  He 
received  his  medical  degree  from  the  former  Uni- 
versity College  of  Medicine,  Richmond,  in  1903, 
returning  to  his  home  to  practice.  He  had  been  a 


member  of  the  Medical  Society  of  Virginia  for  forty- 
five  years,  was  a member  of  local  medical  societies 
and  of  the  .American  Medical  Association.  He  served 
for  several  years  as  chairman  of  the  County  School 
Board,  was  a member  of  Clarke  County  Lions  Club, 
and  a vestryman  in  the  local  Episcopal  church, 
being  senior  warden  at  the  time  of  his  death.  His 
wife,  two  brothers  and  a sister  survive  him. 

Resolution 

Be  it,  and  it  is  hereby  Resolved  by  the  Medical  Staff, 
Winchester  Memorial  Hospital,  Winchester,  Virginia, 
meeting  in  regular  monthly  session  this  second  day  of 
March,  1949,  that: 

(1)  The  sudden  death  of  Dr.  Charles  O.  Dearmont  on 
Wednesday,  February  23,  1949,  is  regarded  by  the  mem- 
bers of  this  Staff  to  represent  a most  serious  loss  not  only 
to  the  Hospital,  the  development  of  which  he  so  con- 
scientiously fostered,  but  also  to  our  own  profession,  which 
he  so  valiantly  upheld,  and  a loss  to  the  entire  community 
wherein  he  lived,  a loss  to  his  church,  in  which  he  took 
such  active  part,  and  one  to  his  many  warm  friends, 
admirers,  and  professional  associates  and  acquaintances; 

(2)  This  Staff  held  Dr.  Charles  O.  Dearmont  in  the 
highest  esteem,  and  recognized  his  virtues  of  gentle  kind- 
ness, sobriety,  tolerance,  fair  dealing,  sterling  character, 
and  gentlemanly  conduct; 

(3)  The  deepest  sympathy  of  this  Staff,  individually 
and  collectively,  is  hereby  extended  to  the  widow  of  our 
deceased  friend  and  associate,  who  with  us  mourns  his 
loss ; 
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(4)  This  Resolution  be  spread  upon  the  Minutes  of 
this  Meeting,  and  thereby  be  made  a permanent  record 
in  memorium  to  the  said  Dr.  Charles  O.  Dearmont,  and 
copies  of  this  Resolution  be  sent  to  the  widow  of  Dr. 
Dearmont. 

E.  Wii.i.is  Lacy,  Jr., 

Secretary,  Medical  Stajf, 
IVinchestcr  M cmorial  Hospital. 


Similar  resolutions  were  also  adopted  at  this  meeting 
on  the  death  of  Dr.  Philip  Williams  Boyd,  whose  death 
was  announced  in  the  March  issue  of  the  Monthly. 

Dr.  Lucius  Daniel  Morgan, 

Widely  known  physician  in  Campbell  and  Bed- 
ford Counties,  died  at  his  home  at  Gladys  on  IMarch 
10  at  the  age  of  seventy-eight  years.  He  was 
graduated  in  medicine  from  the  former  Univer- 
sity College  of  Medicine,  Richmond,  in  1903 
and,  with  the  exception  of  a few  years  in  Al- 
leghany County,  had  practiced  in  the  vicinit}'  of 
Gladys  for  over  forty  years.  He  was  a Mason,  a 
member  of  the  Medical  Society  of  Virginia  and  the 
•American  Medical  Association,  and  had  been  su- 
l>erintendent  of  the  Kedron  Baptist  Sunday  School 
at  Gladys  for  more  than  forty  years,  a position  he 
held  at  the  time  of  his  death.  He  is  survived  by  his 
wife,  one  son.  Dr.  T.  Addison  Morgan  of  Frank- 
lin, three  daughters,  and  a large  family  connection. 

Memorial  to  Dr.  J.  A.  Rucker. 

The  Bedford  County  Medical  Society,  of  which 
Dr.  Joseph  .\.  Rucker  was  a popular  and  honored 
member,  wishes  to  place  on  record  this  memorial 
as  an  expression  of  esteem  and  a tribute  of  respect 
to  his  memory: 

Whereas,  Dr.  Rucker,  who  has  been  a beloved  co- 
laborer in  the  science  of  healing  in  Bedford  County,  and 
whereas  our  association,  both  professional  and  social, 
has  been  close  and  harmonious,  we,  the  members  of  the 
Bedford  County  Medical  Society,  recognize  the  high  order 
of  his  services  and  the  fineness  of  his  character,  and  offer 
the  following  resolutions: 

Be  It  Herewith  Resolved,  that  in  his  death  on  June 
29,  1948,  Bedford  County  has  suffered  a serious  loss.  A 
general  practitioner  of  the  highest  order,  whose  accom- 
plishments were  many  and  great.  One  truly  a family 
physician,  whose  skill  and  ability  were  unquestioned  and 
who,  during  his  many  years  of  active  service  to  his  pa- 
tients, gave  unstintingly  of  his  time  to  rich  and  poor 
alike.  No  distance  too  great,  no  night  too  dark  or  stormy 
to  stay  his  effort. 

I'he  qualities  of  heart,  firmness  of  purpose,  beauty  of 
soul  and  the  other  attributes  of  a Christian  gentleman 
endeared  him  to  those  who  knew  him,  the  better  knowl- 
edge bringing  the  deeper  love  and  appreciation. 


'I'hat  a copy  of  these  resolutions  be  spread  on  the  min- 
utes of  this  meeting. 

That  a copy  be  sent  to  his  family  and  to  the  Virginia 
Medical  Monthly. 

C.  R.  Titus,  President. 

An  Appreciation  of  Dr.  Rufus  S.  Right. 

Dr.  Rufus  Speed  Kight,  an  active  member  of  this  so- 
ciety for  more  than  forty-five  years  and  a former  presi- 
dent, died  at  DePaul  Hospital,  this  city,  on  February  12, 
1949,  in  the  seventy-second  year  of  his  life. 

Dr.  Kight’s  many  professional  accomplishments  and  his 
personal  characteristics  won  for  him  a high  place  of 
prominence  in  the  affairs  of  this  society. 

His  medical  career  was  characterized  by  the  attainment 
of  special  skill  in  the  field  of  obstetrics  and  gynecology. 
This  was  acquired  more  through  his  own  study  and  effort 
than  through  teaching  and  exemplifies  the  ideal  of  render- 
ing mankind  a more  efficient  service  through  opportunity. 

The  personal  traits  of  Dr.  Kight  endeared  him  to  pa- 
tients and  colleagues  alike.  Although  a man  of  retiring 
demeanor,  he  sought  and  retained  the  friendship  of  his 
associates  in  a most  devoted  way.  Through  all  the  years 
of  his  life,  he  exhibited  the  special  virtues  of  loyalty  to 
his  friends,  loyalty  to  the  high  ideals  of  his  profession 
and  loyalty  to  his  duty. 

In  the  passing  of  Dr.  Kight,  this  society  has  lost  a 
member  of  steadying  influence  and  wise  counsel  and  its 
members  have  lost  a beloved  friend. 

It  is  requested  that  this  humble  tribute  to  our  friend 
and  fellow  member  be  recorded  in  the  minutes  of  this 
meeting  of  the  Norfolk  County  Medical  Society  and  that 
copies  be  s nt  to  his  family  and  the  Virginia  Medical 
Monthly  for  publication. 

M.  N.  King 

C.  L.  Harrell 

M.  S.  Fitchett,  Chairman 

Dr.  J.  David  Buchanan, 

Retired  physician  of  Marion,  died  February  27, 
at  the  age  of  eighty-three.  He  graduated  in  medi- 
cine from  Bellevue  Hospital  Medical  College  in 
1892,  and  had  been  active  in  the  professional  and 
political  life  of  Marion.  He  was  formerly  on  the 
staff  of  Southwestern  State  Hospital,  and  for  twenty 
years  chairman  of  Smyth  County  Democratic  Com- 
mittee. 

Dr.  Erwin  Carter  Brandon, 

Former  medical  examiner  for  the  Norfolk  and 
Western  Railway,  died  on  March  4 at  his  home  in 
Bedford,  in  which  place  he  located  upon  retire- 
ment from  active  duty.  He  formerly  lived  in  Suf- 
folk. He  was  a graduate  of  Vanderbilt  Chiiversity 
in  1909  and  served  in  the  Army  Medical  Corps 
during  World  War  L His  wife  and  three  children 
survive  him. 


IN  2 FORMS; 

Parenteral—]  cc.  and  2 cc.  ampuls. 

Ora/  — Tablets. 

DOSAGE 

Parenteral:  Initial  adult  test  dose  0.5  cc.  Thereafter 
frequent  small  doses  (daily  or  every  other  day). 

Or  a larger  dose  (up  to  2 cc.)  at  less  frequent  intervals 
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Release  of 
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The  improved  water  metabolism  means 
less  work  for  the  heart,  less  taxing  of  the 
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HOW  much  sun  does 
the  infant  really  get? 


Not  very  much:  (l)  When  the  baby  is  bun- 
dled to  protect  against  weather  or  (2)  when 
shaded  to  protect  against  glare  or  (3)  when 
the  sun  does  not  shine  for  days  at  a time. 
Mead’s  Oleum  Percomorphum  is  a pro- 
phylactic against  rickets  available  365j 
days  in  the  year,  in  measurable  potency  and 
in  controllable  dosage.  Use  the  sun,  too. 


Mead  Johnson  & Co.,  Evansville,  Ind.,  U.S.A. 


This  baby’s  mother  learned 
about  Mead’s  Oleum  Percomor' 
phum  from  her  physician,  not  from 
public  advertising  or  displays. 

"Servamus  Fidem” 
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GUEST  EDITORIAL 

Streptomycin  in  the  Treatment  of  Tuberculosis 

M.AXV  of  the  drugs  proposed  in  the  past  for  the  treatment  of  tuberculosis  have 
lieen  useless  because  of  the  high  toxicity  to  the  bod\-  tissues.  Many  of  these 
drugs  could  lie  used  to  kill  micro-organisms  if  they  did  not  also  destroy  the  host. 
Streptomycin  is  the  first  of  a multitude  of  drugs  that  has  definite  therapeutic  abilit} 
without  great  toxicity.  The  number  of  patients  now  treated  with  streptomycin  is 
large  enough  to  draw  definite  conclusions  and  it  should  be  stated  in  the  beginning  that 
not  all  cases  are  suitable  for  therapy  with  streptomycin.  In  practically  no  instance 
should  the  time  honored  therapeutic  measures  of  rest,  fresh  air,  high  caloric  diet  and 
surgery  be  abandoned  in  favor  of  streptomixin.  On  the  other  hand,  in  practically  all 
tuberculosis  streptomycin  may  be  used  as  a supplementary  treatm.ent  to  the  aliove. 

Generally  speaking,  the  acute  exudative  pulmonary  lesions  and  the  complications 
of  tuberculosis,  such  as  tracheobronchial,  laryngeal,  cutaneous,  sinuses,  fistulae, 
miliary,  meningeal,  bone  and  joint,  and  lesions  of  the  skin  and  eye  re.spond  well  to 
treatment. 

In  the  field  of  surgery,  streptomycin  has  made  possible  definitive  surgery  on  a great 
man)'  patients  previously  thought  to  be  inoperable  and  has  permitted  the  surgeon  to 
remove  tuberculous  lesions  by  excisions  of  a portion  or  a whole  lung  with  impunit)'. 

The  drug  is  not  without  harmful  effects.  The  original  dose  of  1.8  grams  of  strepto- 
mycin daily  intramuscularly  every  four  hours,  day  and  night,  for  120  days  was  clini- 
cally sat isf actor)-;  however,  evidence  of  toxicity,  such  as  dermatitis,  nausea  and 
vomiting,  vertigo,  jaundice,  and  vestibular  damage  were  noted  in  something  like  10% 
of  all  cases.  The  dose  was  reduced  to  one  gram  a day  for  120  days  and  seemed  to  be 
as  effective  as  the  former  dosage.  The  drug  has  since  been  further  reduced  to  one- 
half  gram  for  42  and  60  da)s.  Clinical  improvement  is  usually  noted  within  the  first 
2 to  3 weeks  of  treatment.  Changes  on  the  x-ray  film  may  be  seen  later — as  much  as 
60  to  90  da)-s.  Constitutional  symptoms  are  relieved  and  a sense  of  well-being  is 
noted  in  most  patients  early  in  the  treatment.  The  most  spectacular  results  are  seen 
in  laryngeal  involvement.  Usually  by  the  second  or  third  dose,  patients'  lar)ngeal 
symptoms,  including  painful  and  difficult  swallowing,  have  been  relieved. 

One  of  the  serious  drawbacks  to  the  use  of  streptomycin  has  been  the  production  of 
drug  resistance.  This  happens  with  sufficient  frequency  and  administration  of  strep- 
rom)cin  should  be  avoided  when  other  effective  treatments  are  available. 

The  development  of  dihydrostreptomycin  has  given  us  a drug  with  marked  reduc- 
tion in  the  neurotoxic  action  without  in  any  way  sacrificing  the  antimicrobial  efficacy. 
This  drug  may  be  used  in  larger  doses  and  over  longer  periods  of  time  without  pro- 
ducing resistant  organisms  or  causing  toxic  symptoms.  Diliydrostrej^itomycin  is  usuall) 
well  tolerated  by  patients  who  are  hypersensitive  to  streptomycin.  Vestibular  dys- 
function is  also  more  infrequent  and  less  marked  than  is  seen  with  streptomycin.  It 
ma)'  also  be  administered  to  some  patients  who  are  markedly  allergic  to  streptomvcin 
and  no  cases  have  been  observed  in  which  eosinophilia  developed.  The  onlv  un- 
favorable action  of  this  preparation  is  slightly  more  irritation  of  the  tissues  at  the 
sight  of  the  injection.  Intrathecal  injection  of  dihydrostreptomycin  is  not  recom- 
mended for  the  treatment  of  meningitis  unless  a less  irritant  fonn  of  the  drug  can 
be  used.  E.  C.  H.akper,  M l). 

Editor's  Note.  Dr.  Harper  is  connected  with  the  Department  of  Medicine  and  Surgery  of  the 
V’eteians  .Administration,  Richmond,  Virginia. 
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MEDICAL  CARE 


Panel  Discussion* 
Moderator  H.  B.  Mulholland,  M.D., 
Charlottesville,  Virginia. 


In  this  troubled  world  today  we  phy  sicians,  too, 
have  many  problems.  For  this  reason  we  decided 
that  we  would  have  presented  to  you  some  of  the 
problems  that  confront  us.  The  most  important  ones 
are  those  which  are  concerned  with  medical  care, 
its  extension,  and  all  of  its  implications.  We  have 
tried  to  select  for  you  individuals  who  are  experts 
in  particular  phases  of  this  problem  of  medical  care 
and  to  present  to  you  some  of  the  things  that  we 
think  you  ought  to  know,  and  at  the  end  of  the  three 
discussions  we  will  try  to  have  a short  period  for 
questions  and  answers. 

The  first  speaker  on  this  panel  is  one  who  needs 
no  introduction  to  Virginia  physicians.  He  is  one 
who  for  many  years  has  given  unstintedly  of  his  time 
and  effort  to  help  solve  some  of  the  problems  of 
medical  care.  He  is  a past  president  of  the  Medical 
Society  of  Virginia,  and  he  now  holds  one  of  the 
highest  positions  in  .American  medicine  today,  so 


we  have  asked  Dr.  Walter  B.  Martin,  of  Norfolk, 
Virginia,  to  open  this  discussion  by  talking  to  you 
about  the  -American  Medical  Association’s  respon- 
sibility in  the  problem  of  medical  care. 

The  second  speaker.  Dr.  Franklin  Smith  Crockett 
of  Lafayette,  Indiana,  has  been  concerned  par- 
ticularly with  the  problems  of  rural  medical  care. 
He  was  one  of  those  instrumental  in  the  formation 
of  the  Rural  Health  Committee  of  the  -American 
Aledical  -Association,  and  he  has  won  the  confidence 
of  the  farm  groups.  He  also  has  done  excellent  work 
both  in  going  into  their  problems  and  in  trying  to 
build  up  a medical  committee  to  solve  some  of  them. 

The  last  speaker  also  comes  from  Indiana.  Mr. 
Tom  Hendricks  has  been  secretary  of  the  Indiana 
State  Medical  .Association  and  also  a state  senator 
in  Indiana.  Now  he  is  the  very  efficient  secretary  of 
the  Council  on  Medical  Service  of  the  -American 
Medical  Association. 


The  American  Medical  Association’s  Responsibility  in  the  Problem  of  Medical  Care 


Walter  B.  Martin,  M.D., 

Norfolk,  Virginia. 


The  problem  of  making  a good  quality  of  medi- 
cal care  available  to  all  the  people  of  this  country 
is  the  most  pressing  one  now  facing  our  profession. 
-As  the  principal  custodians  of  medical  knowledge, 
it  has  long  been  our  responsibility.  Our  interest  is 
twofold.  Not  only  is  it  our  duty  to  exert  our  best 
efforts  to  this  end  for  the  benefit  of  the  public,  but 
the  very  integrity  of  our  profession  and  the  quality 
of  medicine,  present  and  future,  depend  upon  a 
proper  solution  of  this  problem.  A system  based  on 
political  considerations  or  promoted  by  the  ignorant 
or  the  venial  can  only  result  in  harm  to  the  public 
and  disaster  to  medicine. 

The  responsibility  for  leadership  rests  primarily 
with  the  medical  profession,  acting  through  its  or- 
ganized bodies,  local,  state  and  national.  I have 
placed  local  organizations  first,  since  I am  per- 

•Presented  at  the  annual  meeting  of  the  Medical  So- 
ciety of  Virginia  held  in  Richmond,  October  18,  1948. 


suaded  that  although  the  national  organization  has 
grave  responsibilities,  the  problem  can  only  be 
solved  by  aroused  and  informed  local  organizations. 

There  are  certain  limitations  on  the  powers  of 
the  national  organization.  The  -American  Medical 
Association  is  a federation  of  autonomous  state  as- 
sociations. Its  governing  and  policy-making  body 
is  its  House  of  Delegates,  made  up  of  representa- 
tives from  the  several  states,  chosen  on  a propor- 
tionate basis.  By  its  constitution,  the  powers  of  its 
Board  of  Trustees  and  its  general  officers  are  lim- 
ited to  those  delegated  to  them  by  the  House  of 
Delegates.  In  Article  II  of  its  constitution,  the  fol- 
lowing statement  is  made:  “The  objects  of  the  -As- 
sociation are  to  promote  the  science  and  art  of 
medicine,  and  the  betterment  of  the  public  health.” 
In  this  last  phrase  resides  the  authority  and  com- 
pulsion for  action  on  the  part  of  the  -American 
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Medical  Association  in  the  field  of  medical  care. 
The  American  Medical  Association,  considering  the 
problem  of  the  nation’s  health,  has  outlined  ten 
points  considered  to  be  of  especial  importance. 
Time  will  not  permit  a detailed  enumeration  and 
evaluation  of  these  ten  essential  points.  The  Jour- 
nal of  the  American  Medical  Association,  January 
24,  1948,  reviewed  them  in  some  detail  and  out- 
lined the  progress  that  has  been  made  in  canw'ing 
out  this  program.  This  program  reveals  the  basic 
philosophy  that  guides  the  American  Medical  As- 
sociation in  its  approach  to  the  problem  of  medical 
care.  It  is  true,  however,  that  this  statement  of 
policy  is  of  little  value  unless  put  into  action  in  a 
practical  w'ay. 

In  1943,  the  Council  on  Medical  Service  of  the 
American  Medical  Association  was  brought  into 
being  by  action  of  the  House  of  Delegates.  Since 
then,  this  Council  has  acted  vigorously  in  the  field 
of  medical  care.  It  has  concerned  itself  particularly 
with  the  problem  of  medical  care  in  the  following 
specific  fields : 

1.  The  organization  of  the  Washington  Office  in 
charge  of  Dr.  Joseph  Lawrence.  This  office  was  pro- 
jected as  a “listening  post”  and  as  a bureau  of  in- 
formation. It  has  functioned  as  a source  of  infor- 
mation for  the  benefit  of  the  profession.  Through  it 
timiely  advice  has  been  furnished  us  as  to  proposed 
legislation  affecting  the  medical  welfare  of  the 
American  people.  It  has  also  provided  accurate  fac- 
tual data  to  members  of  Congress  bearing  on  medi- 
cal matters. 

2.  Extension  of  medical  facilities  in  the  form  of 
hospitals,  health  centers,  and  diagnostic  centers. 

3.  Methods  of  financing  medical  and  hospital 
care,  particularly  in  reference  to  the  development  of 
prepayment  plan  for  hospital  and  medical  service. 

4.  The  problem  of  proper  medical  and  hospital 
care  for  the  veterans  with  service-connected  disa- 
bility, with  particular  reference  to  the  development 
of  means  of  caring  for  the  veteran  in  his  own  com- 
munity. 

5.  The  problem  of  medical  care  for  organized 
industrial  groups. 

6.  The  care  of  the  indigent. 

7.  Formation  of  local  health  councils. 

The  Committee  on  Rural  Health,  acting  directly 
under  the  Board  of  Trustees  of  the  American  Medi- 
cal Association,  has  made  extensive  studies  in  the 
field  of  rural  health.  It  has  acted  in  cooperation 


with  various  farm  groups  to  work  out  detailed  plans 
for  improving  medical  care  for  rural  dwellers. 

It  is  evident  that  these  several  divisions  of  medi- 
cal care  are  closely  interrelated  and  that  they  can- 
not be  considered  separately.  The  extension  of 
physical  facilities  in  the  form  of  hospitals  and 
health  and  diagnostic  centers  is  of  primary  impor- 
tance. Such  an  extension  of  facilities,  how'ever,  can- 
not move  forward  more  rapidly  than  the  training 
of  technical  personnel  to  man  them.  It  is  probable 
that  the  extension  of  facilities  in  the  smaller  areas 
may,  to  a large  extent,  solve  the  pressing  problem 
of  rural  medical  care.  IMany  physicians  will  avail 
themselves  of  the  advantages  of  small  town  and 
rural  practice  if  adequate  facilities  are  available. 

The  American  Medical  Association  has  sup- 
ported the  principle  of  the  Hill  Burton  Act.  It  has 
urged  the  extension  of  a program  of  hospital  and 
health-center  construction  to  meet  demonstrated 
needs.  It  has  insisted  that  such  facilities  should  be 
under  local  control  and  that  they  should  fit  into  a 
well  ordered  plan  for  meeting  the  real  medical  needs 
of  the  people. 

Next  to  the  provision  of  adequate  facilities  in 
importance  is  the  development  of  proper  methods  of 
financing  medical  and  hospital  care.  Rapid  prog- 
ress has  been  made  in  this  field  through  extension 
of  Blue  Cross  and  Blue  Shield.  At  the  present 
time,  over  thirty  million  people  are  covered  by 
Blue  Cross,  and  approximately  ten  million  by  Blue 
Shield.  In  addition  to  this  it  is  estimated  that  forty 
million  people  in  the  United  States  carry  some  form 
of  medical  or  hospital  coverage  in  various  commer- 
cial insurance  organizations. 

The  Council  on  Medical  Service  fostered  the 
Association  of  Medical  Care  plans  with  the  purpose 
of  providing  an  agency  that  could  act  as  a trade 
organization  in  the  extension  of  medical  service 
plans.  The  A.M.C.P.  was  expected  to  coordinate 
the  activities  of  the  various  plans,  to  act  as  a clear- 
ing house  of  information,  to  collect  actuarial  data, 
to  aid  in  the  extension  of  existing  plans  and  in  the 
formation  of  new  plans.  The  Council  on  Medical 
Sendee  and  the  House  of  Delegates  of  the  A.M.A. 
have  not  yet  approved  the  creation  of  a national 
insurance  company  as  now  proposed  by  the  Asso- 
ciated Blue  Cross  and  Blue  Shield. 

There  are,  at  the  present  time,  approximately 
eighteen  million  veterans  in  the  L^nited  States.  The 
American  Medical  Association  has  urged  the  further 
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extension  of  Ilians  for  the  home-town  care  of  the 
veteran  entitled  to  governmental  aid.  It  ojjposes  an 
extensive  hospital-building  program,  under  the  Vet- 
erans’ Bureau,  and  urges  the  development  of  a co- 
ordinated hospital  system  that  would  serve  all  the 
peojde  of  the  country.  It  feels  that  with  the  devel- 
opment of  proper  facilities  it  would  be  possible  to 
take  care  of  most  of  the  veteran’s  needs  in  his  home 
town,  or  in  a civilian  hospital  not  greatly  removed. 
The  fact  that  only  15%  of  the  beds  in  veteran 
facilities  are  occupied  by  veterans  with  service- 
connected  disabilities  indicates  that  a house-clean- 
ing in  Washington  is  decidedly  more  needed  than 
further  veteran-hospital  construction. 

The  problem  of  medical  care  for  organized  in- 
dustrial groups  has  been  brought  to  the  forefront, 
with  particular  reference  to  the  funds  made  avail- 
able to  the  United  Mine  W orkers  by  the  twenty  cents 
tax  on  each  ton  of  coal  produced.  The  success  of 
the  United  Mine  Workers  in  obtaining  such  a levy 
has  stimulated  efforts  on  the  part  of  other  large  in- 
dustrial groups  to  obtain  similar  funds,  by  a pro- 
duction tax  on  the  commodity  produced  by  their 
particular  industry.  Such  special  funds  may  be  of 
great  value  if  properly  administered  or  applied.  It 
might  be  pointed  out,  however,  that  these  funds  ac- 
cruing from  a commodit}'  tax  levied  not  by  gov- 
ernment but  by  “big  labor’’  are  susceptible  of  abuse. 
There  is  actually  no  moral  justification  for  taxing 
the  consumers  of  a special  article  of  commerce  for 
the  exclusive  benefit  of  the  producers  of  that  par- 
ticular commodity.  The  American  Medical  Asso- 
ciation has  insisted  that  if  adequate  medical  serv- 
ice is  to  be  developed  throughout  the  country  as  a 
whole,  the  facilities  designed  for  veterans,  the  in- 
dustrial worker,  and  other  special  groups  should 
be  coordinated  on  a community  basis.  This  service 
sliould  be  designed  to  meet  the  needs  of  all  of  the 
people  and  not  those  of  especially  favored  groups. 

What  are  the  responsibilities  of  the  American 
Medical  Association  in  these  matters?  By  reason 
of  its  national  organization,  it  is  capable  of  mak- 
ing extended  investigation,  accumulating  data,  de- 
veloping j)lans  and  formulating  policies.  Imple- 
mentation of  these  policies  and  their  execution  is 
the  resj)onsibility  of  the  individual  states  and  the 
local  association.  The  American  Medical  Associa- 
tion, through  its  Committee  on  Rural  Health,  its 
Council  on  Medical  Service,  its  Council  on  Indus- 
trial Medicine,  and  its  Bureau  of  Medical  Economic 


Research,  has  carried  out  extensive  investigations, 
and  has  accumulated  a large  amount  of  valuable 
information.  Policies  have  been  laid  down  in  ref- 
erence to  methods  of  procedure.  These  policies 
center  around  the  development  of  community  re- 
sponsibility  for  its  health  service.  It  is  obvious 
that  many  communities  are  capable  of  developing 
an  adequate  health  service,  and  of  coordinating  it 
with  their  neighboring  communities.  It  is  equallv 
obvious  that  other  communities,  on  account  of  eco- 
nomic conditions,  may  require  help  from  the  state, 
and  certain  states  may  require  help  from  the  fed- 
eral government.  It  is  highly  important,  however, 
that  community  responsibility  and  community  con- 
trol be  maintained.  It  is  equally  important  that 
the  health  services  of  various  communities  through- 
out a state  be  coordinated  into  an  overall  plan,  so 
that  a network  of  general  hospitals,  secondary  hos- 
pitals and  health  centers  be  so  distributed  as  to 
meet  the  needs  of  all  of  the  people,  and  at  the  same 
time,  operate  effectively  and  economically.  The  phi- 
losophy behind  this  conception  of  health  planning 
is  the  same  as  that  of  those  men  who  first  set  up 
the  political  framework  of  this  country,  and  is  com- 
patible with  a democratic  conception  of  the  func- 
tions of  government. 

It  is  the  purpose  and  responsibility  of  the  Ameri- 
can IMedical  Association,  through  its  various  coun- 
cils and  committees,  to  study  the  overall  picture,  to 
accumulate  information,  and  to  make  overall  plans. 
It  is  its  duty  to  funnel  this  information  down  to 
the  state  associations,  and  to  the  individual  com- 
munities. The  responsibility,  however,  for  the  ac- 
tual execution  and  implementation  of  such  programs 
is  the  communities’.  The  medical  profession  pos- 
sesses the  technical  knowledge,  by  reason  of  train- 
ing and  experience,  to  advise  in  these  matters.  It  is 
capable  of  determining  the  quality  of  medicine 
and  the  technical  factors  concerned  in  the  production 
of  good  medicine.  The  medical  profession,  how- 
ever, has  no  vested  interest  in  medicine.  In  order 
to  develop  and  carry  out  an  adequate  health  pro- 
gram, the  help  of  all  groups  interested  in  the  wel- 
fare of  their  community  is  needed.  For  this  reason, 
the  American  IMedical  Association  has  urged  the 
formation  of  local  health  councils  in  every  com- 
munity in  the  United  States.  This  proposal  was 
endorsed  by  the  House  of  Delegates  of  the  Medical 
Society  of  Virginia  at  its  last  annual  meeting.  The 
[)urpose  of  these  councils  has  been  set  forth  in  bro- 
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cliures  issued  by  the  American  Medical  Associa- 
tion. Briefly,  their  basic  purpose  is  to  Ijring  to- 
gether all  groups  in  the  community  interested  in 
])roviding  good  medical  care  for  all  the  [)eople  in 
that  communit)’.  If  community  interest  can  be 
aroused  throughout  the  entire  country,  the  problems 
concerned  with  the  development  of  adequate  facili- 
ties, of  manning  these  facilities  with  trained  per- 
sonnel, of  providing  for  the  medical  care  of  the 


veteran  in  his  own  home  town,  of  extending  pre- 
payment medical-care  and  hospital-service  plans, 
and  of  caring  for  the  special  needs  of  the  industrial 
and  rural  groups,  may  be  solved.  It  is  the  respon- 
sibility of  the  .\merican  Medical  .Association  to  aid 
the  states  and,  through  the  states,  the  local  com- 
munities to  develop  adequate  medical  plans.  It  is 
the  duty  of  the  state  societies  and  the  local  societies 
to  implement  these  plans. 


Rural  Health 


Franklin  Smith  Crockett,  M.I)., 

Lafayette,  Indiana. 


The  medical  profession  has  been  fully  aware  of 
the  health  conditions  and  the  changing  character  of 
medical  care  developing  in  our  farming  communi- 
ties. There  has  been  an  uneven  distribution  of  doc- 
tors between  town  and  countrv  and  also  between 
country  communities. 

The  pattern  of  doctor  distribution  of  40  years 
ago  no  longer  applies  today.  .Autos,  all-weather 
roads,  together  with  changed  medical  techniques, 
combine  to  set  the  pattern  of  today.  Even  the  term 
“adequate  medical  care”  is  not  an  absolute  quantity. 
It  means  different  things,  at  different  times,  and  in 
different  places.  It  is  not  the  same  now  as  last  year 
nor  is  it  the  same  in  different  parts  of  the  country 
today. 

The  cultural  and  economic  resources  of  a locality 
profoundly  influence  the  solution  of  the  health  and 
medical  care  program. 

1.  The  economically  self-sufficient  farming  areas 
with  good  homes,  roads,  schools  and  churches,  are 
nearly  all  supplied  with  doctors  and  the  problem 
there  is  one  of  health  education. 

2.  The  marginal  type  of  farm  country  where 
meager  economical  reward  creates  communities  with 
inferior  housing,  poor  schools  and  churches,  and 
with  cultural  conditions  and  ambitions  in  keeping 
with  their  poverty,  have  experienced  great  difficulty 
in  getting  doctors  or  holding  them  should  they  come. 
The  problem  here  is  to  improve  health  and  economic 
conditions  since  each  acts  to  support  and  stimulate 
the  other. 

The  war  years  have  brought  great  prosperity  to 
most  farmers,  and  the  recognition  of  Congress  of 
the  principle  of  parity  in  the  support  of  farm  prices 
should  assure  a prolonged  pericxl  of  economic  sta- 


bility for  the  worker  of  the  soil  and  the  town  and 
villages  which  supply  his  needs.  This  improved 
financial  status  has  not  always  meant  better  health 
and  living  conditions.  This  can  be  had  by  health 
education  attuned  to  the  special  health  needs  of 
each  community  through  local  organization.  Health 
improvement  can  come  nearer  to  a satisfactory  solu- 
tion in  any  community,  rich  or  poor,  when  it  is 
obtained  by  voluntary  action  voluntarily  agreed  to 
by  participants  who  so  value  the  benefits  obtainable 
they  are  willing  and  anxious  to  pay  the  price  in 
labor  and  money  required  to  get  it.  They  do  have 
some  earning  capacity  now,  and  so  much  depends 
on  what  they  buy  with  it. 

Medical  science  of  today  has  developed  many 
therapeutic  agents  and  techniques  of  recognized 
v'alue.  W^e  doctors  want  them  readily  accessible  to 
the  rural  sick.  We  doctors  cannot  bring  them  un- 
aided but  we  do  know  that  any  community  can 
have  that  degree  of  healthful  living  they  are  will- 
ing to  work  for  in  cooperation  with  their  doctors. 

During  our  brief  three  years  our  Committee  has 
evolved  a plan  and  several  key  principles. 

1.  We  have  not  tried  to  do  the  job  ourselves. 

2.  W'e  have  not  tried  to  dominate  or  impose  our 
thinking  on  the  other  participants.  Quite  the  re- 
verse, we  have  consistently  sought  to  limit  our 
activity  to  keeping  within  the  frame- work  of  our 
knowledge  and  experience.  In  our  annual  rural 
health  conferences  our  advisor}-  members  help  se- 
lect the  type  of  meeting  as  well  as  the  subjects  to  be 
discussed  and  many  of  those  ap[rearing  on  the  pro- 
gram. We  strive  to  make  it  their  meeting.  We  make 
it  understood  that  anyone  attending  is  privileged 
to  express  his  opinion  openly  and  freely,  no  matter 
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how  much  it  may  be  at  variance  with  others  in  at- 
tendance. It  is  not  debatable  but  those  wishing  to 
voice  other  viewpoints  may  be  granted  the  privilege 
of  the  floor. 

We  have  had  some  pretty  hot  opinions  voiced 
on  occasion  but  this  freedom  has  earned  our  meet- 
ings an  enviable  reputation  for  fairness  and  equality. 

Our  advisory  members  come  from  the  major  farm 
groups.  The  -American  Farm  Bureau,  the  Grange, 
the  Farmers  Union,  the  National  Coof)erative  Milk 
Producers  Federation,  and  the  Extension  Depart- 
ments of  our  agricultural  colleges,  are  each  repre- 
sented by  two  members  who  are  interested  in  study- 
ing and  improving  the  welfare  and  health  of  our 
rural  population.  This  should  keep  us  in  intimate 
contact  with  the  needs  and  desires  of  those  we  hope 
to  benefit.  The  membership  of  the  Committee  was 
selected  with  this  idea  of  keeping  in  close  touch 
with  conditions  in  all  parts  of  the  countrj'.  The  48 
States  have  been  divided  into  8 groups  having 
comparable  rural  health  problems.  A member  , re- 
sides in  each  area.  His  responsibility  is  to  promote 
and  coordinate  professional  and  lay  interest  and 
activity  within  his  group  of  States.  His  knowledge 
of  his  regional  problems  contributes  much  in  the 
deliberations  of  the  Committee. 

State  medical  society  committees  on  rural  health 
liave  been  organized  in  about  45  of  our  48  States 
and  in  Hawaii.  In  a number  of  States,  conferences 
have  been  held  with  rural  leaders,  state  health  au- 
thorities, agricultural  school  extension  departments 
and  many  others  interested  in  the  health  problem. 
Here  in  \’iriginia  you  have,  under  the  leadership  of 
our  moderator.  Doctor  Mulholland,  and  many 
others,  set  the  pattern  for  state  health  councils. 

The  logical  next  step  is  local  organization.  It  is 
in  the  count}’  where  actual  benefit  will  accrue  to  the 
individual  and  the  community. 

.A.S  a people  we  are  disposed  to  take  good  health 
for  granted.  It  is  only  after  we  have  experienced 
the  loss  of  it  that  we  appreciate  its  value.  If  we 
can  stimulate,  through  health  education,  an  intel- 
ligent self-interest  in  keeping  well,  equal  to  the 
desire  to  get  well,  we  will  have  accomplished  a 
worthwhile  task.  Last  year  in  18  States  progress 
was  reported  in  organizing  local  health  councils. 

We  doctors  and  farmers  are  proceeding  in  the  be- 
lief that  the  best  way  to  help  people  is  by  helping 
them  to  help  themselves. 

The  local  health  councils  channel  local  effort 


for  community  improvement.  This  local  effort  edu- 
cates people,  not  only  in  the  advantageous  objec- 
tives to  be  gained,  but  also  in  the  technique  of 
procuring  it  for  themselves.  Local  pride  is  stimu- 
lated by  achievement  that  strengthens  the  whole 
democratic  process.  Having  organized  a commu- 
nity health  council  it  must  not  be  left  to  operate  in 
a vacuum.  There  must  be  a program.  An  audit  of 
health  assets  and  liabilities  should  p>oint  the  way  to 
next  things  to  do;  those  things  which  should  be 
striven  for  now  and  those  to  come  later.  This  all 
adds  up  to  health  education  directed  toward  spe- 
cific desirable  goals  reached  through  voluntary  co- 
operation of  all  the  people — an  experience  infinitely 
more  valuable  to  any  community  than  being  fed  by 
“manna  from  heaven”. 

The  areas  economically  unable  to  provide  an  ade- 
quate measure  of  their  needs  should  have  assist- 
ance from  the  State.  The  local  effort,  however, 
should  precede  outside  help  and  should  be  com- 
mensurate with  its  resources.  Strength  of  character 
is  developed  through  self-help  and  we  should  keep 
this  fact  in  mind  when  plans  for  assistance  are 
discussed. 

While  there  is  widespread  interest  in  health  mat- 
ters, there  is  no  evident  “ground  swell”  demand  for 
action  by  any  large  segment  of  the  rural  popula- 
tion. Such  agitation  as  witnessed  to  date  has  been 
created  by  those  leaders  who  understand  and  value 
the  benefits  medicine  can  bestow,  and  altruistically 
want  those  benefits  available  to  everyone.  Perhaps 
ever}’one  would  be  just  as  eager  if  equally  informed. 

Some  plan  of  adequate  health  education  for  the 
adult  must  precede  any  great  triumph  in  the  field  of 
rural  health.  Our  best  approach  is  with  the  women, 
the  wives  and  mothers,  who  have  always  been  inter- 
ested in  any  means  for  keeping  their  loved  ones 
in  good  health.  They  can  be  depended  upon  to 
bring  their  men  folk  into  line.  Our  rural  women 
should  be  given  full  opportunity  for  leadership 
whenever  a community  council  is  formed. 

Our  Rural  Health  Committee  has  under  consid- 
eration a more  agressive  program  than  has  been 
possible  in  the  past.  We  expect  to  obtain  a top  level 
man  as  secretary  to  correlate  the  activity  of  pro- 
fessional, collegiate,  and  lay  organizations,  to  in- 
terest the  press  and  radio  in  helping  us  to  create 
more  general  interest  in  rural  health. 

We  have  an  assistant  secretary  at  headquarters 
where  we  should  have  complete  records  of  every- 
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tiling  being  done  in  the  rural  health  field  by  rural, 
collegiate,  governmental,  and  professional  leaders. 
Such  a clearing  house  set-up,  together  with  an  ag- 
gressive executive,  should  do  much  to  increase  the 
velocity  of  this  movement.  We  have  received  every 
encouragement  from  rural  leaders. 

In  summary,  the  program  of  the  American  Medi- 
cal .‘Association  Committee  on  Rural  Health  for 
jiromotion  of  rural  medical  care  is; 

a.  To  cultivate  a liaison  with  the  important  farm 
organizations  as  a most  effective  means  of  coopera- 
tion with  farm  people. 

b.  Through  this  association  with  farm  people. 


to  promote  and  initiate  means  of  health  education 
and  a fuller  appreciation  of  healthful  living. 

c.  In  the  furtherance  of  this  program,  to  strengthen 
the  democratic  process  by  helping  jreople  to  help 
themselves. 

d.  What  we  have  accomplished  in  cooperation 
with  the  major  farm  groups  has  been  developed  in 
an  atmosphere  of  mutual  friendship  and  trust.  This 
whole  plan  is  based  upon  the  concept  that  we  will 
go  farther  and  accomplish  more  when  we  work  with 
an  informed  citizenr}’  voluntarily  engaged  in  pro- 
moting better  health  and  community  values. 


Ten  Commandments  of  Prepayment 


Thomas  A.  Hendricks 

Chicago,  Illinois. 


Dr.  Mulholland,  Dr.  Martin,  Dr.  Crockett,  ladies 
and  gentlemen,  members  of  the  Aledical  Society  of 
\ irginia,  it  is  certainly  very  nice  to  be  here  and  to 
get  such  a glowing  recommendation  and  introduc- 
tion; but  I am  afraid  you  all  know  what  the  late 
\A’ill  Rogers  said  when  he  addressed  the  Senate  of 
Indiana  a few  years  before  his  death.  On  that  oc- 
casion he  said:  “It  gives  me  great  pleasure  to  ad- 
dress the  Senate  of  the  grand  and  glorious  State  of 
Indiana,  which  I am  assured  is  the  best  senate  that 
money  can  buy.” 

It  is  certainly  fine  to  be  here  in  Virginia.  I 
been  here  before,  b”* 
ever  had  th' 
your  state 

friends  aj^  co 

see  Aliss  .Ag  ^ nad  the  op- 

portunity of  working  when  I was  secretary  of  the 
Indiana  State  Medical  .Association. 

I had  the  pleasure  of  attending  last  week  some 
of  the  meetings  in  this  section  of  the  country  and 
among  them  the  Regional  Conference  of  the  South- 
eastern States  at  Columbia,  South  Carolina.  .At  that 
conference  there  were  educators  of  the  South,  repre- 
sentatives from  labor  groups,  representatives  from 
farm  groups,  representatives  from  the  business 
groups;  and  it  certainly  was  a splendid  meeting.  I 
hope  the  recommendations  of  the  Conference  will 
be  available.  They  would  be  a fine  basis  for  a na- 
tional medical  care  program. 


The  title  given  me  is  “Ten  Commandments  of 
Prepayment”.  These  commandments  are  prepared 
particularly  for  the  physician  participating  in  a 
Medical  Society  sponsored  prepayment  program. 

Ten  Commandments  or  Prepayment 

Number  One 

Thou  shalt  not  allow  the  quality  of  medical 
service  to  the  individual  .American  ever  to  deterio- 
rate behind  a curtain  of  prepajanent. 

Number  Titw 

Tbo"  sh-ilt  not  take  a fee  for  service  from  the 
'fund  and  then  add  an  extra  ex- 
. Hereto  to  the  patient  merely  because  thou 

.. ..  get  away  with  it. 

Number  Three 

Thou  shalt  not  disparage  the  voluntary  prepay- 
ment system,  for  .American  medicine  is  committed 
to  this  method  of  easing  the  financial  burden  of 
sickness.  , 

Number  Four 

Thou  shalt  not  oversell  prepayment — it  is  only 
one  of  the  several  elements  available  to  assist  in- 
dividuals in  the  pursuit  of  health  and  is  only  one 
answer  to  the  Federal  control  of  medicine.  There 
are  many  others,  as  can  be  seen  from  the  Ten  Point 
National  Health  Program  of  the  .American  Medical 
.Association. 
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Number  Five 

Thou  shall  not  damn  ])repayment  with  faint 
praise. 

Number  Six 

I'hou  shall  readil}'  admit  some  imperfections  in- 
herent in  prepayment.  .\t  the  same  time  thou  shall 
indicate  that  the  voluntary  and  e.xperimental  nature 
of  prepayment  plans  constitutes  a great  measure  of 
their  strength. 

Number  Seven 

Thou  shah  do  everything  possible  to  help  main- 
tain actuarily  correct  data,  and  as  a participating 
physician  thou  shall  willingl}-  jrrovide  necessary  in- 
formation which  will  enable  prepa\'ment  plans  to 
keep  necessar}-  records. 

Number  Eight 

Thou  shah  abide  by  the  decisions  of  the  majority 
in  th}-  society  and  publicly  supjwrt  the  prepayment 
plan  adopted  and  do  thy  utmost  to  make  it  work. 

Number  Nine 

Thou  shah  not,  however,  liecome  a prepayment 
"cultist”,  stating  that  one  particular  type  of  volun- 
tarv  prepayment  system  is  the  only  correct  method 
and  that  all  other  approaches  are  wrong. 

Number  Ten 

Thou  shah  continue  as  an  American  physician 
to  stress  the  dignity  of  the  individual  and  the  fact 
that  one’s  health  is  much  more  the  concern  of  the 
individual  than  it  is  tlie  concern  of  any  political 
unit  of  society  and  shah  continue  to  urge  all  in- 
dividuals to  assume  their  proper  share'  of  this  re- 
sponsibility. 

Discussion 

Moderator  Mulholi.akd:  I should  nov. 
this  meeting  open  for  a few  minutes  for  some  q>.. 

We  have  experts  here,  and  I am  sure  that  they  can  answei 
anv  questions  you  wish  to  ask.  So  let's  have  a few  for 
them. 

Dr.  Ernest  W.  Furgurson,  Plymouth,  N.  C.:  Mr. 
Moderator,  Dr.  Martin,  Dr.  Crockett,  Mr.  Hendricks, 
ladies,  and  gentlemen,  I regret  that  I was  not  able  to 
get  here  last  night.  Some  of  these  questions  may  have 
been  answered  previously,  but  this  matter  is  something 
which  is  of  definite  concern  to  us  country  doctors,  who 
do  not  know  the  answers.  I should  like  to  lay  before 
you  one  or  two  of  the  problems,  with  which  you  may 
already  be  acquainted. 

We  have  begun,  as  you  know.  Dr.  Martin,  on  a project 
which  is  possibly  as  far  advanced  in  our  State  as  it  is 
in  almost  any  State  in  the  Union  under  the  Hill-Burton 
Act,  in  that  some  token  hospitals  have  already  been  con- 


structed under  this  program.  There  has  been  a bit  of 
high-pressure  salesmanship  on  the  part  of  the  Good 
Health  Association  under  the  leadership  of  our  good 
friend  Kay  Kyser.  It  took  our  people  in  a grand  way, 
possibly  in  a good  way.  Many  of  these  counties  have 
voted  hospitals  ranging  from  ten  beds  or  twenty  beds 
to  a hundred  beds  or  ov'er.  .As  you  know,  the  University 
of  North  Carolina  is  to  have  a four-year  medical  school 
under  this  program.  The  money  has  already  been  ap- 
propriated by  the  recent  legislature.  In  Washington 
County,  from  which  I come,  a bond  issue  has  been  passed 
under  which  the  county  is  to  appropriate  approximately 
$50,000.  The  county  gives  one-quarter  while  the  State 
and  Federal  Governments  appropriate  the  remaining 
three-fourths.  Isn’t  that  correct,  Mr.  Hendricks? 

Now,  at  the  time  that  this  money  was  to  hav'e  been 
appropriated  it  was  estimated  that  the  average  cost  per 
hospital  bed  was  approximately  $8,000  per  bed,  accord- 
ing to  Dr.  John  A.  Ferrell  of  the  Medical  Care  Commis- 
sion. (I  may  hav'e  some  of  these  figures  a little  wrong, 
and  I hope  you  will  correct  me  if  I have.)  At  the  time 
this  appropriation  was  made  and  the  bond  issue  voted 
upon  a thirty-bed  hospital  would  cost  $8,000  per  bed  or 
approximately  $2+0,000.  Today  each  hospital  bed  is  esti- 
mated to  cost  about  $12,000,  which  leaves  a deficit  of 
$+,000  a bed ; and  nobody  seems  to  know  where  that 
$+,000  is  coming  from.  It  means  an  additional  bond  issue 
or  money  from  some  other  source.  The  county  commis- 
sioners are  given  to  understand  that  they  have  to  support 
these  hospitals  and  to  guarantee  that  they  will  support 
these  hospitals  for  a period  of  two  years.  I have  no 
opinion  on  this.  I am  seeking  information.  One  or  two 
of  the  county  commissioners  have  discussed  this  matter 
with  me.  They  reason:  “Let  the  State  and  Federal 
Governments  worry  about  the  cost  of  maintaining  these 
hospitals  after  the  two-year  period.”  Now  admitting 
•'■-t  th"'.-  is  the  wrong  attitude,  it  will  leave  us  hold- 
-■-ip-  Ipad  to  something  very 
‘•hem  have  that 
’1  Physicians 
; in  these 
into  fed- 
/ithout  hav- 
ing some  cIl  . 

I happen  to  have  ucen  in  public  health  work  for  sev- 
eral years  and  in  the  armed  forces  for  approximately 
four  years;  and  through  that  brief  experience  it  has  been 
my  impression  that,  although  the  Government  may  tell 
you  that  this  money  i^  being  appropriated  to  be  handled 
by  the  county  and  the  county  alone  or  by  the  State  and 
the  State  alone,  I have  as  yet  failed  to  see  any  Federal 
money  appropriated  for  hospitals,  et  cetera,  to  which 
there  were  no  strings  attached.  M'hen  we  come  down  to 
brass  tacks  on  this  thing  it  seems  to  me  we  are  going  to 
run  into  the  old  term  which  is  so  common  among  those 
in  Washington:  “You  have  misconstrued  this  para- 
graph.” The  term  “misconstrued”  has  been  used  a good 
deal. 
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I bring  these  matters  to  your  attention  merely  because 
they  are  problems  in  our  minds  which  have  not  been 
answered.  If  anyone  has  an  answer  I should  like  very 
much  to  hear  it. 

Moderator  Mui.holi.and:  Dr.  Furgurson,  we  are  very 
glad  to  have  you  participate  in  this  discussion. 

Dr.  Martin,  can  you  answer  any  of  Dr.  Furgurson’s 
(juestions  ? 

Dr.  Martin:  Some  very  difficult  questions  have  been 
presented.  I should  like  to  point  out,  first,  that  the  Fed- 
eral part  of  this  grant  is  one-third.  What  the  state  gives 
in  addition  varies.  In  Virginia  I believe  the  State  and 
the  Federal  government  together  give  45  per  cent,  and  the 
community  has  to  give  the  rest. 

It  is,  of  course,  inflation  that  has  brought  about  many 
of  these  difficulties — the  tremendous  increase  in  costs  of 
construction.  There  is  no  answer  to  that,  of  course. 
But  I should  like  to  point  this  out;  if  the  communitj'  wants 
to  retain  its  freedom  of  action  it  has  to  pay  for  it.  There 
is  no  such  thing  as  security  with  complete  liberty.  When 
you  buy  security  you  pay  in  the  form  of  liberty.  If  the 
community  wishes  to  control  its  own  hospital  and  facilities, 
it  has  to  participate  in  the  cost  of  producing  those  facilities. 
It  has  been  stressed  time  and  again  that  the  salvation  of 
a community’s  freedom  is  the  assumption  by  the  com- 
munity of  its  responsibility. 

I should  like  to  point  out,  also  that  the  location  of  hos- 
pitals and  medical  centers  should  be  on  the  basis  of  a well 
planned  program  in  which  the  placement  of  hospitals 
of  different  sizes  should  be  determined  not  by  county  lead- 
ers, not  by  political  groups,  but  by  population  needs.  Where 
that  has  been  done — and  I believe  it  is  being  done  in  our 
State — the  construction  of  base  hospitals,  local  hospitals, 
and  health  centers  has  been  on  a basis  of  need  of  the 
community. 

If  we  are  to  have  such  a hospital  program  each  com- 
munity must  assume  its  share  of  the  responsibility.  I 
know  there  are  communities  economically  able  to  do  that, 
and  I also  know  that  some  are  not.  There  should  be 
provision  for  granting  aid  on  a somewhat  different  basis. 
I believe  these  grants  are  now  primarily  on  a population 
basis,  and  that  no  special  consideration  is  given  to  those 
with  the  greater  need.  That  is  one  of  the  defects  of  the 
present  law. 

There  is  no  simple  answer  to  these  questions,  but  .f  the 
community  wants  to  retain  freedom  of  action  it  will  have 
to  assume  part  of  the  responsibility. 

Moderator  Mulholland:  Thank  you.  Dr.  Martin. 

Is  there  further  discussion  of  this  important  subject? 

Dr.  J.  Paul  Kent,  Altavista : You  know  that  you  cannot 
operate  a small  hospital  on  the  same  per-diem  cost  as  a 
large  hospital.  Under  the  present  Welfare  Department 
set-up  in  this  State  they  will  ship  patients  fifty  or  one 
hundred  miles — it  does  not  matter  how  much  it  costs  to 
transport  them — to  some  hospital  that  has  a lower  per- 
diem  cost.  We  know  that  in  small  hospitals  we  cannot 


operate  at  as  low  a rate  as  in  the  larger  hospitals,  yet  we 
have  to  have  small  hospitals  if  we  are  going  to  take  care 
of  the  rural  population. 

The  next  problem  1 want  to  take  up  is  the  care  of 
veterans.  With  the  present  system  the  physician  is  a 
pumping  station.  I might  use  pneumothorax  or  pneumo- 
peritoneum as  an  illustration.  I have  a patient  at  the 
present  time  who  was  started  on  pneumoperitoneum  at  the 
veterans’  hospital  and  personally  I feel  that  he  should  be 
on  pneumothorax,  but  I cannot  get  him  changed.  All  I 
can  do  is  to  pump  him  up  every  two  weeks.  Then  I have 
another  patient  on  pneumothorax  who  I think  should  be 
on  that  treatment  for  five  years,  but  some  doctor  at  the 
veterans’  hospital  has  decided  that  it  should  end  in  two 
years.  We  physicians  are  nothing  but  pumping  stations. 

Moderator  Mulholland:  Dr.  Martin,  will  you  com- 
ment on  Dr.  Kent’s  remarks? 

Dr.  Martin:  We  know  that  any  general  hospital,  in  or- 
der to  function  economically,  must  have  250  or  more  beds, 
in  order  to  justify  the  employment  of  the  necessary  per- 
sonnel and  the  development  of  laboratory  facilities  of  suf- 
ficient extent  and  quality  to  support  the  various  special- 
ities involved.  Such  an  overhead  is  too  great  to  be  borne 
by  smaller  hospitals,  nor  is  it  necessary.  In  a population 
of  3,000,000,  we  will  say,  as  in  the  State  of  Virginia,  we 
need  only  a limited  number  of  hospitals  of  the  general 
type.  I'here  will  also  be  needed  a secondary  group  of 
hospitals,  not  quite  so  large,  nor  fully  departmentalized, 
and  which  do  not  require  all  of  the  resources  of  the  larger 
hospitals.  Then  there  should  be  health  centers,  or  small 
community  hospitals,  with  a few  beds  and  equipped  for 
deliveries  and  emergency  care.  Probably  eighty  per  cent 
of  the  people  requiring  hospitalization  do  not  need  all 
of  the  facilities  available  in  the  general  type  hospitals. 
That  does  not  mean  that  they  receive  a lower  grade  of 
medical  treatment,  since  within  limits,  the  smaller  hospitals 
can  provide  excellent  medical  and  surgical  attention.  It 
is  economically  impossible  to  build  in  every  county  in 
every  state  a hospital  that  can  give  complete  care,  but  I 
believe  that  with  a properly  integrated  system  of  hospitals, 
good  hospital  services  can  be  provided  for  all  of  our  peo- 
ple. I further  believe  that  if  the  facilities  are  properly 
adjusted  to  the  needs  of  the  communities,  the  per  diem  cost 
will  not  be  higher  in  the  smaller  hospitals  than  in  the 
larger  ones. 

Veterans  should  be  cared  for  in  their  home  communities, 
if  and  when  facilities  are  available.  It  is  to  their  ad- 
vantage to  be  treated  by  their  local  physicians.  Com- 
munity support  of  its  own  facilities  is  hurt  by  drawing 
off  a part  of  its  potential  patients  to  distant  institutions, 
except  for  the  purpose  of  securing  care  not  available 
in  that  particular  part  of  the  community.  The  large  sums 
proposed  for  construction  of  new  veterans  hospitals  should 
be  diverted  to  the  purpose  of  the  Hill-Burton  Act.  We 
should  have  one  unified  system  of  hospitals,  capable  of 
caring  for  all  of  the  people  and  we  should  avoid  the 
development  of  special  facilities  for  special  groups. 
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RECENT  TREND  IN  TREATMENT  OF  OBESITY* 


H.  E.  Ferguson,  M.D., 

Richmond,  Virginia. 


Tlie  cause  of  obesity  has  been  the  subject  of  much 
dispute  for  many  decades,  and  the  physician  has 
been  taught  that  obesity  is  a glandular  or  metabolic 
disturbance.  Also,  that  the  obese  person  differs  from 
the  one  of  normal  weight  in  regard  to  his  so-called 
“glandular  balance”  or  carbohydrate  metabolism, 
and  numerous  theories  have  been  advanced  to  ac- 
count for  one  person  being  heavier  than  another. 
Conn  and  others  have  refuted  these  theories  through 
thorough  investigation  and  have  been  unable  to 
find  any  alterations  in  endocrine  or  metabolic  be- 
havior from  normal. 

It  is  strange  that,  in  general,  the  medical  pro- 
fession accepts  the  fact  that  overweight  has  a de- 
cided effect  on  decreasing  the  span  of  life,  and  yet 
have  been  so  lightly  interested  in  a positive  and  sin- 
cere effort  to  treat  or  help  prevent  obesity.  Articles 
have  been  written,  educational  programs  have  been 
instituted,  and  e\'en  advertisements  have  been  em- 
ployed to  further  the  public  eye  for  the  care  and 
treatment  of  common  infectious  diseases.  In  di- 
rect contrast,  overweight  is  discussed  occasionally, 
and  the  public  attention  in  this  regard  is  very  sadly 
neglected,  whereas,  if  the  problem  of  obesity  was 
discussed,  a far  greater  benefit  in  increasing  the 
life  span  and  combating  retrogressive  changes  could 
be  attained  more  readily  than  that  of  practically 
any  other  dysfunction  or  disease. 

The  obese  patient  has  always  been  a problem  to 
the  physician,  and  any  practically  established  rou- 
tine towards  a solution  of  treatment  is  more  than 
welcomed. 

Obesity  may  be  defined  as  an  excess  of  adipose 
tissue,  and  the  latter  is  a normal  constituent  of  the 
body,  performing  a number  of  functions  in  the 
body  metabolism.  It  is  generally  agreed  that  some 
individuals  are  obese  because  they  eat  more  food 
than  they  bum  to  release  energy.  Some  investiga- 
tors hold  that  all  obesity  was  caused  by  internal 
metabolic  and  endocrine  factors  which  are  inde- 
pendent of  the  relationship  between  food  intake  and 
energy  output. 

The  writer  believes  that  the  first  view  is  more 

*Read  before  the  annual  meeting  of  the  Medical  Society 
of  Virginia,  in  Richmond,  October  18-20,  1948. 


evident,  and  to  control  one’s  ajipetite,  with  onlv 
slight  additional  stimulation  of  endocrine  factors, 
satisfactory  weight  loss  or  control  can  be  executed. 
However,  it  is  to  be  remembered  that  there  are  a 
variety  of  psychologic  factors  which  increase  one’s 
desire  for  food  and  have  to  be  taken  into  considera- 
tion. Many  of  the.se  factors  we  are  unconscious  of, 
while  others  can  be  controlled  by  the  patient  if  they 
so  desire.  Anything  which  will  increase  the  emo- 
tional tonus  as  irritability,  anxiety,  nervousness, 
and  sorrow  will  further  the  desire  for  food  and  cause 
an  increase  in  weight  in  many  persons  already  lean- 
ing towards  obesity.  It  is  obvious  that  all  obese 
patients  cannot  consult  a psychiatrist  regarding 
these  factors  that  drive  or  create  the  craving  for 
food,  but  the  majority  of  persons  can  be  helped  by 
the  physician  who  will  attempt  to  understand  the 
reason  for  their  overeating  and  give  them  a helpful 
and  applicable  explanation  for  same. 

One  may  say  “This  is  all  true”,  but  to  instruct  a 
patient  to  refrain  from  eating  and  adhere  to  a diet 
of  1000  calories  per  day  is  almost  an  impossible 
task,  especially  if  they  are  heavy  eaters.  At  first 
one  w'ould  think  it  an  almost  hopeless  task,  but 
through  co-operation  of  persons  in  controlling 
their  diet,  fluid  intake,  and  giving  them  a clearer 
psychological  understanding  of  why  they  gain 
weight,  and  the  promise  of  aid  in  helping  them  con- 
trol their  appetite,  it  can  be  accomplished. 

It  is  with  this  thought  in  mind  that  the  writer 
began  to  use  such  a method  to  attain  weight  reduc- 
tion in  those  individuals  who  are  both  physically 
and  mentally  uncomfortable  with  their  unsightly 
deposits  of  adipose  tissue. 

During  the  past  three  years,  the  writer  has  had 
under  observation  and  treatment  over  three  hun- 
dred and  sixty  cases  of  obesity  in  all  age  groups 
and  in  both  male  and  female.  Only  about  2%  have 
failed  to  respond  definitely  to  this  line  of  therapy 
that  will  be  described.  The  treatment  routine  in- 
volved the  understanding  of  the  patient  from  a 
physical  as  well  as  a psychological  point  of  view, 
which  is  most  important.  complete  physical  ex- 
amination, including  complete  blood  count,  B.M.R. 
and  urinalysis  was  made  after  a careful  history  in 
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order  to  ascertain  any  organic  change  that  might 
cause  increased  irritability  which  we  know  so  fre- 
quently plays  an  important  part  in  excessive  eat- 
ing. The  physician  ascertains  these  facts  of  tension 
and  can  often  determine  the  cause  and  explain  to 
the  patients  the  actual  reason  for  their  excessive  de- 
sire for  food  which  will  aid  them  in  successfully 
combating  this  reaction.  Rather  than  placing  them 
on  a calculated  diet  and  to  eliminate  the  tendency 
towards  “food  cheating”,  these  persons  are  asked  to 
cut  their  sweets  and  starches  in  half,  and  eat  a diet 
consisting  chiefly  of  green  vegetables,  fruits,  and 
low  in  fats  and  proteins.  They  are  also  instructed 
to  omit  from  their  diet  any  substance  which  would 
trend  to  whet  their  appetite  as  condiments  and  bev- 
erages. If  this  type  of  dietary  instruction  proved 
hard  to  follow,  the)’  were  given  a diet  specifying 
the  caloric  values  of  certain  foods  and  instructed 
not  to  exceed  1200  calories  per  day.  Next,  these 
persons  are  given  a drug  to  help  control  the  ap- 
petite. IMany  drugs  have  been  used  for  this  ]uir- 
pose  with  varying  degrees  of  success,  but  the  most 
effective  used  by  the  writer  was  dextro-rotatory 
amphetamine,  and  adrenergic  drug.  This  one  was 
found  to  possess  less  side  reactions  as  insomnia, 
irritability,  tenseness,  and  nausea,  and  yet  included 
the  most  powerful  appetite  depressant  factors.  It 
is  given  in  v mg.  doses,  thirty  minutes  a.c.  for  a 
week,  and  if  the  appetite  does  not  begin  to  abate, 
this  was  raised  to  x mg.  a.c.  Seldom  is  it  necessar)’ 
to  raise  the  dose  to  exceed  30  mg.  daily.  The  ap- 
petite would  begin  to  be  noticeably  less  in  about  a 
week,  in  that  the  patient  would  not  want  the  exces- 
sive food  they  have  been  eating  before,  and  being 
perfectly  satisfied  with  much  less  caloric  quantity. 
They  were  likewise  gaining  a ver)'  rapid  sense  of 
well-being  and  much  less  depressed  in  their  moody 
expressions. 

These  patients  were  seen  every  two  weeks  and 
sometimes  every  four  weeks,  depending  on  how 
they  tolerated  and  responded  to  the  routine.  They 
would  be  weighed,  blood  pressure  checked,  and 
heart  studied  for  any  gross  abnormalities  that  might 
have  developed.  Weight  loss  would  var)^  from  two 
pounds  to  ten  pounds  per  week,  depending  on  the 
amount  of  obesity  present  beyond  normal  weight. 
.\fter  reaching  the  physical  weight  level  of  normal 
thyroid  metabolism  activity,  the  drug  would  be  with- 
drawn slowly,  and  over  a period  of  usually  one- 
half  the  time  required  to  obtain  the  desired  weight 


loss.  This  way,  the  patient  does  not  complain  of  a 
“let  down  feeling”,  and  right  at  this  point  the 
writer  would  like  to  state  that  not  a single  person 
was  encountered  that  developed  a craving  for  the 
drug  used  in  the  treatment  and  complete  withdrawal 
could  be  executed  at  any  time  during  the  course  of 
the  routine. 

There  has  been  much  publicity  in  the  lay  maga- 
zines and  papers  recently,  warning  the  pulilic 
against  the  harmful  effects  of  amphetam'ne  and 
amphetamine-like  drugs.  These  effects  are  stated 
as  being  over-stimulation  of  the  heart,  addiction 
and  emotional  upsets.  If  taken,  as  prescribed,  prop- 
erly for  the  reduction  of  appetite  in  weight  reduc- 
tion routine,  there  is  little  danger  that  one  will  get 
an  over-stimulation  of  the  heart  or  nervous  system 
or  Ijecome  addicted  to  its  effect.  There  is  no  proof 
in  the  literature,  and  the  writer  certainly  has  not 
noted  any  findings  that  would  lead  him  to  think 
that  amphetamine  induces  organic  damage  in  any 
respect.  The  only  side-reaction  that  was  encoun- 
tered is  that  of  dryness  in  the  mouth  and  throat,  a 
slight  mild  constipation  and  insomnia  if  taken  too 
late  in  the  afternoon.  One  might  ask  about  the  hy- 
pertensive patient.  No  increase  in  blood  pressure 
or  pulse  rate  was  encountered.  It  has  been  given  in 
the  cases  where  the  blood  pressure  was  over  200  sys- 
tolic and  100  diastolic  without  any  ill-effects,  and 
these  patients  have  obtained  a ver)’  marked  sense 
of  relief  and  a drop  in  blood  pressure  many  times. 
Occasionally,  a small  dose  of  phenobarbital  is  added 
to  the  routine  p.r.n.  for  any  nervous  tension  that 
might  occur  in  the  pre-existing  nervous  cases.  This 
action  in  the  hypertensive  is  very  helpful  becau-^e 
we  see  so  many  so-called  “fat  people”  that  are  hy- 
pertensive and  need  -weight  reduction  for  physical 
existence  in  prolonging  the  span  of  life. 

Summary 

The  cause  of  obesity  is  certainly  a subject  of 
dispute  and  there  is  little  evidence  that  obesity  is 
entirely  a glandular  or  metabolic  derangement. 
Psychic  factors  are  of  importance  to  gain  complete 
confidence  of  the  patient  for  best  results  when  the 
medicine  is  added  as  a depressant  to  the  appetite. 
Adhering  to  the  strict  routine  is  of  primary  impor- 
tance, and  we  learn  that  the  dextro-rotatory  amphe- 
tamine (dexedrine  sulfate)  is  not  verx’  toxic  and 
may  be  safely  employed  in  normally  obese  indi- 
viduals regardless  of  age,  sex  or  degree  of  obesity, 
or  in  minimal  hypertensive  individuals. 
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Discussion- 

Dr.  Julian  R.  Beckwith,  Clifton  Forge:, Dr.  Fergu- 
son brings  out  several  points  in  his  paper  which  are  im- 
portant and  deserve  emphasis.  First,  he  mentions  the 
price  that  many  people  pay  for  their  gustatory  satisfaction. 
It  has  been  shown  that  the  death  rate  per  100,000  is  con- 
siderably higher  in  obese  persons  than  in  individuals 
with  normal  weight.  The  death  rate  from  diabetes  is  2.5 
times  and  that  from  cardiovascular  disease  1.6  times  that 
of  controls  who  are  not  obese. 

Second,  he  mentions  that  the  mechanism  of  obesity  is 
simply  increased  food  intake  over  that  required  for  the 
daily  energy  needs  rather  than  some  obscure  endocrine 
disturbance  which  allows  the  obese  person  to  absorb  or 
store  more  fat  or  burn  less  than  his  normal  thin  brother 
(or  sister). 

It  is  with  this  in  mind  that  one  approaches  the  manage- 
ment of  the  obese  person.  It  appears  wise  to  give  these 
people  an  adequat“  protein  requirement  to  keep  them  in 


nitrogen  balance  (this  is  usually  given  as  1 gm.  per 
kilo  of  normal  weight)  and  to  reduce  the  carbohydrate 
and  fat  so  that  they  get  800  to  1200  calories  in  24  hours. 
It  must  be  assured,  also,  that  the  vitamin  intake  is  ade- 
quate, which  requirement  can  be  met  by  giving  a multi- 
vitamin capsule  daily. 

Some  individuals,  particularly  men  doing  fairly  heavy 
work,  should  be  given  more  calories,  but  the  energy  ex- 
pended must  be  greater  than  the  caloric  value  of  the  food 
intake. 

Obese  people  must  learn  to  control  their  appetites  and 
must  train  themselves  to  form  proper  eating  habits,  so 
that  when  the  desired  weight  has  been  attained  they  will 
maintain  this  weight.  To  do  this,  the  importance  of  de- 
termining the  cause  of  obesity  cannot  be  emphasized  too 
much.  Faulty  eating  habits  should  be  corrected,  and  emo- 
tional upsets  delved  into. 

The  anti-appetite  drugs  can  be  used  as  a crutch  to 
help  the  individual  train  himself  at  the  outset.  These 
drugs,  we  feel,  are  helpful  but  not  necessary.  We  often 
use  them  at  the  beginning  but  stop  after  three  or  four 
weeks.  I find  that  the  person  who  is  honestly  desirous 
of  losing  weight  will  continue  to  do  so  without  the  medica- 
tion. 

Now  a word  about  exercise.  This  is  a poor  w-ay  to 
lose  weight,  particularly  when  we  realize  that  a 250- 
pound  person  must  walk  26  miles  to  burn  one  pound  of 
fat  or  climb  20  flights  of  steps  to  expend  the  energy  from 
one  slice  of  bread.  Dr.  Ferguson  was  wise  not  to  intro- 
duce this  as  a form  of  therapy,  and  it  was  mentioned 
merely  to  condemn  it. 

I have  enjoyed  Dr.  Ferguson’s  paper,  and  I appreciate 
the  opportunity  to  discuss  it. 


Marriages  and  Divorces 

In  the  United  States  continued  to  decline  for 
the  second  successive  year  in  1948,  Surgeon  Gen- 
eral Leonard  A.  Scheele  of  the  Public  Health  Serv- 
ice, Federal  Security  Agency,  has  announced. 

The  Public  Health  Sendee  estimated  that  there 
were  1,815,000  marriages  and  415,000  divorces  last 
year.  The  number  of  divorces  has  taken  a sharp 
dip  over  the  last  two  years.  There  were  about  one- 
third  fewer  divorces  in  1948  than  in  the  peak-year 
1946,  when  it  was  estimated  that  610,000  divorces 
were  granted.  Compared  with  the  revised  estimate 
for  1947  of  474,000  divorces,  there  were  about  one- 


eighth  fewer  divorces  in  1948.  In  the  same  years,  the 
divorce  rate  also  declined  sharply,  dropping  from 
4.3  iier  1,000  population  in  1946,  to  3.3  per  1,000 
in  1947,  and  to  2.8  per  1,000  in  1948. 

^Marriages  have  also  dropped  in  the  last  two 
years.  The  decline  in  1948  from  1946,  the  only 
year  in  which  there  were  more  than  2 million  mar- 
riages was  about  one-fifth,  or  close  to  one-half  mil- 
lion marriages.  The  1948  figure  was  about  one- 
twelfth  below  the  revised  total  of  1,991,878  mar- 
riages in  1947.  Marriage  rates  in  these  years  were: 

12.4  per  1,000  in  1948,  13.9  per  1,000  in  1947,  and 

16.4  per  1,000  in  1946. 
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EXPERIENCES  WITH  LOW  SODIUM  DIETS* 


Ernest  G.  Scott,  M.D., 

Lynchburg,  Virginia. 


In  recent  }ears  we  have  heard  mucli  about  the 
use  of  low  sodium  diets  in  the  treatment  of  car- 
diorenal diseases.  In  this  paper  I will  give  some 
of  the  historical  background  for  these  diets  and 
then  some  illustrative  cases. 

Starling’s  theory — proposed  in  the  year  1900 — 
states  that  edema  is  the  result  of  an  imbalance  be- 
tween the  intracapillary  blood  pressure  on  the  one 
hand  and  the  osmotic  pressure  of  the  blood  plasma 
on  the  other.  One  tends  to  filter  water  through  the 
capillary  endothelium  and  the  other  to  pull  water 
back  into  the  capillary  lumen.  In  health  there 
is  a perfect  balance  between  the  two. 

This  theory  is  generally  accepted  and  explains 
the  development  of  most  types  of  edema.  Thus,  in 
cardiac  edema  the  main  disturbance  is  an  increased 
capillary  blood  pressure,  whereas  in  nephrosis  and 
in  the  late  stages  of  chronic  nephritis  the  chief  dis- 
turbance is  a decrease  in  plasma  proteins  and  a 
conserjuent  decrease  in  the  plasma  osmotic  pressure. 

In  acute  nephritis  it  is  assumed  that  edema  is 
due  largely  to  a generalized  damage  to  the  capil- 
lary endothelium,  since  in  this  disease  edema  oc- 
curs early  before  any  significant  change  in  the 
plasma  proteins  or  capillary  blood  pressure*.  The 
high  protein  content  of  this  edema  fluid  is  evidence 
that  the  capillary  walls  are  no  longer  impermeable 
to  the  plasma  proteins  as  they  normall}’  are  in  the 
healthy  state.  The  protein  content  of  edema  fluid 
in  acute  nephritis  is  about  1%,  which  is  approxi- 
mately ten  times  as  much  as  that  of  the  edema  fluid 
of  congestive  failure  and  nephrosis.  In  acute  ne- 
phritis, congestive  failure  is  sometimes  an  added 
factor  and  is  due  apparently  to  oliguria  and  the 
associated  hydremia. f 

In  1903  ^^’idal,  in  the  first  of  several  epochal 
papers,  reported  the  results  of  his  experiments  show- 
ing that  damaged  kidneys  could  not  excrete  so- 
dium chloride  normally.  He  found  that  edema  could 
be  increased  or  decreased  by  feeding  or  withholding 
salt.  It  was  assumed  that  the  chloride  ion  was  the 

*Read  before  The  Lynchburg  Journal  Club,  April  20, 
1948. 

fRecent  work  shows  that  nephritic  edema  fluid  has  very 
nearly  the  same  protein  content  as  cardiac  edema  fluid 
and  emphasizes  the  prime  importance  of  heart  failure. 


harmful  one.  Numerous  investigators  between  1920 
to  1925  proved  conclusively  by  feeding  various  salts 
with  the  chloride  or  the  sodium  ion  left  out,  that 
it  is  not  tlie  chloride  but  the  sodium  ion  which  is 
the  essential  factor  in  edema  formation. 

iMore  recently,  in  1941,  Schroeder  in  a study  of 
twenty-three  cardiacs  reported  that  patients  with 
congestive  heart  failure  could  be  kept  free  of  edema 
if  their  .sodium  intake  was  sufficiently  low.  He 
found  that  if  sodium  chloride  intake  is  kept  as 
low  as  one  gram  per  day,  restriction  of  fluids  is 
not  necessary.  It  is  possible  to  suppl\'  an  adequate 
diet  with  this  little  sodium  if  vitamin  supplements 
are  given.  In  two  patients  forcing  fluids  caused 
the  syndrome  of  water  intoxication — weakness, 
drowsiness,  muscle  cramps,  prostration  and  no  re- 
sulting diuresis.  In  one  of  these  hypochloremia 
was  found;  plasma  chlorides  were  not  determined  in 
the  other.  Patients  with  pulmonary  edema  or  car- 
diac asthma  had  no  increased  frecjuency  of  at- 
tacks with  forced  fluids.  Schemm  later  reported 
exactly  the  same  finding.  The  ordinary  ward  diet, 
to  which  no  salt  or  salted  foods  is  added,  contains 
about  four  grams  of  sodium  chloride;  one  cooked 
without  salt  contains  an  appreciable  amount,  from 
2 to  3 grams.  One  gram  of  salt  is  present  in  the 
average  serving  of  beets,  carrots  or  lamb,  and  in 
800  cc.  of  milk.  Restriction  of  the  daily  salt  in- 
take below  the  level  of  the  daily  urinar\’  output 
of  salt,  always  decreased  the  edema.  Occasionally 
diuresis  was  observed  to  increase  when  the  patient 
was  taking  plenty  of  fluids  and  to  decrea.se  when 
fluids  were  rigidly  restricted.  “These  studies  sug- 
gest that  restriction  of  salt  is  important  in  the  con- 
trol of  the  edema  of  congestive  heart  failure,  but 
that  restriction  of  fluids  is  of  little  value.” 

In  1942  Ellis  studied  seven  patients  with  conges- 
tive heart  failure  and  found  that  if  water  intake 
was  pushed  beyond  3000  cc.  a day  the  edema  in- 
creased even  though  the  salt  intake  was  maintained 
at  1 gram  daily.  He  recommended  moderate  water 
restriction  as  well  as  rigid  salt  restriction. 

Toiler  and  Maddock  in  numerous  papers  re- 
ported their  important  studies  on  water  balance  in 
surgical  patients,  showing  that  ])ost-operative 
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“shock”  and  kidney  failure  were  due  largely  to  an 
insufficient  supply  of  fluids  and  to  abnormally 
large  losses  of  body  fluids,  inadequately  appreci- 
ated before  then. 

The  above  introduction  is  all  too  brief  but  will 
serve  to  acquaint  us  with  some  of  the  factors  in 
edema  formation  and  water  balance.  At  the  present 
time  we  may  accept  it  as  an  established  fact  that 
patients  with  congestive  heart  failure  or  nephritis 
get  along  better  when  given  diets  low  in  sodium. 
It  is  not  so  generally  accepted  but  probably  true, 
too,  that  cases  with  essential  hypertension  also  will 
do  better  on  diets  low  in  sodium.  My  own  experi- 
ence deals  with  the  use  of  several  of  these  diets: 

1.  The  Schemm  diet  for  congestive  failure:  The 
essential  features  of  this  diet,  or,  more  strictly 
speaking,  regime,  are  three — 

(1)  A low  sodium  intake — around  2 to  d grams 
daily 

(2)  A neutral  or  acid  ash  diet 

(d)  A high  fluid  intake 

2.  The  Karrel  diet  for  congestive  failure:  This 
contains  800  cc.  of  milk  and  nothing  else.  This 
amcunt  of  milk  contains  1 gram  of  sodium  chlo- 
ride. Gold  and  his  associates  at  Cornell  IVIedical 
School  advocate  larger  quantities  of  milk — in  fact, 
all  the  patient  wants — no  other  food  in  the  early 
days  of  treatment  of  a severely  decompensated  car- 
diac. They  keep  a patient  on  this  diet  for  2 or  d 
days  up  to  10  days. 

d.  The  Kempner  diet  for  hypertensive  and  ne- 
phritic patients:  This  diet  is  composed  of  rice, 
fruits,  sweets,  a little  oatmeal,  bread  and  milk, 
supplemented  with  vitamins  and  iron.  It  is  ex- 
tremely low  in  salt,  having  less  than  .4  gram. 

For  details  of  the  Schemm  and  Kempner  diets 
one  is  referred  to  the  original  articles.  Now  I wish 
to  present  a few  selected  cases  in  whom  these  diets 
have  been  used. 

Congestive  Heart  Failure 

Case  1. — Mr.  H.  P.  H.,  a 68  year  old  meat  cut- 
ter, was  seen  on  February  10,  1947.  In  April  of 
the  preceding  year  he  had  had  an  attack  of 
substernal  pain  and  remained  in  bed  for  two 
days  and  since  then  had  felt  very  weak,  short  of 
breath,  and  the  feet  and  legs  had  been  swollen. 
He  had  kept  a cough  and  was  unable  to  sleep  be- 
cause of  this;  he  could  not  lie  down.  Examination 
revealed  a tall,  fairly  well  nourished  man  in  severe 


congestive  failure.  His  pulse  was  84,  totally  ir- 
regular, respirations  22,  B.P.  195/125  in  the  right 
arm,  and  190/122  in  the  left.  Unless  otherwise 
specified,  all  blood  pressures  w'ere  recorded  in  the 
right  arm  with  the  patient  seated.  There  was  marked 
cardiac  enlargement  to  the  left;  the  sounds  were 
of  poor  tone;  at  the  apex  was  a long,  blowing,  me- 
dium pitched  systolic  murmur  grade  2.  The  aortic 
second  sound  was  slightly  accentuated  and  louder 
than  the  pulmonic — no  diastolic  murmur  was  heard. 
There  were  signs  of  fluid  at  the  right  base  and 
moist  rales  at  the  left  base.  The  urine  contained  2 
plus  albumen,  a few  white  and  red  cells,  and  the 
specific  gravity  was  1.015.  His  E.C.G.  showed 
left  ventricular  hypertrophy  and  ventricular  pre- 
mature beats.  The  sedimentation  rate  was  normal. 
The  diagnosis  was  hypertensive  heart  disease,  con- 
gestive heart  failure,  enlarged  heart,  general  ana- 
sarca, right  hydrothorax  and  probably  an  old  myo- 
cardial infarct.  He  had  been  taking  .1  mgm. 
digital ine  twice  daily.  Treatment  consisted  of  no 
change  in  digitalis,  ammonium  chloride  71/2  grains 
and  one  B.  complex  tablet  after  each  meal,  and 
Schemm’s  full  neutral  diet.  One  week  later  he  had 
lost  23  lbs.,  from  203  to  180.  The  pulse  was  80 
and  regular,  and  his  B.P.  was  a little  lower  188/1 10. 
Over  the  next  two  months  he  gradually  improved 
and  lost  all  signs  of  congestive  failure.  He  had 
several  injections  of  mercuzanthin  during  the  first 
two  months.  He  was  last  seen  on  December  27th, 
still  compensated,  pulse  72,  with  an  occasional 
premature  beat,  respirations  18,  B.P.  180/90, 
weight  175.  He  was  then  taking  digital  ine  1/10 
mgm.  daily. 

This  case  had  been  in  severe  congestive  failure 
for  ten  months.  On  the  Schemm  diet  he  improved 
fairly  rapidly  and  has  been  much  more  comfortable. 
He  had  already  taken  full  do=;es  of  digitalis  and 
this  was  later  decreased.  .Ummonium  chloride  and 
a mercurial  diuretic  were  used  during  the  first  two 
or  three  months  of  treatment. 

Case  2. — Mr.  C.  M.  A.,  age  73,  had  a marked 
hypertension  with  moderate  cardiac  hypertrophy 
and  auricular  fibrillation  since  1944.  He  had  been 
digitalized  and  seen  regularly  in  the  office.  His 
B.P.  had  gradually  climbed,  and  in  December,  1947, 
this  was  235/110  in  spite  of  thiocyanates  and 
sedatives. 

On  March  7th  he  was  seen  in  obvious  congestive 
failure  with  evidence  of  a small  amount  of  fluid 
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at  each  base,  respirations  30,  B.P.  230/95.  The 
liver  was  three  fingers  down  and  there  was  2 plus 
edema  of  each  leg.  His  pulse  and  apex  rate  w’ere 
slow — 55 — and  his  digitalis  was  stopped.  He  was 
placed  on  a diet  of  milk  only,  as  much  as  he 
wished,  and  given  ammonium  chloride  7]^  grains 
t.i.d.  Six  days  later  he  had  lost  16^^  lbs.  and 
looked  and  felt  very  much  better.  His  pulse  had 
come  up  to  64.  Digitalis  was  resumed  in  .smaller 
doses.  His  B.P.,  however,  was  still  rather  high 
220/92,- — so  he  was  then  placed  on  Kempner’s 
rice  and  fruit  diet.  Two  weeks  later  he  had  lost 
another  4 lbs.  and  all  signs  of  congestive  failure 
were  gone.  Because  of  losing  so  much  weight, 
which  was  probably  not  all  edema,  he  was  urged 
to  eat  more  bread  and  rice  and  drink  more  milk. 
Eleven  days  later  he  felt  much  stronger,  had  gained 
8 lbs.  with  no  obvious  increase  in  edema,  and  his 
blood  pressure  had  come  down  to  184/90.  This  was 
220/92  at  the  fonner  visit.  .A.  troublesome  nocturia 
had  largely  disappeared. 

This  case  illustrates  the  rapid  clearing  of  conges- 
tive failure  with  a milk  diet,  and  further  improve- 
ment with  lowering  of  B.P.  on  the  rice  and  fruit 
diet.  Over  digitalization  may  have  been  a con- 
tributory factor  in  his  failure.  .As  a rule  older  pa- 
tients are  not  very  tolerant  to  any  radical  dietary 
change. 

Case  3. — Mr.  W.  W.  W.,  a 73  yr.  old  farmer, 
was  seen  in  the  office  on  March  29,  1947,  in  se- 
vere congestive  failure.  He  had  hypertensive  heart 
disease  with  marked  cardiac  enlargement,  gener- 
alized arteriosclerosis  and  left  ventricular  failure. 
His  electrocardiogram  showed  sinus  tachycardia — - 
102 — left  ventricular  strain  and  frequent  auricular 
premature  beats.  The  arrhythmia  was  interpreted 
clinically  to  be  auricular  fibrillation.  His  respira- 
tions were  22,  B.P.  190/110,  vital  capacity  2.6 
liters  (55%  of  normal).  He  weighed  190.  Treat- 
ment consisted  of  buttermilk,  one  glass  every  two 
hours,  digitaline  .2  mgm.  t.i.d.  for  six  doses,  then 
.1  mgm.  daily,  and  ammonium  chloride  15  grains 
q.i.d.  for  3 days.  He  was  seen  in  the  office  three 
days  later  and  was  feeling  very  much  better.  At 
that  time  he  was  given  mercuzanthin  cc.  intra- 
venously. He  had  lost  15  lbs.  He  was  then  put  on 
Schemm’s  neutral  diet.  His  pulse  rate  was  78  and 
still  very  irregular  due  to  premature  beats.  Two 
weeks  later  all  signs  of  congestive  failure  had  dis- 
appeared, and  he  had  lost  31/0  more  lbs.;  his  pulse 


and  apex  rate  were  60  and  regular,  respirations  19, 
B.P.  155/96  (this  had  been  190/110),  vital  ca- 
pacity 4.5  liters. 

This  case  illustrates  again  the  rapid  clearing  of 
congestive  failure  with  a milk  diet  and  later 
Schemm’s  diet  plus  digitalis,  ammonium  chloride 
and  one  injection  of  a mercurial  diuretic. 

Hypertension 

Case  4. — Mrs.  W.  H.  A.,  a widow  age  65,  com- 
■ plained  of  frequent  headaches.  She  was  seen  a 
number  of  times  during  the  latter  half  of  1945  and 
during  1946.  Urinalysis  was  negative  and  sev- 
eral NPNs  were  normal.  The  fundi  were  essential- 
ly normal.  Her  B.P.  varied  from  170  to  190  sys- 
tolic over  90  to  100  diastolic.  In  1945  her  B.P. 
was  200/120  on  one  occasion,  and  on  another 
185/105.  She  smoked  about  20  cigarettes  daily  and 
drank  very  little  water.  On  Nov.  25,  1947,  she  was 
seen  at  the  office  complaining  of  daily  headaches 
for  several  weeks.  Her  B.P.  was  190/100.  She 
was  given  White’s  low  sodium  diet  and  a mild  seda- 
tive (bromide  and  chloral  mixture)  and  instructed 
to  drink  8 glasses  of  water  daily.  Three  weeks 
later  she  had  gotten  rid  of  her  headaches,  was  sleep- 
ing much  better  and  felt  like  a different  person. 
She  had  stuck  rigidly  to  the  diet,  and  had  used 
salt  free  bread  and  butter.  Her  weight  was  119 
lbs.,  unchanged,  and  her  B.P.  had  dropped  from 
190/100  to  145/80.  Four  months  later  she  was 
still  feeling  well,  having  no  headaches,  and  main- 
taining her  weight.  She  had  been  allowed  to 
use  regular  bread  and  butter.  Her  B.P.  had  in- 
creased some,  but  was  still  a good  figure  160/85. 

This  case  improved  a great  deal  symptomatically 
on  a low'  sodium  diet.  Her  B.P.  was  only  moderately 
elevated  but  decreased  an  appreciable  amount. 

Case  5. — Mrs.  W.  G.  C.,  had  been  seen  at  the 
office  at  irregular  intervals  since  1945.  On  July 
30,  1947,  when  she  was  58  years  old,  she  came 
in  complaining  of  headaches.  She  w'as  slightly 
oljese.  Her  physical  examination  was  negative  ex- 
cept for  her  B.P.  of  200/120.  Ten  months  before 
this  it  had  been  160/94.  Urine  e.xamination  was 
negative.  Treatment  consisted  of  a bromide  and 
chloral  mixture  and  a 1000  calorie  Schemra  diet. 
Two  weeks  later  she  felt  much  better,  had  lost  five 
ll)s.,  and  her  B.P.  was  145/85.  One  month  after 
that  she  had  lost  about  31^  more  lbs.,  still  felt 
well,  and  her  B.P.  was  158/86.  When  last  seen 
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on  February  14,  1948,  she  had  gained  a few  pounds, 
but  her  blood  pressure  was  still  good — 168/86.  The 
diet  was  still  low  in  salt  but  her  calories  had  been 
increased.  It  seemed  obvious  that  her  marked  de- 
crease in  B.P.  was  attributable  largely  to  the 
Schemm  diet. 

Nephritis 

Case  6. — J.  A.,  had  been  seen  regularly  at  the 
office  since  October,  1940,  when  he  was  66  yrs.  old. 
.\t  that  time  the  clinical  diagnosis  was  chronic  ne- 
phritis with  hypertension  and  hypertrophied  pros- 
tate. He  was  moderately  obese,  six  feet  tall,  weighed 
230  lbs.,  B.r.  210/120.  He  was  given  a reducing 
diet  and  lost  down  to  190  lbs.,  with  marked  de- 
crease in  his  hypertension,  his  B.P.  stabilizing 
around  155/90.  He  took  ^ grain  of  thyroid  daily. 
In  1945  he  underwent  a prostatectomy  and  had  a 
stormy  course  but  made  a good  recovery.  Over  the 
next  two  years  his  B.P.  gradually  increased,  and 
on  .A.pril  28,  1947,  this  was  245/128.  He  had  had 
signs  of  congestive  failure  for  the  preceding  month 
which  disajrpeared  with  the  Schemm  diet  and  digi- 
talis. He  remained  compensated  until  January  of 
this  year  when  he  had  cardiac  asthma,  or  rather,  noc- 
turnal dyspnea  several  nights  in  a row.  He  is  now 
74.  He  was  seen  in  the  office  on  January  23rd, 
1948,  with  a B.P.  of  235/125,  respirations  22, 
vital  capacity  3.1  liters  and  moist  rales  at  each  base. 
He  was  hospitalized  and  put  on  buttermilk  every 
two  hours.  His  NPN  was  70,  and  urine  loaded 
with  albumen  and  casts  as  it  usually  was.  The 
milk  diet  was  continued  for  three  days,  and  it  was 
then  changed  to  the  Schemm  diet.  His  pulmonary 
congestion  and  nocturnal  dyspnea  disappeared  but 
his  NPN  remained  elevated,  and  on  leaving  the 
hospital  ten  days  later  was  77.  Eleven  days  after 
this,  on  a strict  Kempner  diet,  the  NPN  had  de- 
creased to  54,  and  thirteen  days  later,  on  IMarch  31, 
was  down  to  32.  There  was  concomitant  improve- 
ment in  B.P.,  which  came  down  to  190/90.  His  vital 
capacity  improved  likewise — this  was  4.4  liters  on 
March  15th.  His  nocturia,  which  had  been  four  to 
five  times  nightly,  practically  disappeared.  He  com- 
plained bitterly  of  the  diet  and  at  his  insistence 
was  allowed  to  add  meat  and  vegetables.  This 
caused  a definite  rise  in  B.P.  and  an  increase  in 
his  NPN.  On  April  12th  his  B.P.  was  250/125 
and  NPN  50  mgm.  The  urine  contained  heavy  al- 
bumen but  the  microscopic  showed  only  a rare  pus 
cell. 


This  case  of  chronic  nephritis  showed  marked  im- 
provement under  the  Kempner  diet.  Of  course,  the 
prognosis  is  still  ver)’  poor  but  he  will  undoubtedly 
live  longer  if  he  adheres  to  his  diet,  which  is  doubt- 
ful. (He  died  of  uremia  on  November  11,  1948.) 

Case  7. — Frank  A.  McQ.,  a 45  year  old  railway 
agent,  was  referred  to  me  Feb.  2,  1948,  by  Dr. 
J.  E.  Haynsworth,  with  a history  of  a “cold”  and 
“sinus  infection”  for  three  weeks,  marked  short- 
ness of  breath,  fullness  in  abdomen,  and  marked 
swelling  of  the  feet  and  legs  for  one  week.  One 
month  before  he  had  a peritonsillar  aijscess.  .\fter 
a idi3'sical  examination  and  blood  and  urine  ex- 
amination it  was  obvious  that  he  had  an  acute 
nephritis  with  resulting  congestive  failure.  His 
pulse  was  84  and  regular,  respirations  20,  tempera- 
ture 99,  B.P.  194/112  in  the  right  arm  seated. 
There  were  signs  of  fluid  at  the  base  of  each  lung. 
The  sinuses  were  clear.  His  weight  was  240  lbs., 
height  5 ft.  11 ".  He  was  hospitalized  at  the  Vir- 
ginia Baptist  Hospital  where  he  remained  for  ten 
days.  His  urine  on  admission  had  a S.  G.  of  1.015, 
4 plus  albumen,  a moderate  number  of  red  and 
white  blood  cells  with  few  clumps,  and  a few  hya- 
line and  granular  casts.  His  NPN  was  39  mgm. 
per  100  cc.  He  was  given  fruit  juices  only  the 
first  three  days,  then  cereal,  toast,  milk  and  fruits, 
and  after  eight  days  he  was  put  on  Kempner’s  diet. 
He  was  also  given  penicillin,  50,000  units  every 
three  hours  for  eight  days.  He  improved  dramati- 
cally in  the  hospital.  His  B.P.  after  four  da\’S  was 
170/100  and  he  had  lost  263/2  lbs.  After  ten  days, 
in  the  hospital  his  B.P.  was  154/92;  on  Feb.  25th 
it  was  130/86.  On  March  26th,  his  last  visit,  his 
B.P.  was  132/86  and  weight  207,  a total  loss  of 
33  lbs.  The  urine  had  a S.G.  of  1.020,  was  acid, 
yellow  and  clear  and  contained  no  albumen  or  sugar. 
Microscopic  examination  showed  an  occasional 
white  and  red  cell  and  liyaline  cast.  He  looked  and 
felt  well.  X-ray  of  his  chest  showed  the  lungs  clear 
and  a marked  decrease  in  the  size  of  the  heart 
shadow  from  the  first  visit.  His  sedimentation  rate 
at  his  first  visit  was  25  mm.  in  one  hour  (Cutler) 
and  three  weeks  later  was  17  mm.  in  one  hour. 
This  was  not  done  at  his  last  visit.  At  present  he 
is  on  a general  diet  with  the  exception  of  very 
small  amounts  of  meat  and  no  salt. 

This  case  of  acute  nephritis  with  congestive  fail- 
ure improved  rapidly  and  dramatically  with  fruit 
juices  at  first,  and  later  Kempner’s  rice  and  fruit 
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diet,  supjdementcd  with  penicillin.  He  was  not 
given  any  digitalis. 

Undoubtedly  in  some  of  these  cases  a favorable 
resjionse  was  due  to  the  fact  that  the  diet  was  low  in 
calories,  but  this  is  not  the  whole  answer.  Many  hy- 
pertensive cases  have  been  observed  in  whom  marked 
reduction  of  B.P.  and  symptoipatic  improvement 
has  been  obtained  where  the  weight  remained  sta- 
tionary or  even  increased.  One  sympathectomized 
case  had  a very  good  post-operative  improvement 
with  a general  diet  but  after  one  year  her  B.P.  had 
climbed  considerably.  With  a low  sodium  diet  and 
no  loss  of  weight  she  has  had  a marked  drop  in 
blood  pressure — with  clinical  improvement.  So, 
even  in  these  surgically  treated  patients,  it  may  be 
wise  to  continue  a low  salt  regime. 

The  above  few  cases  serve  to  illustrate  the  favor- 
able response  that  can  be  expected  from  the  use 
of  low  sodium  diets  in  properly  selected  cases. 
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Radioiodine  Effective  Against  Toxic  Goiter. 

Xinety-five  of  a series  of  100  patients  treated 
for  toxic  goiter  with  radioiodine  show  improvement, 
reports  Robert  H.  Williams,  M.D.,  Seattle,  formerly 
of  the  Department  of  Medicine,  Harvard  Medical 
School,  Boston. 

^^’riting  in  the  .^pril  16  J.A.M.A.,  Dr.  Williams 
says  that  the  condition  has  persisted  in  only  five  of 
the  group.  The  disease  lias  been  in  remission  more 
than  a month  in  92  of  the  patients,  and  80  have 
liad  no  reappearance  for  more  than  four  months. 
Three  have  been  well  more  than  two  years.  Forty 
of  the  group  had  been  treated  previously  with 
thiouracil,  a drug  frequently  used  against  toxic 
goiter,  and  21  had  surgery  for  the  condition. 

“In  most  of  the  78  subjects  with  diffuse  en- 


largement of  the  thyroid,  the  gland  decreased  to  an 
essentially  normal  size,”  Dr.  Williams  points  out. 
“Each  of  22  patients  with  toxic  nodular  goiter  [a 
form  in  which  the  thiroid  enlarges  from  nodules 
in  the  gland]  had  a decrease  in  size  of  the  thyroid, 
liut,  in  a few,  significant  enlargement  iiersisted  de- 
spite large  doses  of  radioiodine.” 

Treatment  with  radioiodine  is  “relatively  inexpen- 
sive” and  is  not  associated  with  significant  physi- 
cal or  emotional  discomfort,  according  to  Dr.  Wil- 
li;ims.  In  the  majority  of  cases,  he  found,  a remis- 
sion of  hyperthyroidism  can  be  produced  in  six 
months.  He  states  that  the  main  drawback  of  the 
treatment  is  the  difficulty  involved  in  selecting  the 
appropriate  dosage,  errors  in  which  may  cause 
m\  xedema  or  permit  the  thyrotoxicity  to  persist. 
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CALCINOSIS— REPORT  OF  A CASE 


William  L.  Wingfield,  M.D.,* 

and 

Elam  C.  Toone,  Jr.,  M.D.,** 

Richmond,  Virginia. 


The  abnormal  deposition  of  calcium  within  the 
body  may  be  divided  into  three  main  groups:  Pro- 
gressive Myositis  Ossificans,  Metastatic  Calcino- 
sis, and  Calcinosis.  The  case  reported  here  would 
seem  to  fall  in  the  latter  classification. 

Calcinosis:  Weber^  in  1878  reported  the  first 
case  of  calcinosis,  and  Verse^  in  rejwrting  a case 
first  used  the  term  calcinosis  universalis.  Steinitz® 
classified  the  cases  of  calcinosis  into  two  groups: 
Calcinosis  circumscripta  and  calcinosis  universalis. 
Calcinosis  circumscripta  is  a deposit  of  calcium 


especially  those  of  the  e.xtremities.  The  hands  and 
feet,  however,  are  not  often  involved  and  the  num- 
ber of  deposits  tend  to  decrease  from  the  trunk  to- 
ward the  hands  and  feet.  This  disease  is  frequently 
encountered  in  children  and  may  be  seen  even  in 
the  first  six  months  of  life.  Steinitz  found  only  34 
cases  of  calcinosis  universalis  in  his  collection  of 
cases  of  all  ages; 

Many  theories  have  been  advanced  regarding  the 
pathogenesis  but  none  seems  to  have  received  uni- 
versal acceptance.  The  disease  is  generally  con- 


Fig.  1:  Right  Hand:  Calcific  deposits  in  region  of  many  of  the  proximal  interphalangeal  joints  of  both 
hands  and  in  the  region  of  several  of  the  distal  interphalangeal  joints.  Soft  tissue  swelling 
in  region  of  the  proximal  interphalangeal  joints. 


in  the  subcutaneous  tissue  and  usually  attacks  pri- 
marily the  hands  and  feet.  It  rarely  occurs  in  chil- 
dren. Calcinosis  universalis  is  the  deposit  of  cal- 
cium not  only  in  the  subcutaneous  tissue,  but  also 
in  the  muscles  and  sometimes  along  the  nerve  trunks, 
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sidered  to  be  due  to  a disturbance  of  calcium  and 
phosphorous  metabolism  even  though  the  blood 
values  are  usually  normal.  Others  have  also  at- 
tempted to  show  that  the  calcification  usually  oc- 
curs in  tissues  that  were  dead  or  devitalized  to  a 
certain  degree  and  that  fatty  degeneration  fre- 
quently precedes  the  calcification.  Microscopic 
studies,  however,  of  early  cutaneous  calcinosis  show 
the  deposition  of  calcium  in  and  around  the  fat 
cells  which  otherwise  appeared  histologically  nor- 
mal. 
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Another  feature  of  the  disease  is  its  frequent  as- 
sociation with  lesions  of  the  skin  and  vascular  sys- 
tem. .\t  times  it  is  found  in  conjunction  with  skin 
lesions  very  closely  simulating  scleroderma  and  a 
Raynaud’s  type  of  syndrome  involving  both  the  up- 
per and  lower  extremities  may  be  present,  .\trophic 
changes  in  the  skin  are  frequent  and  are  usually 
very  troublesome. 

^’arious  programs  have  been  offered  in  the  treat- 
ment of  this  disease,  no  single  one  of  which  has 
been  universally  accepted.  Ramsell"*  in  1935  re- 
ported marked  improvement  in  a ten  year  old  girl 
following  bilateral  parathyroidectomy  and  this 
writer  has  continued  to  be  enthusiastic  about  this 
treatment.  In  1942  Bartel  and  Catell®  likewise  re- 
ported beneficial  effects  after  a parathyroidectomy 
performed  on  a boy  of  fourteen  years.  Byron  and 
Michalover®  rejxjrted  unsatisfactory  results  follow- 
ing a parath}  roidectomy.  Other  treatment  regimens 
advocated  have  been  the  intravenous  injection  of  a 
phosphate  solution  by  Craig,  LyalP,  and  others, 
and  another  has  been  the  use  of  very  large  doses 
of  sodium  citrate  by  mouth.  Recently,  the  use  of 
British  .-^nti-Lewisite  (B.A.L.)®  by  intramuscular 
injection  has  been  advocated.  Observations  on  this 
form  of  treatment  have  not  been  sufficiently  large 
or  over  a sufficiently  long  period  to  evaluate  its 
results  properly.  Other  treatment  regimens  have 
consisted  of  the  use  of  various  endocrine  products 
without  satisfactory  results,  and  a wide  variety  of 
vitamin  preparations  without  demonstrable  benefit. 

Case  Report 

E.C.W..  a 24  year  old  white  male,  was  admitted 
to  the  Veterans  -Administration  Hospital,  Rich- 
mond, Virginia,  .April  26,  1946,  for  the  treatment 
of  a recurrent  dislocation  of  the  right  shoulder 
which  had  been  present  intermittently  since  1941 
following  an  injury.  This  was  corrected  by  a Nicola 
t\-pe  of  repair  on  May  7,  1946,  with  good  results. 

During  his  hospitalization  the  patient  gave  a 
historv'  of  progressive  pain  and  stiffness  with  some 
noticeable  swelling  of  the  finger  joints  since  dis- 
charge from  the  .Army  in  October,  1945.  Inter- 
estingly enough,  he  described  the  onset  of  the  pain 
in  each  of  the  involved  joints  as  a sharp,  “sticking” 
pain  which  gradually  changed  to  a dull  ache.  He 
stated  that  no  injury,  infection  or  emotional  stress 
preceded  the  onset  of  these  symptoms.  No  other 
joints  were  involved  except  the  right  shoulder  men- 


tioned above.  He  had  been  in  good  general  health, 
had  been  working  regularly,  and  his  past  medical 
history  was  essentially  negative  for  any  joint  dis- 
ease. He  served  in  the  United  States  .Anny  from 
December  2,  1942,  to  October  24,  1945,  as  a water 
tender,  and  ip  an  environment  which,  he  states, 
subjected  him  to  no  undue  exposures  or  trauma. 

Physical  Examination:  The  patient  was  a well 
developed,  well  nourished,  alert,  active,  white  male. 
Temperature  98.4,  pulse  rate  80  per  minute,  blood 


Fig.  2 ; Knee : Irregular  calcific  deposits  in  the  deep  tissue 
of  the  popliteal  space  in  the  region  of  the  popliteal 
artery. 


pressure  120/70,  weight  134  lbs.  The  head  and 
neck  were  normal,  as  were  the  heart,  lungs,  and 
abdominal  viscera.  Extremities:  The  proximal  in- 
terphalangeal  joints  of  both  hands  showed  moderate 
soft  tissue  swelling  without  redness  or  increased 
heat.  On  pressure  over  the  joints,  the  patient  stated 
that  he  felt  a “sticking”  type  of  pain  as  if  some 
small,  sharp  object  was  present  under  the  skin. 
There  was  a moderate  degree  of  stiffness  in  these 
joints  and  on  full  flexion,  he  experienced  pain.  The 
distal  interphalangeal  joints  and  the  metacarpo- 
phalangeal joints  were  negative  to  physical  exami- 
nation and  there  was  no  significant  atrophy  of  the 
interosseus  muscles.  There  was  a marked  thicken- 
ing of  the  peripheral  vessels  particularly  noted  in 
the  brachial  arteries.  The  neurological  examina- 
tion was  negative. 

Laboratory  Data:  Routine  laboratory  studies 
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which  included  a complete  blood  count,  urinalysis, 
and  serology  were  negative.  Blood  Chemistry:  Blood 
alkaline  phosphatase  3.4  units.  Blood  calcium  10.8 
mg.  Blood  phosphorus  3.6  mg.  Uric  acid  4.8  mg. 

X-Rays:  1.  Both  hands:  fusiform  swelling  of  a 
moderate  degree  present  in  the  region  of  the  pro.xi- 
mal  interphalangeal  articulations  of  both  hands 
and  calcific  deposits  in  the  region  of  the  above 
mentioned  joints  were  present.  These  calcific  de- 
posits were  present  also  in  the  distal  interphalangeal 
joints.,  2.  Right  shoulder:  Bones  and, .joints  nor- 
mal. Pinhead  sized  calcific  areas  noted  in  the  soft 
tissues  in  the  region  of  the  deltoid  bursa.  Left 
shoulder:  There  is  probably  an  area  of  calcifica- 
tion in  the  soft  tissues  at  the  level  of  the  greater 
tuberosity  of  the  humerus.  3.  Both  knees:  Irregu- 
lar calcific  deposits  present  in  the  region  of  the 
popliteal  vessels.  4.  Both  ankles:  Calcification  in 


Fig.  3 : Right  ankle : Dense  calcification  deep  tissue  anterior 
surface  in  the  region  of  the  dorsalis  pedis  artery. 


the  region  of  dorsalis  pedis  on  the  right  side.  5. 
Both  feet:  Pinhead  sized  calcific  areas  present  in 
the  soft  tissues  around  several  of  the  phalanges. 
6.  Lateral  view  of  the  neck:  A small  area  of  cal- 
cification present  in  the  soft  tissues  anterior  to  the 
7th  cervical  vertebra.  7.  Chest:  Normal.  8.  Skull: 
No  abnormal  calcification.  9.  Abdomen:  No  evi- 
dence of  abnormal  calcification. 

Hospital  Course  and  Treatment:  The  patient 
was  placed  on  a ketogenic  diet  with  1 gm.  of  am- 
monium chloride  four  times  a day,  but  due  to  the 
fact  that  he  had  pressing  business  obligations  on 
the  outside,  he  was  not  observed  on  this  therapy 
for  more  than  ten  days.  There  was  no  noticeable 
change  in  his  clinical  course  during  this  time,  and 


he  was  discharged  on  the  same  dietary  regimen  and 
medication,  and  advised  to  return  in  about  six  weeks 
for  further  observation. 

Second  Hospitalization:  The  patient  was  read- 
mitted to  the  Veterans  Administration  Hospital  14 
months  later  on  August  8,  1947.  Since  his  dis- 
charge from  the  hospital,  he  had  been  working  with 
fair  regularity  as  an  insurance  salesman.  He  had 
not  followed  his  diet  or  taken  his  medication,  how- 
ever, and  stated  that  there  had  been  a more  or  less 
steady  increase  in  the  pain  and  stiffness  of  his 
hands.  He  had  also  noticed  during  the  interval  a 
beginning  stiffness  in  his  knees.  This  was  particu- 
larly noticeable  after  a full  day’s  work.  In  addi- 
tion, he  had  noted  some  stiffness  in  his  elbows  with 
a peculiar  grating,  scraping  sensation  on  function 
which  felt  as  if  some  foreign  body  were  present. 

Physical  Examination:  The  patient  showed  no 
change  in  his  general  physical  appearance  except 
that  he  gave  the  impression  of  rather  marked  weight 
loss.  Temperature  98.6°,  pulse  rate  80  per  minute, 
weight  124  lbs.,  blood  pressure  100/60. 

Joints:  The  proximal  interphalangeal  joints  con- 
tinued to  show  swelling  without  redness  or  heat 
and  there  was  possibly  some  moderate  increase  in 
stiffness  in  these  areas.  He  still  showed  no  involve- 
ment of  either  the  distal  interphalangeal  or  the 
metacarpal  phalangeal  joints.  Interestingly  enough, 
the  interosseal  muscle  of  the  hands  showed  no  evi- 
dence of  wasting.  The  elbows  appeared  slightly 
enlarged  without  redness,  tenderness  or  increased 
pain. 

Peripheral  Vessels:  There  was  still  a marked 
degree  of  thickening  and  some  beginning  tortuosity 
of  the  peripheral  vessels  particularly  noted  in  the 
brachial  arteries.  The  retinal  vessels  did  not  ap- 
pear abnormal.  Examination  of  the  heart  was  nega- 
tive and  there  were  no  other  positive  objective 
findings. 

Laboratory  Data:  Again  routine  blood  counts, 
urinalyses,  and  serological  tests  were  negative.  Blood 
Chemistry:  Blood  calcium  9.1  mg.  Blood  phos- 
phorus 3.6  mg.  Electrocardiogram:  Rate  80,  PR 
12,  Rhythm  regular,  P-waves  normal,  QRS  nonnal, 
T-waves  diphasic  in  Lead  3.  Interpretation:  Nor- 
mal Electrocardiogram. 

Hospital  Course  and  Treatment : Inasmuch  as 
the  patient  had  not  followed  his  ketogenic  diet  nor 
taken  his  ammonium  chloride  with  regularity  dur- 
ing the  interval  between  the  hospital  periods,  it  was 
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decided  to  continue  him  on  this  tlierapy  for  the 
time  Ijeing.  He  was  discharged  within  a week  with 
no  noticeable  change  in  his  clinical  picture  with 
instructions  to  return  in  six  weeks  for  further  ob- 
servation. This  instruction  was  not  followed,  how- 
ever, and  the  patient  has  not  been  heard  from  since 
his  discharge. 

Conclusion 

1.  .4  case  of  calcinosis  in  a 24  year  old  white 
male  is  reported. 

2.  The  case  reported  does  not  seem  to  fit  typi- 
cally into  the  classification  of  calcinosis  circum- 
scripta or  universalis. 

3.  The  disease  is  generally  considered  to  be  a 
disturbance  of  calcium  and  phosphorus  metabolism, 
although  proof  of  this  is  lacking. 

4.  Various  methods  of  treatment,  both  medical 
and  surgical,  have  been  attempted  without  striking 
results. 
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This  graduation  thesis  is  dedicated  to  Philip  Syng  Physick,  M.D.  fittingly  enough, 
for  the  “Father  of  .^.merican  Surgery”  was  a great  believer  in  the  relaxing  effect  of 
blood-letting.  Dr.  Miller’s  thesis  is  an  amplification  of  Dr.  Benjamin  Rush’s  letter 
on  the  same  subject  that  is  to  be  found  in  the  6th  volume  of  the  IMedical  Repositorj' 

(p.26). 

There  is  nothing  concerning  Dr.  Peter  Miller  in  the  usual  medical  biographies.  Dr. 
\^'.  B.  IMcDaniel,  II,  the  Librarian  of  the  College  of  Philadelphia,  has  kindly  fur- 
nished me  the  following  account,  taken  from  the  History  of  Blockley,  (Philadelphia. 
Davis.  1929.  pp.  430-31)  “Dr.  Miller  was  born  December  26,  1773  and  was  graduated 
from  the  medical  department  of  the  University  of  Pennsylvania  in  1804.  In  1805  he 
was  elected  a member  of  the  Medical  Staff  of  the  Philadelphia  Hospital,  serving  until 
1811  when  he  w'as  transferred  to  the  Surgical  Staff,  a position  he  continued  to  hold 
until  1822. 

“It  is  presumed  that  he  practiced  in  Philadelphia  as  he  died  in  Philadelphia,  being 
buried  from  his  late  residence,  the  house  of  Mrs.  Welling,  No.  161  Chestnut  Street, 
below  Fifth.  His  death  occurred  on  Tuesday  evening.  May  16,  1848,  after  a painful 
illness.  He  was  buried  in  Laurell  Hill  Cemetery.” 
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RHABDOMYOSARCOMA:  ITS  DISSEMINATION  AND  RESPONSE  TO 

RADIATION 


Jeffery  P.  Moore,  M.D., 

Department  of  Radiology,  Medical  College  of  Virginia, 
Richmond,  Virginia. 


Rhabdomyosarcoma  is  one  of  the  malignant  sar- 
comas of  soft  tissues.  This  tumor  has  been  re- 
ported in  very  young  infants,*  but  is  more  common 
in  adults  with  its  greatest  incidence  around  the 
fifth  decade.  The  common  sites  of  origin  are  the 
skeletal  muscles.  It  has  been  described,  however, 
in  other  sites,  such  as  the  genito-urinary  system,'^ 
the  respiratory  tract,  the  alimentarj'  tract,  and  the 
brain.  Even  teratomata  are  not  always  free  of  this 
new-growth.* 

Rhabdomyosarcoma  has  not  been  considered  a 
frequent  malignant  tumor  of  soft  tissues,  but  its 
incidence  is  so  high  that  it  warrants  consideration 
every  time  a growing  tumor  of  soft  tissues  is  being 
biopsied. 

Clinical  Course 

The  usual  complaint  that  brings  the  patient  to 
seek  medical  advice  is  a growing  lump  in  the  soft 
tissues.  This  lump  may  have  been  silent  for  a pe- 
riod of  twelve  months’  time  without  causing  the 
patient  any  concern  until  rapid  growth  or  possible 
pain  draws  the  patient’s  attention  to  its  existence. 

In  the  early  stage  the  only  positive  physical  find- 
ings are  those  limited  to  the  tumor  itself.  The  size 
of  the  primary  growth  may  vary  from  a walnut  to 
an  orange  or  even  larger,  depending  upon  the  loca- 
tion and  upon  how  early  the  subjective  symptoms  set 
in.  On  physical  examination  the  tumor  is  usually 
firm,  nodular,  and  freely  movable,  i.e.,  not  fixed  to 
either  the  skin  or  bony  structures. 

In  the  later  stages  there  is  dissemination  to  the 
regional  lymph  nodes,  the  lungs,  and  distant  sites 
of  muscle  tissue.  On  inspection  these  distant  me- 
tastases  may  appear  similar  to  the  primarj'  growth. 
Ulceration  of  the  skin  over  the  tumor  in  subcuta- 
neous sites  may  also  be  seen. 

Pathology 

Jbnnson®  credits  Bard  (1886)  with  being  the 
first  to  ascribe  a myogenic  origin  to  rhabdomyosar- 
coma. Bard  classified  muscle  tumors  into  two 
groups:  the  benign  or  adult  muscle  tumors,  includ- 
ing leiomyomas  and  rhabdomyomas;  and  the  ma- 


lignant, including  the  myosarcomas  and  other  em- 
bryonal types. 

This  classification  encompasses  the  granular-cell 
myoblastomas,  since  the  malignant  tumors  of  this 
group  are  those  exhibiting  a marked  degree  of 
anaplasia.* 

De  and  Tribedi,^  Stout,*  and  Jbnnson*  empha- 
sized the  important  fact  that  striation  should  not 


Fig.  1. — Photomicrograph  of  the  primary  growth  showing  the 
pattern  of  the  cells.  Some  cells  are  small  and  lymphoid 
in  type  and  others  are  large  and  rounded. 


be  considered  as  the  criterion  in  the  diagnosis  of 
malignant  rhabdomyoma,  since  these  cells  are  ana- 
plastic and  undifferentiated,  and,  as  a result,  may 
not  possess  cross  striation.  The  presence  of  the 
longitudinal  myofibrils,  however,  are  of  paramount 
significance.  In  some  cases  it  is  possible  to  demon- 
strate cross  striation,  or  a faint  suggestion  of 
striated  forms,  with  Heidenhain’s  iron  hematoxylin 
stain. 

Microscopically,  the  tumor  presents  a very  varied 
pattern — from  cells  resembling  the  primitive  em- 
bryonal myoblast  to  cells  of  adult  type  with  all  pos- 
sible variations  ‘and  combinations.  Different  parts 
of  the  same  tumor  may  show  different  patterns, 
and  the  metastases  may  be  quite  different  from  the 
primary  tumor.  These  observations  led  De  and 
Tribedi^  to  classify  them  according  to  morphology 
into  tumors  composed  of : 
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1.  Cells  devoid  of  striation. 

2.  Non-striated  cells  and  cells  with  commencing 
striation. 

3.  Round  cells,  spindle  cells,  and  undifferen- 
tiated embryonic  striated  muscle  cells. 

4.  Fully  differentiated  adult  muscle  cells. 


Fig.  2. — Another  view  of  the  primary  growth  showing  ribbon, 
squash,  and  round  cells.  Note  the  longitudinal  striations 
in  some  cells,  and  the  granular  cytoplasm  of  the  rounded 
cells. 

Characteristic  areas  of  sections  of  rhabdomyosar- 
comas show,  microscopically,  strap  or  ribbon  cells, 
squash  cells,  and  giant  cells.^-'*'®'®  The  cytoplasm  is 
strongly  acidophilic  and  finely  granular.  The  rib- 
bon cells  have  one  or  more  nuclei,  which  are  often 
arranged  in  tandem  and,  in  the  case  of  the  squash- 


Fig.  3. — Pulmonary  metastatic  foci.  Note  the  large  vesicular 
nuclei  with  coarse  chromatin  and  prominent  nucleoli.  The 
tumor  cells  show  marked  pleomorphism. 


shaped  cells,  are  seen  at  one  end.  Cross  striations 
may  be  seen,  but  longitudinal  myofibrils  are  more 
often  found.  The  giant  cells  vary  in  structure  and  may 
contain  one  large  lobulated  nucleus  or  several  irregu- 
larly shaped  nuclei.  The  giant  cells  often  give  a clue 


to  the  origin  of  the  tumor,  as  they  frequently  resem- 
ble regenerating  muscle.  Small  rounded  cells  with 
a large  nucleus  are  occasionally  seen  and  are  indica- 
tive of  the  degree  of  ana])lasia,  since  these  are  primi- 
tive myoblasts.^4 


Fig.  4. — The  results  of  irradiation  therapy  in  the  peri-rectal 
metastatic  mass.  Note  the  edema  and  destructive  changes 
as  well  as  the  vascular  damage. 

Houette  (1929),^  in  discussing  rhabdomyosar- 
comas of  the  bladder,  gives  a detailed  description 
of  the  blastema  cells  of  Masson.  These  cells,  from 
which  all  the  muscular  elements  of  the  tumor  are 
derived,  are  about  the  size  of  large  hmiphocytes 
but  have  paler  nuclei  and  delicate  chromatin  net- 
works. In  their  evolution  they  undergo  change. 
The  cells  elongate  and  become  paler  with  the  finely 
granular  cytoplasm  concentrated  toward  one  pole 
of  the  nuclei.  After  further  development  the  cyto- 
plasm grows  in  the  long  axis  of  the  cells  and  appears 
to  fuse  with  the  nuclear  membrane  on  the  sides  of  the 
nuclei.  Later  still,  the  cytoplasm  becomes  a rib- 
bon or  band,  still  retaining  its  granularity.  Stria- 
tions may  or  may  not  appear  at  any  time.  Longi- 
tudinal myofibrils  usually  appear  in  these  band 
cells. 

De  and  Tribedi^  confirmed  Masson’s  findings 
under  different  terminology.  They  described  the 
development  of  the  precursors  of  skeletal  muscle  tis- 
sue, the  myoblasts,  through  the  stages  of  round  cells, 
elongated  spindle  cells,  and  finally  striated  cells. 
In  their  series  of  cases,  tumors  called  rhabdomyoma 
sarcomatodes  are  composed  of  round  cells,  spindle 
cells,  and  embryonic  muscle  cells. 

Stout,®  who  has  undoubtedly  the  largest  collec- 
tion of  cases  and  references,  has  suggested  the  fol- 
lowing nomenclature  for  smooth  muscle  cell  tumors : 
leiomyomas  (benign)  and  leiomyosarcomas  (ma- 
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lignant)  ; and  for  striated  muscle  tumors:  granular 
cell  myoblastomas  (benign  to  malignant),  rhabdo- 
m}’omas  of  heart  muscle,  rhabdomyosarcomas,  and 
undifferentiated  myosarcomas. 


Figs.  5 and  6. — Show  the  irradiation  effects  on  tumor  cells 
of  fig.  4.  Note  the  ghost  cells,  edema,  pyknosis.  karyorr- 
hexis,  and  karyolysis.  There  is  swelling  and  shrinkage  of 
the  affected  cells. 

This  classification  is  very  practical,  as  it  satis- 
fies the  pathologist  and,  at  the  same  time,  is  of  in- 
valuable help  to  the  treating  physician. 

Radiosensitivity 

i\Iany  authors  have  failed  to  include  a description 
of  the  specific  effects  of  irradiation  on  rhabdomyo- 
sarcomas. Viets  and  Wittenborg^®  have  described  re- 
lief of  pain  in  a meTastafic  lesion  in  the  spine.  Stout'* 
reported  reduction  in  size  of  a tumor  following 
radium  packs.  Eisenberg’s  case”  showed  a marked 
regression  of  the  metastatic  nodules  in  the  lungs 
following  x-ray  therapy.  A follow-up  of  this  case 
after  three  years  revealed  a downhill  course  and 
death  of  the  patient  four  years  after  establishment 
of  the  diagnosis. 


Jdnnson®  feels  that  rhabdomyosarcomas  show  in- 
significant sensitivity  to  x-ray  or  radium  therapy. 

The  purpose  of  this  paper  is  to  show  that  irradia- 
tion therap}-  of  the  metastatic  lesions  of  rhabdomyo-^ 
sarcoma  results  in  a considerable  amount  of  re-; 
gressive  and  destructive  changes  in  the  neoplastic! 
j)rocess  without  affecting  a cure. 

Case  Reports 

Case  1.  W.  J.,  a colored  male,  aged  48,  was  first 
admitted  to  the  hospital  on  iNIarch  29,  1938.  He 
had  noticed  a small,  firm,  painless  nodule  on  the 
posterior  aspect  of  his  left  arm  halfway  between 
his  shoulder  and  elbow.  This  had  been  present  for 
almost  a }ear’s  time.  On  admission  the  tumor  was 
aljout  three  inches  in  diameter  and  was  described 
as  firm  and  nodular.  On  May  5,  1938,  the  tumor, 
which  seemed  to  be  encapsulated,  was  removed  from 
the  triceps  brachii.  A film  of  the  chest  at  this  time 
revealed  no  metastases.  Following  operation,  he  was 
given  a total  of  1500  r,  measured  in  air,  to  the 
ami  through  one  anterior  and  one  posterior  portal, 
using  the  following  factors:  200  KV.,  a filter  of 
2 mm.  Cu.,  1 mm.  .^1.,  having  a H\'L  of  1.7  mm. 
Cu.,  25  M.A..,  and  a distance  of  50  cms.  Following 
x-ray  therapy,  the  patient  was  discharged. 

He  was  again  admitted  on  September  18,  1940, 
with  a complaint  of  chest  pain.  Roentgenogram  re- 
vealed two  nodules  in  the  left  lower  lung,  one  6x5 
cms.  and  the  other  5.5  x3.5  cms.  .A.  total  of  5200  r 
was  given  through  three  portals  to  the  chest  us'ng 
the  same  factors  given  above.  Re-examination  of 
the  chest  showed  the  nodules  less  sharply  defined. 
The  patient  was  released  from  the  hospital. 

On  February  14,  1941,  the  patient  was  admitted 
in  an  emaciated  state  with  nodules  in  the  skin  over 
the  occipital  region  and  the  chest.  .A  roentgenogram 
showed  new  lung  metastases  with  an  increase  in 
the  size  of  the  previous  ones.  There  was  also  a 
nodule  just  above  the  operative  scar  on  the  left  ann. 

The  patient  died  on  February  23,  1941.  Permis- 
sion for  autopsy  was  not  granted. 

^Microscopic  Diagnosis:  Rhabdomyosarcoma. 
Cross  striations  were  faintly  shown  with  Heiden- 
hain’s  iron  hemotoxylin. 

Case  2.  .A.  J.,  an  18-year-old  colored  male  was 
admitted  to  the  hospital  on  June  11,  1940,  because 
of  a tumor  on  the  posterior  aspect  of  the  inner, 
upper  left  thigh.  This  mass  had  been  noticed  six 
months  previously  after  which  it  had  increased  in 
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?ize  for  six  weeks  before  stopping.  .\n  indurated 
mass  6x8  cms.  was  present  on  examination,  which 
mass  was  tender  and  freely  movable.  This  tumor 
was  removed  on  June  22,  1940,  and  three  weeks 
later  a small  nodule  was  removed  from  just  below 
the  incision.  Inguinal  nodes  were  palpable.  A. 
him  of  the  chest  showed  no  evidence  of  metastases. 
During  the  next  hve  weeks  the  patient  received  a 
total  of  9000  r.  The  patient  was  released  from  the 
hospital. 

On  September  10,  1940,  the  patient  was  re-ad- 
mitted to  the  hospital  with  a hnn  nodular  mass  1 
cm.  in  diameter  located  in  the  posterior  left  upper 
thigh  with  sloughing  of  the  overlying  skin.  The 
chest  again  showed  no  lesions  typical  of  metastatic 
new  growth.  The  patient  was  discharged  to  his 
home  where  he  died  on  October  7,  1940.  Permis- 
sion for  postmortem  examination  was  refused. 

^Microscopic  Diagnosis;  Rhabdomyosarcoma.  Cross 
striations  were  faintly  seen  on  sections  stained  with 
Heidenhain’s  iron  hemotoxylin. 

Case  3.  C.  S.,  a white  male  aged  54,  was  ad- 
mitted to  the  hospital  on  September  8,  1942,  with 
a complaint  of  a bluish  fungating  growth  on  his 
right  temple  2 to  .1  cms.  in  diameter.  On  a previous 
admission  in  July,  1942,  this  patient  had  sternal 
marrow  studies,  on  which  basis  a diagnosis  of 
chronic  lymphatic  leukemia  had  been  made  and  the 
patient  had  received  symptomatic  x-ray  therapy  for 
this  disorder  from  July  22,  1942,  to  August  1,  1942. 

On  September  16,  1942,  the  growth  was  removed 
and  skin  from  the  thigh  was  grafted  to  the  opera- 
tive site.  Pre-operative  x-ray  therapy  of  3000  r was 
given  to  the  growth,  using  the  following  factors: 
100  KV,  5 IMA,  20  cms.  distance  and  no  filter. 
Shortly  after  operation  the  patient  was  discharged. 

He  was  admitted  again  on  July  3,  1943,  with 
slight  fever  and  with  enlarged  cervical  nodes  on  the 
right  side  of  the  neck.  The  spleen  and  the  liver 
were  palpable.  X-ray  therapy  of  1000  r was  given 
to  the  cervical  region  in  divided  doses.  The  patient 
was  discharged  from  ,the  hospital  in  an  improved 
condition  on  July  21,  1943,  and  attempts  to  follow 
this  patient  have  met  with  failure. 

Microscopic  Diagnosis:  1.  Rhabdomyosarcoma. 
Cross  striations  were  faintly  visible  with  iron  hemo- 
toxylin  stain.  2.  Chronic  lymphatic  leukemia. 

Case  4.  S.  J.,  a white  male  aged  32,  was  first  ad- 
mitted to  the  hospital  on  June  14,  1948,  with  a 
granulating  mass  in  the  right  axilla.  In  .'August  of 


1947  the  patient  had  noticed  an  olive-sized  mass, 
in  the  same  location,  which  seemed  to  be  increasing 
in  size.  An  attempt  at  removal  had  l^een  done 
elsewhere  in  .April  of  1948.  The  patient  stated 
that  a mole-like  growth  had  been  removed  from  his 
right  arm  in  March  of  1947. 

The  axillar}'  mass  measured  4x4x2  cms.  and 
was  protruding  through  the  previous  operative  in- 
cision. It  was  described  as  reddish  brown  in  color 
and  lobulated.  On  June  18,  1948,  the  tumor  was 
partially  removed  by  cautery.  Within  a few  days 
a walnut-sized  mass  was  felt  in  the  soft  tissues 
near  the  right  posterior  ischium.  .A  film  of  the 
chest  did  not  reveal  metastases. 

Enz}me  block  therapy  was  begun  on  June  17, 
1948.  Nodules  appeared  in  the  soft  tissues  of  the 
left  arm,  and  the  axillary  mass  by  .August  4,  1948, 
measured  10x10  cms. 

.A  lemon-sized  mass  could  be  felt  pushing  into 
the  rectal  wall.  To  this  latter  lesion  was  given  ir- 
radiation (.x-ray)  of  2650  r in  divided  doses,  us- 
ing the  following  factors:  190  KV,  20  M.A,  50  cms. 
distance  and  a filter  of  y2  Cu.  1 AL,  having  a 
H^^L  of  .9  mm.  of  Cu.  This  produced  a regression 
in  the  size  of  the  mass  and  a relief  from  the  pain 
in  this  area. 

The  patient’s  general  course  was  downhill,  and 
he  died  on  .August  17,  1948.  An  autopsy  was  per- 
formed. 

Microscopic  Diagnosis:  (Section  from  tumor  re- 
moved on  June  19,  1948)  Rhabdomyosarcoma. 
Faint  cross  striations  were  demonstrated  on  sec- 
tions, using  the  iron  hemoto.xylin  stain  of  Heiden- 
hain. 

.Autopsy : Metasta.ses  were  found  in  the  right  an- 
\/terior  chest  wall,  the  pleura  of  both  lungs,  the 
parenchyma  of  both  lungs,  retro-peritoneal  lymph 
nodes,  and  in  the  peri-anal  nodes. 

.A  section  was  made  of  the  peri-anal  mass  which 
had  received  x-ray  irradiation  and  microscopically 
showed  the  following:  There  were  few  cells.  Ghosts 
of  cells  where  noted  with  degenerating  nuclei.  Some 
cells  contained  no  nuclei  while  others  showed 
pyknotic  or  karyorrhectic  nuclei.  The  nuclei  of 
some  of  the  tumor  cells  showed  vacuolization.  The 
cytoplasm  was  swollen,  pale,  granular,  and  ill  de- 
fined. There  was  edema  present.  The  blood  ves- 
sels were  thrombosed  and  inflamed.  The  endothelial 
lining  was  destroyed  in  some  areas. 
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Summary 

Four  cases  of  rhabdomyosarcoma  have  been  pre- 
sented. Heidenhain’s  iron  hemotoxylin  stains  were 
made  in  all  cases  to  demonstrate  cross  striation  in 
the  tumor  cells.  All  of  the  cases  received,  x-ray 
therapy  with  definite  regression  of  metastatic  nod- 
ules in  all  but  one  case,  though  of  short  duration. 
Tumor  destruction  was  demonstrated  in  one  case 
by  microscopic  examination  of  one  of  the  metastatic 
lesions.  Two  cases  had  a life  duration  of  less  than 
one  year.  One  case  lived  thirty-four  months,  and 
the  remaining  case  was  alive  with  recurrence  ten 
months  after  x-ray  therapy. 

The  author  wishes  to  express  his  appreciation  to 
Dr.  Philip  Sahyoun  of  the  Department  of  Pathol- 
og>’  and  to  Miss  Florence  Herold  for  her  prepara- 
tion of  the  microscopic  sections. 
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Faulty  Eating  and  Fleartburn. 

Heartburn,  the  burning  discomfort  associated 
with  digestive  upsets,  is  often  caused  by  faulty  eat- 
ing habits  and  emotional  disturbance  and  tension, 
say  two  Philadelphia  doctors. 

Writing  in  the  January  29th  issue  of  The  Jour- 
nal of  the  American  Medical  Association,  Henry  J. 
Tumen,  M.D.,  and  Edwin  M.  Cohn,  M.D.,  of  the 
Graduate  School  of  Medicine,  University  of  Penn- 
sylvania, and  the  Jewish  Hospital,  point  out  that 
heartburn  is  not  a symptom  of  ulcer  or  “overacidity” 
of  the  digestive  system. 

Nearly  three  fourths  of  the  46  patients  treated  for 
heartliurn  by  the  doctors  found  that  the  discomfort 
was  worse  during  periods  of  emotional  strain. 
'Fhirty-four  of  the  group  were  substantially  im- 


proved by  a program  of  education  in  eating  habits 
and  discussion  of  emotional  and  personality  prob- 
lems. 

Patients  were  advised  to  eat  slowly  and  at  prop- 
erly spaced  meals  and  to  avoid  the  habits  of  get- 
ting most  of  the  day’s  food  at  one  large  meal,  drink- 
ing e.xcessive  fluids  with  meals,  and  eating  foods 
that  seemed  to  cause  heartburn. 

Although  foods  described  by  patients  as  causing 
the  condition  were  mostly  fats,  sweets,  and  spices, 
the  specific  foods  to  be  avoided  vary  with  the  in- 
dividual, the  doctors  emphasize.  Coffee,  onions, 
cabbage,  and  chocolate  were  found  to  be  outstand- 
ing examples  of  such  specific  foods. 

Swallowing  air  in  drinking  carlwnated  beverages 
or  in  chewing  gum  may  be  a contributing  factor  to 
heartburn,  it  is  suggested. 
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RADIUM  THERAPY  FOR  LYMPHOID  HYPERPLASIA  OF  THE  NASOPHARYNX=* *= 


George  N.  Thrift,  M.D., 

Richmond,  Virginia. 


Heinicke  in  1904^  showed  experimentally  that 
lymphatic  tissues  are  radiosensitive.  A sensitive 
tissue  as  defined  by  Burnam^  is  one  which  is  se- 
verely changed  both  macro-  and  microscopically  by 
doses  of  irradiation  which  produce  little  or  no 
change  in  surrounding  tissues.  Drs.  Burnam  and 
Crowe®  took  advantage  of  this  radiosensitive  qual- 
ity of  lymphoid  tissue  when  determining  the  strength 
and  dosage  of  their  radon  and  radium  applicators. 
The  variable  factor,  the  time  of  exposure,  and  in- 
tervals between  treatments  were  calculated  to 
atrophy  the  h-mphoid  tissue  without  injury  to  nor- 
mal structure. 

Removal  of  hyperplastic  lymphoid  tissue  may  be 
used  to  maintain  or  establish  the  patency  of  the 
eustachian  tubes,  to  remove  a focus  of  infection  or 
a locus  of  potential  infection. 

Drs.  S.  J.  Crowe  and  Guild^’‘*-®’®  have  greatly  ad- 
vanced our  knowledge  of  deafness,  a small  part  of 
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whicli  is  represented  by  their  study  of  eustachian 
tube  obstruction  due  to  lymphoid  hyperplasia  in 
the  nasopharynx.  This  work  was  begun  in  1925  and 
has  developed  many  interesting  contributions. 

The  patency  of  eustachian  tubes,  when  disturbed 
by  a partial  or  complete  obstruction  initially  pro- 
duces a loss  of  hearing  found  only  in  8,000  to 
11,000  d.  V.,  the  high  tones.  If  obstruction  is  tem- 
porary, the  hearing  returns  to  normal.  However,  if 
the  obstruction  is  frequently  repeated  or  persists 
over  a long  period  of  time  the  hearing  loss  remains. 
The  end  result  is  an  irreversible  hearing  loss.  Patho- 
logically there  is  initial  swelling  of  the  middle  ear 
mucosa.  The  pars  flaccida  of  the  ear  drum  may  now 
show  retraction.  The  tympanic  mucosa  becomes 
myxomatous  and  thickened  with  retraction  of  the 
ear  drum.  If  of  long  standing,  the  ear  drum  ap- 
pears thickened.  Myxomatous  changes  in  the  mid- 
dle ear  cavity  are  followed  by  fibrosis  and  inter- 
ference with  the  movements  of  the  ossicles. 

Apparently  all  types  of  defective  hearing  rep- 
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resented  by  lesions  of  the  middle  and  inner  ear 
found  in  the  adult  are  also  found  in  children  be- 
tween eight  and  fourteen  years  of  age.  The  hear- 
ing defect  in  children  was  thought  to  be  the  be- 


ginning of  deafness  in  the  adult  and  the  treatment 
as  in  cancer  should  begin  during  the  early  stages  in 
order  to  prevent  or  correct  irreversible  deafness. 
Patent  eustachian  tubes  are  essential  for  normal 
hearing.  Obstructing  adenoids  should  be  removed. 
Even  then,  after  a clean  adenoidectomy  a propor- 
tion of  the  children  have  a recurrence  of  hyper- 
plastic tissue  causing  partial  or  complete  obstruc- 
tion to  the  eustachian  tubes  with  hearing  impairment. 
Lymphoid  tissue  is  an  integral  part  of  the  mucosa 
in  this  region  and  it  is  impossible  to  remove  it 
completely.  It  is  presumed  that  some  stimuli  poorly 
understood,  ])erhaps  infections,  endocrine  disturb- 
ances, or  allergies  are  sufficient  to  stimulate  dormant 
lymphoid  tissue  to  hypertrojjhy. 

•Aberrant  tissue  located  around  or  in  the  eusta- 
chian tubes  is  often  affected.  In  a group  of  1,.I65 
Baltimore  school  children  who  were  thought  by  their 
parents  and  teachers  to  have  good  hearing.  36.3  per 
cent  showed  high  tone  losses.  Approximately  18  jier 
cent  had  some  impairment  for  high  tones  as  a re- 


sult of  lymphoid  hyperplasia  after  adenoidectomy. 

Lymphoid  tissue  is  more  susceptible  to  infection 
than  other  tissues  which  make  up  the  structures  of 
the  nose  and  pharynx.  The  lymphatic  tissue  acts 
as  a locus  of  potential  infection  in  the  nose  and 
throat.  \Mien  once  chronically  infected  this  tissue 
becomes  a focus  of  infection.  In  both  instances  ad- 
jacent structures  are  frequently  infected  by  contin- 
uity, the  ears,  the  sinuses,  and  the  larynx.  Distress- 
ing symptoms  relative  to  the  jiharynx  which  result 
from  chronic  pharyngitis  are  frequently  complained 
of  bitterly.  The  l\  mphoid  tissue  in  the  nasopharynx, 
follicles  and  lateral  bands  on  the  posterior  walls 
are  incriminated.  Their  removal  gives  relief.  Dis- 
eased lymphoid  tissue  in  the  nasopharynx  has  been 
connected  with  allergy,  with  favorable  reports  by 
some  observers — Crowe,  Proctor,  and  Gay — follow- 
ing irradiation. 

Instruments 

The  instrument  used'  is  a seven  inch  nasal  ap- 
jjlicator  with  a monel  metal  tubular  chamber  15 
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mm.  in  length  with  an  inside  diameter  of  1.6  mm., 
a wall  thickness  of  0.3  mm.,  and  an  outside  diame- 
ter of  2.3  mm.  The  chamber  contains  50  mm.  of 
radium  sulfate.  The  absorption  capacity  of  the 
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filter  is  proportional  to  its  density.  Practically  all 
tlie  Beta  rays  are  absorbed  by  tlie  tissues  of  the 
nasojdiarynx.  Aliout  75  per  cent  of  the  Beta  rays 
are  absorbed  in  the  first  3 mm.  of  tissue,  but  6 to 
7 per  cent  of  the  hard  Beta  rays  are  still  detect- 
able after  passing  through  20  mm.  of  tissue.  In 
contrast,  less  than  10  per  cent  of  Gamma  rays  are 
absorbed.  The  strength  of  the  Gamma  rays  is  in- 
versely proportional  to  the  square  of  the  distance. 
Therefore,  at  20  feet  the  Gamma  rays  would  be  one 
four  hundredths  of  the  strength  as  compared  with 
the  strength  at  one  foot. 

Method  oe  Application 

A 10  per  cent  solution  of  cocaine  is  swabbed 
along  the  floor  of  the  nose  to  the  nasophar}mx.  The 
radium  applicator  is  inserted  through  the  inferior 
meatus  into  the  nasopharynx  and  gently  held  against 
the  lateral  wall  of  the  nasopharc-nx.  The  naso- 
phartngoscope  is  advantageous  in  placing  the  in- 
strument so  that  the  side  of  the  cylinder  will  con- 
tact the  tissue  to  be  removed.  There  is  very  little 
emanation  from  the  tip  of  the  radium  applicator; 
careful  placing  is  advantageous.  The  present  time 
of  dosage’  is  twelve  and  one-half  minutes  on  each 
side  of  the  nasopharynx,  at  two  week  intervals,  for 
three  treatments.  Then  after  three  months  the  pa- 
tient returns  for  a final  examination.  If  the  symp- 
toms persist  and  lymphoid  tissue  remains,  more 
therapy  may  be  necessary.  The  nasopharyngoscope 
is  an  instrument  which  allows  a direct  view  of  the 
nasopharynx  and  of  the  eustachian  tube  mouths. 
It  is  indispensable  in  this  work.  The  tuning  fork 
has  been  supplemented  by  the  audiometer,  both  of 
which  are  used  for  hearing  cases. 

Results 

Mikell*  reported  163  cases  of  aerotitis  treated  in 
the  Twelfth  Air  Force.  These  patients  received 
three  treatments  and  were  followed  for  thirty  days. 
89  per  cent  were  subjectively  improved  and  80 
per  cent  showed  a gross  objective  improvement. 
Hendricks  and  Lieberman®  treated  778  men  with 
hyperplastic  lymphoid  tissue.  It  was  found  that 
aerotitis  after  high  altitude  flights  occurred  twice  as 
frequently  as  in  a controlled  group  of  922  men  with 
eustachian  tube  orifices  clear  of  hanphoid  tis.sue. 
.\fter  treatment  the  two  groups  became  practically 
identical.  54  per  cent  showed  subjective  improve- 
ment. Boies’*^  in  1946  reported  75  private  cases  of 
whom  73  per  cent  recovered  normal  hearing  after 


treatment  with  the  radium  ajyplicator.  Proctor’’  in 
1947  reported  a series  of  cases  with  similar  results. 
He  also  mentions  improvement  in  astlimatic  cases. 
My  cases  comprise  65  cases  treated,  with  32  com- 
pleted. Objectively  80  to  85  per  cent  were  improved 
and  subjectively  70  to  75  per  cent.  Individuals 
varied  greatly  in  their  responses.  My  greatest  dis- 
appointment was  in  the  children  treated.  It  is  my 
belief  that  where  a large  amount  of  tissue  is  pres- 
ent adenoidectomy  should  precede  the  use  of  the 
radium  applicator,  .\pparently  the  slow  response  in 
children  was  due  to  the  selection  of  cases  with  too 
much  tissue  in  the  nasopharynx.  However,  all 
showed  improvement  and  some  showed  dramatic  im- 
provement. No  complications  occurred. 

Conclusions 

1.  The  radium  applicator  is  safe  if  used  accord- 
ing to  directions. 

2.  ^^'here  a large  amount  of  hanphoid  tissue  is 
present,  operation  before  the  use  of  radium  may  be 
the  method  of  choice. 

3.  Radium  therapy  is  a useful  method  of  re- 
moving hyperplastic  lymphoid  tissue. 
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Overweight  and  Diseases. 

Overweight  is  a serious  menace  to  health  because 
it  appears  to  increase  tlie  incidence  of  many  dis- 
eases, according  to  three  Rochester,  Minnesota,  re- 
searchers. 

\\’riting  in  the  January  8th  issue  of  The  Journal 
of  the  American  Medical  Association,  Clifford  F. 
Gastineau,  M.D.,  of  the  Mayo  Foundation,  and  Ed- 
ward H.  Rynearson,  M.  D.,  and  Alice  Karslake 
Irmisch,  M.S.,  of  theMayo  Clinic,  say  that  between 
the  ages  of  45  and  50  years,  25  pounds  of  e.xcess 
weight  results  in  an  increase  of  25  per  cent  in 
mortality. 

“Greater  degrees  of  overweight  are  a correspond- 
ingly greater  hazard  to  life  and  health,”  they  point 
out.  “Overweight  has  been  found  to  be  associated 
with  an  increased  incidence  of  high  blood  pressure, 
diabetes,  cancer,  heart  disease,  kidney  disease,  hard- 
ening of  the  arteries,  liver  disease,  and  varicose 
veins.” 

Emotions,  training  and  habit  “exert  a consider- 
able influence”  in  determining  whether  people  over- 
eat or  undereat,  they  say,  adding: 

“Investigations  of  the  lean  and  fat  by  a number 
of  psychiatrists  have  suggested  a strikingly  high  in- 
cidence of  psychologic  aberrations.  The  apparently 
increased  incidence  of  neuroses  in  association  with 
obesity  or  leanness  may  be  open  to  some  question, 
since  most  such  investigations  have  not  included 
psychiatric  studies  of  persons  of  normal  weight  for 
control  purposes. 

“Glandular  di.sorders  are  rarely  a cause  of  either 
pronounced  obesit}’  or  leanness. 

“It  is  difficult  to  hazard  a guess  whether  in- 
heritance or  environment  exerts  the  greater  influence 


on  eating  habits.  If  mother  prides  herself  on  setting 
a good  table,  if  dad  eats  heartily  and  with  obvious 
enjoyment,  if  the  household  attitude  and  feeling  is 
that  good  food  in  generous  quantities  is  the  end  and 
purpose  of  life,  it  is  not  surprising  that  an  entire  fam- 
ily may  become  obese  without  the  mediation  of  he- 
redity. Imitation  of  elders  and  attitudes  acquired  in 
childhood  may  govern  eating  habits  in  later  life.” 

In  general,  the  best  way  to  get  rid  of  excess  weight 
is  to  eat  less,  the  researchers  indicate.  Several  medi- 
cines which  have  been  used  for  reducing  accomplish 
little,  and  massage,  local  applications  of  heat,  and 
exercise  have  no  effect  on  local  deposits  of  fat,  they 
say. 

Aureomycin  for  Nonbacterial  Pneumonia. 

Aureomycin,  the  new  golden-colored  antibiotic 
drug,  is  effective  against  pneumonia  of  a type  which 
resists  penicillin  and  sulfa  drug  therapy. 

The  cause  of  this  disease,  primary  atypical  non- 
bacterial pneumonia,  is  not  known.  Only  during 
World  W ar  II  was  it  differentiated  from  similar 
lung  infections  caused  by  specific  viruses  and  rick- 
ettsiae. 

Writing  in  the  January  29th  issue  of  The 
Journal  of  the  American  Medical  Association, 
Emanuel  B.  Schoenbach,  M.D.,  and  Morton  S. 
Bryer,  M.D.,  from  the  Department  of  Preventive 
2iledicine,  Johns  Hopkins  University  School  of 
Medicine,  Baltimore,  report  that  they  gave  aureomy- 
cin by  mouth  to  13  patients  with  this  type  of  pneu- 
monia. Twelve  of  these  patients  were  severely  ill. 

Two  of  the  group  were  clear  of  fever  in  12  hours, 
and  in  no  case  did  the  fever  last  more  than  72  hours 
after  the  drug  was  given.  .\11  13  patients  recovered. 
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TRANSURETHRAL  RESECTION  AND  THE  NEUROGENIC  BLADDER"' 


Maxwell  Malament,  M.D.. 

and 

R.  Carl  Bunts,  M.D., 

Veterans  Administration  Hospital, 


Richmond 


Although  it  is  more  than  three  Years  since  the  end 
of  \\'orld  War  II,  the  number  of  patients  with 
spinal  cord  injuries  dependent  on  suprapubic  or 
urethral  catheter  drainage  is  still  quite  high.  They 
present  a problem  to  the  medical  profession  as  a 
whole  and  especially  to  the  urologist,  whose  fore- 
most purpose  is  to  aid  in  developing  a functioning 
bladder  simulating  normal  micturition.  The  high 
mortality  among  these  cases  in  1914-18  was  due 
largely  to  urosepsis. 

The  cord  bladder  passes  through  two  stages:  first, 
paralysis,  and  then  a period  of  recovery.  The  first 
phase,  also  known  as  “spinal  shock”,  may  last  from 
a few  hours  to  several  months.  Nesbit  recently 
demonstrated  that  the  bladder  in  this  stage  retains 
its  muscular  tone  but  the  afferent  detrusor  impulses 
are  absent.  The  bladder,  therefore,  does  not  empty 
and  overdistention  results  in  an  atonic,  flaccid 
bladder.  Indwelling  urethral  catheter  or  suprapubic 
drainage  is  used  during  this  phase  with  the  ad- 
dition of  tidal  drainage  when  feasible. 

The  second  stage,  or  period  of  recovery,  is 
marked  by  hypertonicity  with  the  appearance  of 
incomplete,  inefficient  bladder  contractions.  For 
practical  clinical  purposes,  an  automatic  functioning 
bladder  then  follows  if  the  spinal  lesion  is  above  the 
level  of  the  micturitional  reflex  centers.  If  the  le- 
sion involves  the  reflex  centers  themselves  or  the 
cauda  equina,  then  an  autonomous  functioning 
bladder  will  develop. 

The  automatic  or  reflex  bladder,  in  the  majority 
of  cases,  has  efficient  contractions,  with  a capacity 
usually  of  200  to  300  cc.  emptying  about  every  two 
to  four  hours.  The  detrusor  muscle  fibers  are  hy- 
pertrophied and  as  the  fibers  of  the  bladder  neck 
are  an  extension  from  the  detrusor  muscle,  one 
can  expect  to  find  the  same  hypertrophic  changes 
present  in  the  internal  sphincter.  In  a large  per- 

*From  the  Urologic  and  Paraplegic  Sections,  Veterans 
Administration  Hospital,  Richmond,  Virginia.  Published 
with  permission  of  the  Chief  Medical  Director,  Depart- 
ment of  Medicine  and  Surgery,  Veterans  Administration, 
who  assumes  no  responsibility  for  the  opinions  expressed 
or  conclusions  drawn  by  the  author. 
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centage  of  the  cases  the  detrusor  becomes  powerful 
enough  to  exftel  the  urine  with  onlt-  a small  residual, 
but  in  the  remaining  cases  the  muscular  internal  ring 
becomes  obstructive,  resulting  in  a high  residual 
urine.  This  obstructive  element  produces  a marked 
trabeculation  of  the  bladder  wall  with  saccule  for- 
mation. The  residual  urine  present,  with  secondary 
infection  results  in  further  .stimulation  of  the  blad- 
der musculature. 

The  autonomous  bladder  displays  frequent  in- 
efficient contractions  with  a much  smaller  capacit}’, 
expelling  urine  about  every  30  minutes  to  1 hour. 
The  detrusor  is  markedly  hypertrophied  and,  as 
might  be  expected,  the  changes  noted  above  are  in- 
tensified with  the  more  frequent  occurrence  of  a 
residual  urine,  severe  cystitis,  bullous  edema,  and 
occasionally  inflammatory  papillomata. 

Although  there  has  been  a loss  of  sensation  there 
are  several  objective  signs  and  symptoms  of  bladder 
neck  obstruction,  such  as: 

(1)  Elevated  residual  urine. 

(2)  Extreme  pyuria,  due  to  severe  cystitis. 

(3)  Stress  incontinence,  due  to  the  high  residual 
urine  and  fixation  of  the  bladder  neck.  Any  motion 
or  straining,  as  sitting  up,  laughing,  sneezing,  re- 
sults in  an  involuntary  loss  of  urine. 

(4)  Difficulty  in  voiding.  The  patient  must 
exert  strong  abdominal  pressure  in  order  to  expel 
any  amount  of  urine. 

(5)  The  patient  is  unable  to  void  spontaneously, 
although  cystometric  studies  reveal  a capable  detrusor. 

The  experimental  work  of  Denny-Brown  and 
Robertson  on  the  physiology  of  micturition  sug- 
gested new  concepts  for  the  treatment  of  the  cord 
bladder.  In  1935,  Braasch  and  Thompson  first 
advocated  resection  of  the  hypertrophied  vesical 
neck  in  neurogenic  bladders,  and  at  this  time 
Emmett  described  a balance  of  power  existing  be- 
tween opposite  forces,  namely,  the  detrusor  for  ex- 
pelling the  urine  and  the  obstructive  internal  orifice 
resisting  the  expulsion  of  urine.  Thus  resection  of 
the  vesical  neck  weakened  the  obstruction,  result- 
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ing  in  a diminished  residual  urine.  I'here  is  still 
a difference  of  opinion  as  to  the  presence  of  a true 
mechanical  obstructing  factor  and  the  need  for 
transurethral  resection  in  these  cases.  iMunro, 
Prather  and  others  have  rarely  found  it  necessary. 
On  the  other  hand,  Thompson,  Bumpus  and  Nourse 
performed  transurethral  resection  of  hypertrophic 
tissue  on  79  service  men  with  neurogenic  bladders. 
Urologists  at  the  other  paraplegic  centers  of  the 
have  found  it  necessary  to  remove  obstructing 
tissue  in  154  cases  out  of  a total  of  1,659  patients 
with  neurogenic  bladders.  Emmett,  who  has  car- 
ried out  resections  in  65  civilian  paraplegic  cases, 
is  of  the  opinion  that  many  more  are  in  need  of  the 
procedure.  Before  any  operative  intervention  is 
undertaken  cystometric  studies  of  the  detrusor  func- 
tion and  contraction  potential  should  be  observed. 
If  efficient  emjjtying  contractions  are  not  present, 
the  resection  will  not  be  of  benefit. 

The  indications  for  transurethral  resection  have 
been : 

(1)  Persistent  high  residual  (over  50  cc.). 

(2)  Cystometric  recording  of  good  detrusor 
function. 

(3)  Bladder  neck  obstruction  or  rigidity. 

Occasionally  on  cystoscopy  the  internal  sphincter 

does  not  appear  to  be  unusually  hypertrophied.  This 
has  been  noticed  in  several  cases  where  marked 
chronic  infection  with  scarring  has  produced  a 
fixed  fibrous  bladder  neck. 

The  operative  technique  is  patterned  after  the 
recommendation  of  Thompson,  who  suggested  that 
tissue  be  resected  from  the  entire  circumference  of 
the  vesical  neck,  the  resected  portion  extending 
distally  to  the  verumontanum.  Only  a small  amount 
of  tissue  need  be  removed  in  most  cases  and  it  is 
believed  that  the  operation  is  more  successfully 
performed  in  stages  if  extensive  bleeding  is  en- 
countered. It  has  been  noted  that  bleeding  is  much 
less  during  a repeat  resection  and  it  is  surprising 
at  times  to  observe  the  considerable  amount  of  re- 
sectable tissue  left  behind.  When  anesthesia  has 
been  necessary,  sodium  pentothal  has  been  used. 
The  average  weight  of  the  tissue  removed  at  one 
resection  has  ranged  from  1 to  6 gms.  On  patho- 
logical examination  the  usual  findings  are  fibro- 
muscular  tissue  surrounding  tubuloalveolar  glands 
with  a moderate  round  cell  infiltration  in  the  fibrous 
tissue  indicating  chronic  inflammation. 

Postojjerative  complications  have  been: 


(1)  Delayed  hemorrhage.  This  has  occurred  in 
4 cases,  or  7 per  cent,  and  usually  between  the  5th 
and  14th  day.  One  patient  required  secondary 
fulguration. 

(2)  Epididymitis.  This  has  appeared  in  5 cases, 
or  8.8  per  cent,  post-operatively.  .-\s  95  per  cent  of 
the  patients  are  still  young  men  and  in  spite  of  the 
doubtful  sexual  function,  vasectomies  have  not  been 
done  as  it  is  felt  it  would  be  detrimental  to  their 
morale.  If  this  were  done,  it  is  probable  that  the 
occurrence  of  epididymitis  might  have  been  reduced. 
Furthermore,  most  every  bladder  operated  upon  is 
infected  to  some  degree  with  aerobacter  aerogenes, 
pseudomonas  aeruginosa,  E.  coli,  proteus,  or  other 
gram  negative  bacilli.  This,  too,  of  course,  plays 
an  important  part  in  the  incidence  of  epididjmial 
involvement.  It  has  been  noticed  that  the  para- 
plegic patients,  either  when  undergoing  major  sur- 
gical jirocedure  or  when  ill  with  infectious  diseases 
as  influenza,  hepatitis,  epididymitis,  etc.,  may  lose 
their  bladder  control  or  carry  a high  residual  urine, 
or  both. 


Total  cases — 57 


Number  of 

Complete 

T ransection 

45 

79% 

Cord  Lesions 

Partial 

T ransection 

12 

21% 

Type  of 

Automatic 

(Reflex) 

50 

87.7% 

Bladder 

Autonomous 

7 

12.3% 

Results  of 

Improved 

49 

86% 

Resections 

Results  not  yet 
determined 

8 

14% 

Number  of  Re- 

Two  resections 

4 

7% 

peated  Resec- 
tions 

Three  resections 

3 

5.3% 

Complications 

Late  hemor- 
rhage 

4 

7% 

Epididymitis 

5 

8.8% 

I'here.  have  been  280  admissions  to  the  cord 
injury  section  of  this  hospital  in  two  years,  and  57 
cases,  or  20.4  per  cent,  have  had  bladder  neck  re- 
sections. Four  have  had  two  resections  and  three 
have  had  three.  Fifty  of  the  57  cases  had  trau- 
matic lesions  of  the  spinal  cord,  and  the  remaining 
seven  were  due  to  other  diseases  of  the  cord.  Of 
the  57  cases,  49  have  shown  marked  improvement. 
The  remaining  eight  cases  still  have  an  indefinite 
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status.  One  patient  has  develoi)ed  extensive  decubiti 
and  remains  on  urethral  catheter  drainage;  one  re- 
fuses a second  resection;  four  have  improved  slightly 
and  may  need  a repeat  resection;  the  remaining 
two  have  developed  bilateral  hydronephrosis  and 
it  was  thought  best  to  continue  with  catheter  drain- 
age. Twelve  of  the  57  cases  had  partial  cord  le- 
sions, all  of  which  were  below  the  level  of  D-1 2 
and  showed  varying  degrees  of  bladder  involvement. 
Of  154  transurethral  resections  performed  in  other 
Veterans  .Administration  Hospitals,  124  cases,  or 
80.5  per  cent,  showed  good  results. 

There  is  no  desire  to  leave  the  impression  that 
all  neurogenic  bladders  require  transurethral  re- 
sections. .As  mentioned  before,  only  20  })er  cent  of 
the  cases  at  this  hospital  have  had  resections.  Nor 
is  there  any  adherence  to  the  opinion  that  the  use 
of  tidal  drainage  alone  will  (in  every  case)  result 
in  the  development  of  an  automatic  or  autonomous 
bladder  with  a residual  less  than  50  cc.  Resections 
should  not  be  done  until  efficient  detrusor  contrac- 
tions are  present,  as  determined  by  repeated  cys- 
tometric  studies,  along  with  definite  obstruction,  as 
indicated  by  a high  residual  urine.  The  percentage 
of  resections  in  this  series  may  seem  too  high,  but 
it  should  be  recalled  that  these  patients  are  w’ar 
casualties  with  long  standing  indwelling  suprapubic 
or  urethral  catheters,  and  chronic  infected  bladders. 

Many  of  the  patients  with  obstructive  necks  have 
had  recurrent  attacks  of  pyelonephritis.  Since 
transurethral  resection  there  has  been  a definite  re- 
duction of  these  attacks.  .At  the  same  time,  reports 
show  that  there  has  been  a diminution  of  the  num- 
ber of  pus  cells  in  the  urine.  In  spite  of  all  therapy, 
including  antibiotic,  chemotherapy,  and  acidula- 
tion,  bacillary  flora  was  still  present  in  urinary 
cultures  in  most  cases.  Of  the  57  cases,  10,  or  18.8 
per  cent,  had  recurrent  bladder  calculi  (egg  shell 
type)  prior  to  transurethal  resection  and  only  3, 
or  5.3  per  cent,  have  developed  bladder  stones 
since.  Many  of  these  patients  have  declared  that 
they  can  void  with  less  straining  and  that  the 
stress  incontinence  has  been  reduced  or  is  com- 
pletely absent.  Cystoscopic  examination  has  in 
several  cases  shown  a decrease  in  the  degree  of 
trabeculation.  No  recurrent  hypertrophy  of  the 
neck  has  been  noted  in  patients  inspected  twenty 
months  after  resection.  Several  bladders,  both  au- 
tonomous and  automatic,  have  developed  an  in- 


creased capacity  due  to  the  subsiding  cystitis.  Sev- 
eral have  been  able  to  sleep  through  the  night 
without  voiding.  .As  a secondary  aid  after  transure- 
thral resection,  several  patients  with  high  lesions 
producing  complete  paralysis  of  the  lower  abdomi- 
nal muscles  have  been  able  to  reduce  their  residual 
urine  by  wearing  an  abdominal  belt  while  voiding. 
The  intra-abdominal  pressure  transmitted  to  the 
bladder  in  these  cases  aids  the  detrusor  in  express- 
ing urine. 

SUAIM.ARV 

(1)  Of  280  neurogenic  bladders,  57,  or  20.4  per 
cent,  had  transurethral  resection  for  hypertrophy  of 
the  internal  sphincter. 

(2)  Cystometric  records  of  efficient  detrusor 
contraction  with  inability  to  void  spontaneously  or 
with  a high  urinary  residual  were  prerequisites  for 
this  procedure. 

(3)  .Automatic  and  autonomous  bladders  showed 
improvement.  .A  residual  of  50  cc.  or  less  was  con- 
sidered improved.  Eight  cases  are  still  under  ob- 
servation. 

(4)  There  was  a definite  decrease  in  the  inci- 
dence of  pyelonephritis. 

(5)  Bladder  capacity  was  increased  in  many 
cases.  .A  decrease  in  the  formation  of  bladder  calculi 
and  bladder  infection  was  noted.  However,  com- 
plete eradication  of  infection  was  unsuccessful. 

(6)  Complications  were  late  hemorrhage  and 
epidid^Tnitis.  Hemorrhage  ma}-  be  lessened  by 
multiple  operations.  Epididymitis  might  be  further 
eliminated  if  vasectomy  were  permitted.  There  were 
no  fatalities. 

(7)  The  procedure  aided  these  paraplegics  in 
establishing  another  step  toward  complete  rehabili- 
tation. 
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Pulmonary  Tuberculosis. 

A new  apparatus  called  an  immobilizing  lung 
chamber  is  producing  encouraging  results  in  patients 
with  advanced  tuberculosis  of  both  lungs,  accord- 
ing to  four  New  York  physicians. 

The  physicians — Alvan  L.  Barach,  Chesmore 
Eastlake,  Jr.,  James  H.  Cullen,  and  George  Fos- 
ter Herben,  of  the  Department  of  Medicine,  Col- 
lege of  Physicians  and  Surgeons,  Columbia  Uni- 
versity and  the  Presbyterian  Hospital,  New  York, 
and  the  House  of  Rest,  Yonkers,  N.  Y. — make  their 
report  in  the  March  26th  issue  of  The  Journal  of 
the  American  Medical  Association. 

The  immobilizing  lung  chamber  was  developed 
by  Dr.  Barach.  It  is  not  particularly  similar  to 


the  “iron  lung.”  A patient  in  an  iron  lung  is  made 
to  breathe  artificially  and  his  head  is  outside  the 
apparatus.  The  patient’s  head  remains  inside  the 
immobilizing  lung  chamber  and  the  lungs  are  sup- 
plied with  a normal  amount  of  air  without  dis- 
cernible movement  of  the  chest  or  diaphragm,  the 
doctors  say. 

The  chamber  provides  a degree  of  rest  for  the 
lungs  and  upper  portion  of  the  respiratory  system 
not  obtainable  by  bed  rest  and  other  procedures 
used  in  treatment  of  pulmonary  tuberculosis,  such 
as  pneumothorax,  collapse  of  the  lung  by  introduc- 
ing air  into  the  cavity  surrounding  it,  or  thora- 
coplasty, surgery  to  collapse  the  chest  against  the 
lung. 
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DIAGNOSIS  IN  DERMATOLOGY* 


William  H.  Kaufman,  M.D., 

Roanoke,  Virginia. 


Diagnosis  is  difficult  in  many  disorders  of  the 
skin,  and  the  most  experienced  observer  is  often  at 
a loss  to  interpret  a complex  eruption. 

Difficulty  is  seldom  encountered  with  the  more 
familiar  entities  such  as  psoriasis,  pityriasis  ro.sea, 
or  tinea  versicolor.  Although  an  occasional  case 
may  be  confusing,  these  and  similar  conditions, 
within  certain  limits,  usually  conform  to  a charac- 
teristic pattern,  and  follow  a course  which  is  often 
predictable. 

In  many  cases,  however,  the  origin  of  the  pre- 
senting eruption  is  obscure,  and  is  frequently  fur- 
ther confused  by  excoriations,  crusts,  pustules,  and 
the  damaging  or  camouflaging  effects  of  injudi- 
cious self-treatment. 

The  factors  which  produce  these  puzzling  erup- 
tions are  often  numerous  and  diverse;  and  for  this 
reason,  it  is  necessary  to  investigate  the  many  events, 
forces,  and  circumstances  which  may  be  related  to 
the  cause. 

The  patient's  family  history  is  important.  Is 
there  a family  background  of  eczema,  asthma,  or 
hay  fever?  Such  a history  may  indicate  an  atopic 
component  of  the  dermatosis.  An  inquiry  into  such 
familial  disorders  as  diabetes,  tuberculosis,  and 
when  indicated,  nervous  and  mental  disease,  is 
often  helpful. 

The  past  history  may  reveal  previous  skin  dis- 
orders, and  various  habits,  traits,  and  experiences 
which  may  influence  the  development  of  cutaneous 
disease. 

In  a consideration  of  the  presenting  eruption, 
the  mode  of  onset,  spread,  and  apparent  excitants 
should  be  noted.  It  is  necessary  to  know  the  pa- 
tient’s occupation,  because  of  the  prominent  part 
played  by  industrial  irritants  in  the  production  of 
dermatitis.  Dietaix-  habits  may  be  of  nutritional 
or  allergenic  significance. 

It  is  of  utmost  importance  to  obtain  a history  of 
previous  dermatological  treatment.  This  is  par- 
ticularly true  with  regard  to  X-ray  therapy,  due  to 
the  fact  that  some  patients  previously  treated  with 

•From  an  address  given  before  the  Sullivan-Johnson 
County  Medical  Society,  March  3,  1948,  Bristol,  Virginia- 
Tennessee 


X-ray  are  close  to  tlie  maximum  dose  tolerated  by 
the  skin.  It  is  also  desirable  to  know  whether  such 
sensitizing  substances  as  tar,  mercury,  sulfur,  local 
sulfonamides,  and  penicillin,  and  the  numerous 
proprietaries  have  been  applied,  since  they  fre- 
quently aggravate  or  perpetuate  the  condition  for 
which  they  were  used. 

A liistory  of  ingestion  of  drugs  wall  sometimes 
provide  the  key  to  the  diagnosis.  The  habit  of 
self-medication  is  widespread.  Patent  medicines 
containing  bromides,  iodides,  and  phenolphthalein 
are  sold  everywhere,  and  consumed  in  unbelievable 
quantities.  Barbiturates,  sulfonamides,  penicillin, 
and  streptomycin  are  responsible  for  a number  of 
cutaneous  reactions  incident  to  their  therapeutic  use. 

Often  omitted  is  inquiry  into  possible  contact 
factors.  Almost  any  substance  is  capable  of  pro- 
ducing a skin  eruption  in  an  appropriately  sensi- 
tized person.  Localization  of  the  eruption  will  often 
suggest  a line  of  inquiry.  Cosmetics,  occupational 
irritants,  and  plants,  to  mention  but  a few,  are  fre- 
quent offenders.  The  local  use  of  sulfonamides, 
penicillin,  streptomycin,  and  the  numerous  cuta- 
neous anesthetic  agents  has  been  responsible  for 
complicating,  aggravating,  and  prolonging  many 
simple  dermatoses,  which  w’ould  ordinarily  respond 
to  less  allergenic  medicaments. 

Examination  of  the  skin  and  mucous  membranes 
must  be  complete  if  important  signs  are  not  to  be 
missed.  Careful  study  of  parts  of  the  body  at  a 
distance  from  the  site  of  the  manifest  eruption  will 
frequently  disclose  important  diagnostic  data. 

For  example,  the  scalp  should  be  searched  care- 
fully for  parasites  which  are  often  overlooked  when 
there  is  a dermatitis  in  the  adjacent  areas  of  the 
neck  and  ears.  Infection  due  to  excoriation  may  be 
the  sole  cause  of  the  eruption.  Furuncles,  the 
atrophic  patches  of  lupus  erj'thematosus,  epithelio- 
mas, and  areas  of  alopecia  are  often  hidden  by  the 
hair. 

The  mucous  membranes  of  the  mouth  and  geni- 
talia may  give  valuable  evidence  in  diagnosis,  since 
it  is  here  that  the  mucous  patches  of  syphilis,  or  the 
lesions  of  purpura,  the  lymphoblastomas,  and 
lichen  planus  may  be  discovered. 
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Examination  of  the  genitalia  is  often  omitted. 
The  chancre  beneath  an  unretracted  prepuce  will 
not  be  detected.  Definitive  lesions  of  scabies, 
psoriasis,  and  lichen  planus  may  occur  on  the  penis 
and  nowhere  else. 

Fungus  infections  of  the  inguinal  region  and 
feet  are  seldom  sought  for.  Yet,  the  sole  cause  of 
a wide-spread  er}1:hema,  or  eczema  of  the  hands, 
may  be  related  to  this  type  of  eruption. 

Structures  adjacent  to  the  skin,  the  l\mph  nodes, 
and  bones  may  yield  signs  consistent  with  syphilis, 
sarcoidosis,  and  the  l}Tnphoblastomas. 

Examination  would  not  be  complete  without  a 
psychologic  appraisal.  While  there  is  disagreement 
as  to  what  part  the  emotions  play  in  the  causation 
of  diseases  of  the  skin,  few  will  deny  that  emotion 
exerts  a powerful  modifying  effect.  One  might 
give  as  an  example  the  aggravation  of  a fungus 
infection  of  the  feet  through  hyperhidrosis,  due  to 
psychogenic  causes. 


It  must  be  pointed  out,  however,  that  the  pro- 
found emotional  disturbances  found  so  often  in  the 
dermatological  patient  are  a reaction  to  the  illness. 
Few  persons  can  bear  with  equanimity  the  conspicu- 
ous disfigurement  of  a cutaneous  eruption  which  is 
often  considered  infectious  by  the  patient  and  his 
associates,  and  in  which  any  unfavorable  trend  is 
readily  apparent. 

In  some  eruptions  of  obscure  origin,  extensive 
studies  are  necessary.  Biopsies  are  needed  in  se- 
lected cases.  Patch  and  intradermal  tests  are  often 
of  value,  especially  as  confirmatory  measures;  but 
it  must  be  emphasized  that  such  procedures  are 
not  a substitute  for  a differential  diagnosis.  Care- 
ful consideration  of  all  findings  in  these  cases,  in- 
cluding a general  physical  examination,  laboratory 
examination  of  the  urine  and  peripheral  blood,  and 
indicated  X-ray  studies,  will  enable  the  clinician  to 
reconstruct  the  pathologic  processes  leading  to  the 
production  of  a skin  disorder. 

S18  South  Jefferson  Street. 


Treatments  for  Annual  Hair  Fall. 

Bald  and  balding  American  men  are  spending 
millions  of  dollars  annually  for  futile  hair-saving 
and  dandruff-curing  treatments,  says  a report  of 
the  American  Medical  .Association  Committee  on 
Cosmetics  in  the  March  26th  issue  of  The  Journal 
of  the  American  Medical  Association. 

Ineffective  “hair  tonics”  sold  at  drug  and  de- 
partment stores  and  remedies  sold  by  mail  order 
also  add  up  to  gratifying  sales.  Neither  massage, 
mechanical  devices,  “tonics,”  ultra-violet  light,  hor- 
mones, vitamins,  nor  any  other  treatment  will  re- 
generate hair  lost  in  ordinary-  baldness  of  older  men 
or  in  premature  baldness  of  young  men,  the  com- 
mittee emphasizes. 

-Although  self-designated  “hair  and  scalp  spe- 
cialists” or  “trichologists”  use  high-sounding  terms 
that  connote  scientific  background  and  training, 
they  are  not  i)hvsicians,  and  so  far  as  can  be  de- 


termined, have  no  qualifications  other  than  “a  full 
head  of  hair,  a business  brain,  and  an  appetite  for 
easy  money.”  “Before  and  after”  pictures  may  be 
those  of  persons  whose  hair  has  fallen  out  after 
prolonged  illnesses,  severe  ner^-ous  shocks,  cr  skin 
diseases,  and  grown  back  naturally  rather  than  be- 
cause of  any  e.xternal  application. 

“Hair  tonics”  simply  groom  the  hair,  the  com- 
mittee says.  Alost  of  these  products  are  simple  mix- 
tures of  well  known  drugs,  and  the  history  of  these 
chemicals  indicates  that  they  are  ineffective  in  grow- 
ing or  maintaining  hair  or  in  curing  dandruff.  In 
rare  instances,  continued  massage  may  produce  a 
fine,  colorless,  fuzzy  down  similar  to  that  seen  on 
the  heads  of  some  newborn  babies.  This  fuzz  can- 
not l)e  considered  either  in  length  or  appearance  to 
be  a real  growth  of  hair  or  a precursor.  Frequently, 
after  reaching  a length  of  about  half  an  inch,  the 
fuzz  drops  off  and  is  not  replaced. 
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CAESAREAN  SECTION 
A Report  of  Six  Hundred  Cases* 


Leroy  S.  Pearce,  M.D., 

Lynchburg,  Virginia. f 


Si.x  hundred  caesarean  sections  were  done  by 
24  different  operators  at  the  Medical  College  of 
Virginia  Hospitals  during  a period  of  ten  years, 
1936-1945  inclusive.  The  incidence  of  caesarean 
section  was  a little  higher  for  the  first  five  years 
of  this  pericxi  than  for  the  last  five  years,  5.4% 
and  4.3%  respectively.  For  the  entire  ten  year 
period  the  incidence  was  4.6%. 

Table  1. — Number  of  Cases,  Priv.ate  and  Ward 

1st  5 YEARS  2nd  5 YEARS  TOTAL 


Private  47  191  238  or  39.7% 

Ward  168  194  362  or  60.3% 


The  increase  in  private  caesarean  sections  shown 
in  Table  1 can  be  explained  by  the  marked  in- 
crease in  all  private  patients  during  the  war  years. 

Fifty-five  per  cent  of  the  cases  reported  were 
white  and  forty-five  per  cent  were  colored.  The 
average  age  for  the  series  was  27  years. 

Table  2 shows  the  incidence  of  the  various  types 


of  operations 

used. 

Table  2 

1st  5 years 

2nd  5 YEARS 

Total 

Classical 

Low  Flap 

145 

232 

377 

Longitudinal 

Incision 37 

104 

141 

T ransverse 

Incision 2 

11 

13 

Section-Hysterectomy  27 

23 

50 

Extraperitoneal  (Waters 

Type)  — 8 8 

The  incidence  of  low  flap  type  of  section  was 
definitely  increased  during  the  , second  period,  the 
longitudinal  incision  being  favored.  The  section- 
hysterectomy  cases  were  badly  neglected  ones,  of 
course,  in  most  instances.  A few  were  done  to 
control  hemorrhage  or  to  remove  large  or  degen- 
erating fibroids. 

Tabi.e  3. — Indication  for  Section 


Disproportion  218 

Repeat  Section  121 


*From  the  Department  of  Obstetrics,  Medical  College 
of  Virginia  Hospitals. 

Presented  before  the  Virginia  Baptist  Hospital  staff 
meeting,  at  Lynchburg,  Va.,  April,  1948. 

I wish  to  thank  Drs.  Winn,  Ware  and  Schelin,  of  the 
Department  of  Obstetrics,  Medical  College  of  Virginia, 
for  advice  in  the  preparation  of  this  paper. 

tDr.  Pearce  is  now  at  the  University  of  Virginia. 


Placenta  Previa  61 

Premature  Separation  of  Placenta 25 

Toxemia  (acute  and  chronic)  40 

Uterine  Inertia  26 

Previous  Vaginal  or  Cervical  Plastic  Opera- 
tion   12 

Genital  .Anomalies 5 

Disproportion  with  Breech 39 

Transverse  Presentation  5 

Face  Presentation  3 

Brow  Presentation  1 

Cord  Prolapsed  5 

Foetal  Distress 4 

Medical  Indications  28 

Fibroid  Tumors 4 

Other  Indications  3 

Totai 600 

It  is  interesting  to  note  that  over  half  of  the 


sections  were  done  for  disproportion  or  for  repeat 
section.  Fourteen  per  cent  were  done  because  of 
hemorrhage. 

Caesarean  section  was  never  done  because  of 
eclampsia.  Five  caesarean  sections  were  done  on 
patients  with  eclampsia  because  of  other  olistetrical 
indications. 

Patients  who  had  been  delivered  by  caesarean 
section  or  abdominal  hysterotomy  with  previous 
pregnancies  were  delivered  of  succeeding  pregnan- 
cies by  elective  caesarean  section. 

Repeat  section  was  given  as  indication  for  sec- 
tion in  121  cases  out  of  a total  of  132  cases  who 
had  had  a previous  section.  Some  emergent  condi- 
tion such  as  hemorrhage  was  given  as  the  indica- 
tion in  the  other  11  cases. 

One  case  was  having  her  fourth  caesarean 
section,  seven  cases  their  third  and  the  remaining 
124  cases  their  second  caesarean  section. 

In  the  132  cases  having  at  least  one  previous 
section  the  operator's  note  commented  on  the  uterine 
scar  in  44  cases.  There  were  three  complete  rup- 
tures, three  partial  ruptures  and  ten  in  which  a 
weak  or  thin  .scar  was  described. 

In  most  of  the  cases  of  rupture  of  previous  sec- 
tion scar  tlie  rupture  occurred  sjiontaneously  dur- 
ing tlie  last  two  weeks  of  pregnancy,  liefore  tlie 
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onset  of  labor.  The  clinical  picture  of  partial  rup- 
ture M'as  clear  cut  and  not  difficult  to  recognize  if 
looked  for.  The  patient  usually  described  fairly 
constant  aching  and  burning  pain  in  the  lower  ab- 
domen, rather  than  rhythmic  labor  pains.  The 
uterus  was  found  to  be  irritable,  a little  tense  and 
tender,  particularly  along  the  old  scar.  Frequently 
a prominence  could  be  palpated  over  the  site  of 
rupture  if  the  rupture  was  partial.  There  was  no 
evidence  of  shock.  When  the  rupture  was  complete 
with  baby  in  the  abdominal  cavity,  of  course  the 
picture  was  entirely  different.  In  all  cases  of  par- 
tial rupture  it  was  necessary  to  only  debride  the 
old  scar  after  delivery  of  the  baby  and  close  the 
uterus  in  the  usual  manner. 

Heart  disease  was  indication  for  section  in  2.7% 
of  cases  in  the  first  period,  and  0.78%  of  cases  in 
the  second  period. 

Of  the  218  cases  operated  upon  because  of  cephalo- 
pelvic  disproportion,  x-ray  pelvimetry  was  used  as 
an  aid  in  diagnosis  in  37.6%. 

T.able  4. — Choice  of  Anesthesia 

1st  5 years  2nd  5 years 

Spinal  Anesthesia  65.6%  58.9% 

Nitrous  Oxide,  Oxygen  and  Ether. _ 30.7%  39.2% 

Spinal  anesthesia  has  been  the  choice  anesthetic 
because  the  uterus  contracts  better,  reducing  blood 
loss,  and  the  baby  is  more  easily  resuscitated.  Novo- 
caine  crystals  dissolved  in  spinal  fluid  in  doses  of 
100  to  150  mgms.  is  used.  There  is  tendency  now 
to  use  the  smaller  dose  or,  even  better,  continuous 
spinal  anesthesia. 

Spinal  anesthesia  is  never  used  in  patients  with 
excessive  blood  loss  or  in  whom  blood  loss  is  antici- 
pated. Other  contraindications  to  spinal  anesthesia 
in  general  would,  of  course,  also  apply  to  cases  of 
caesarean  section.  Spinal  anesthesia  is  particularly 
helpful  in  cases  of  respiratory  infection.  It  is 
favored  in  toxemias  and  in  some  cardiacs. 

Preoperative  sedation  is  usually  with  barbiturates, 
most  often  nembutal,  which  was  used  in  497  cases. 
If  the  baby  is  viable,  opiates  are  not  given,  as  a 
rule,  until  after  delivery  of  the  baby. 

Table  5 outlines  morbidity  per  cent  for  the  two 
five  year  periods.* 

*Morbidity  is  assigned  cases  that  have  elevated  tem- 
perature to  100.4  degrees  F.  or  higher  on  any  two  con- 
secutive days  beginning  24  hours  post-operative  and  be- 
fore the  11th  day  post-operative. 


Table  5. 


1st  5 years 

2nd  5 YEARS 

Classical 

42.06% 

28.4% 

Low  Flap 

(Longitudinal  and  Transverse 
Incision) 

- 69.2% 

40.8% 

Section-Hysterectomy 

. 66.6% 

69.6% 

Extraperitoneal  (Waters  Type)  _ 



Table  6 outlines  the  mortality  rate  for  the  two 
five  year  periods.** 


Table  6. 


1st  5 

YEARS 

2nd  5 years 

No. 

Per 

No. 

Per 

Deaths 

Cent 

Deaths 

Cent 

Classical  . 9 

6.2 

3 

1.37 

Low  Flap  2 

5.1 

0 



Section-Hysterectomy  __  1 

3.7 

4 

17.4 

Extraperitoneal  0 



0 



The  marked  improvement  in  prenatal  care,  more 
experienced  house  staff  and  improved  facilities  all 
])layed  a part  in  lowering  the  morbidity  and  mor- 
tality rates.  One-half  the  cases  received  prenatal 
care  during  the  first  five  year  period  and  three- 
fourths  the  cases  received  prenatal  care  during  the 
second  five  year  period.  The  addition  of  better 
chemotherapy  to  our  armamentarium  was  undoubt- 
edly responsible  for  some  of  the  improvement  in 
the  morbidity  and  mortality  rates. 

Table  7 shows  morbidity  and  mortality  higher 
in  the  colored  ward  patients. 


Table  7. 


Morbidity 

Mortality 

Private 

20.1% 

0.0 

Ward  - 

50.8% 

6.07% 

White  _ 

_ 25.6% 

0.91% 

Colored 

54.5% 

6.95% 

Total 

_ 38.8% 

3.66% 

Total  Corrected 

3.16% 

The  lack  of  adequate  prenatal  care  played  an 
important  part  in  the  high  morbidity  and  mortality 
in  the  colored  ward  patients.  IMany  of  these  pa- 
tients were  referred  to  the  hospital  in  poor  condi- 
tion after  long  and  mismanaged  labors  in  the  home, 
frequently  with  only  a midwife  in  attendance  until 
just  before  hospitalization.  The  advantage  of  good 
prenatal  care  with  early  preparation  for  delivery  is 
reflected  in  the  low  morbidity  and  mortality  in  the 
private  group.  Both  the  ward  and  the  private  pa- 

**Three  spinal  anesthesia  deaths  occurring  before  in- 
cision was  made  not  included  in  this  table. 
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tients  were  attended  by  essentially  the  same  attend- 
ing and  house  staff  after  admission  to  the  hospital. 

Table  8. — Cause  of  Maternal  Deaths 

Total  No.  Autopsy 


Sepsis  7 5 

Anuria  3 2 

Cerebral  Accident 1 

Circulatory  Collapse 1 

Pulmonary  Edema 1 

Hemorrhage,  Acute  3 

Congestive  Heart  Failure 1 

Evisceration  1 

Spinal  Anesthesia  4 2 

Total 22  9 


Sepsis  was  the  greatest  cause  of  death,  as  would 
l>e  expected  in  such  a group.  In  many  cases  the 
cause  for  the  morbidity  was  never  accurately  de- 
termined. Table  9 shows  cause  for  morbidity  in 
those  diagnosed,  with  urinar}’  tract  infection  as  the 
most  frequent  cause  for  morbidity. 

Table  9. — Cause  or  Morbidity- 

No.  OF  Cases 


Urinary  Tract  Infection 44 

Wound  Infection 31 

Pulmonary  Infection 10 

Endometritis  8 

Peritonitis  7 

Thrombophlebitis 4 

Other  Causes 4 


Table  10  show’s  relation  of  hemoglobin  to  mor- 
bidity. 

Table  10. 

Hemoglobin  No.  Cases  Morbidity 

Over  70%  Sahli 332  36.4% 

60  to  70%  157  45.2% 

Less  than  60% 85  57.6% 

The  low  hemoglobins  are  seen  most  often  in  the 
colored  ward  patients  who  show  the  highest  mor- 
bidity and  mortality  rates. 

The  over-all  incidence  of  transfusion  was  23%. 
It  was  14%  for  private  cases  and  28%  for  the 
ward  cases,  19%  for  the  white  and  28%  for  the 
colored. 

Table  11  shows  relation  between  morbidity  and 
vaginal  examinations. 

Table  11. 


No.  OF  Examinations  Morbidity 

One  Examination  47.2% 

Two  Examinations 51.8% 

Three  Examinations 66.6% 

Over  Three  Examinations  100.0% 


Table  12  indicates  that  morbidity  increases  with 
increased  dilatation  of  the  cervix. 

Table  12. 


Dilatation  of  the  Cervix  Morbidity 

3-5  cm.  Dilated 46.5% 

5-9  cm.  Dilated 57.1% 

Completely  Dilated 80.0% 


Of  the  series  35%  of  cases  were  operated  on 
after  onset  of  labor.  If  vaginal  examinations  are 
done  with  sterile  precautions  and  due  care  is  taken 
in  managing  the  labor,  this  alone  should  not  in- 
crease the  morbidity.  It  is  very  likely  that  the 
duration  of  labor  associated  with  increased  num- 
ber of  vaginal  examinations  and  advanced  dilata- 
tion of  the  cervix  is  really  responsible  for  the  in- 
crease in  morbidity.  The  information  derived  from 
vaginal  examinations  when  indicated  is  most  help- 
ful in  managing  a difficult  labor  properly.  This 
should  more  than  offset  any  increased  danger  of  in- 
fection caused  by  the  examination. 

Six  of  the  cases  in  this  series  had  an  attempt  at 
vaginal  delivery  with  forceps  before  section  was 
done.  Two  of  the  six  died  post-operative  from 
sepsis  and  the  other  four  were  morbid. 

Uterine  packing  was  done  in  118,  or  19.6%,  of 
the  cases  because  of  excessive  bleeding.  This  pro- 
cedure caused  a slight  increase  in  morbidity  but 
probably  not  as  much  as  increased  blood  loss  would 
have  caused. 

Sterilization  at  the  time  of  section  was  done  in 
37.3%  of  cases.  The  morbidity  for  these  cases  was 
40%,  just  slightly  more  than  the  over-all  morbidity 
rate  of  38.8%.  The  Pomroy  or  similar  technique  of 
sterilization  is  used. 

Cases  w'ere  classified  elective  section  if  they  w’ere 
beyond  38  weeks  gestation,  no  labor,  membranes 
intact,  no  indication  of  infection,  toxemia  nor  hem- 
orrhage. There  were  198  cases  that  met  with  this 
classification,  and  18.1%  were  morbid  and  mor- 
tality zero. 

lor  all  cases  who  had  had  one  or  more  previous 
sections  (132  cases)  the  morbidity  was  28.7%  and 
the  mortality  2.3%. 

study  of  the  fetal  statistics  reveals  six  sets  of 
twins,  a total  of  606  babies.  In  this  group  there 
were  32  antepartum  deaths,  11  intrapartum  deaths 
and  25  neonatal  deaths,  a total  of  68  babies  lost, 
or  a gross  fetal  mortality  of  11.22%..  Related  cause 
of  death  or  poor  condition  of  the  baby  was  listed  as 
follows:  hemorrhage  in  the  mother  52,  prolonged 
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labor  19,  toxemia  17,  others  35. 

Seventy-five  per  cent  of  the  babies  had  attained 
a period  of  gestation  of  38  weeks  or  more  l)y 
menses.  Eighty-five  per  cent  weighed  2500  grams  or 
more  at  birth.  One  and  three-tenths  per  cent  weighed 
less  tlian  1500  grams  at  birth. 

Table  13. — Relation  of  Anesthesia  to  Fetal 
Morbidity  and  Mortality 

General  Spinal 

Condition  of  Fetus  Anesthesia  Anesthesia 

Condition  Good  6+.4%  83.7% 

Resuscitation  Required 15.5%  7.0% 

Neonatal  Death 5.8%  3.4% 

Stillborn  14.2%  3.1% 

The  anesthesia  may  have  played  little  or  no  part 
in  most  of  the  stillborn  and  neonatal  deaths.  It  is 
interesting  to  note,  however,  the  increase  in  per- 
centage of  babies  in  good  condition  and  the  decrease 
in  necessity  for  resuscitation  for  those  babies  whose 
mothers  received  spinal  instead  of  general  anes- 
thesia. We  do  believe  that  these  figures  represent 
facts  and  are  not  prejudiced. 


Discussion  .and  Comaient 

Six  hundred  caesarean  sections  at  the  ^Medical 
College  of  Virginia  Hospitals  over  a period  of  ten 
years  have  been  reported.  The  incidence  of  section, 
the  indications  and  morl)idit}’  and  mortality  rates 
compare  favorably  with  comparable  services  in 
other  clinics. 

The  most  frequent  indication  for  section  was 
cephalo-pelvic  disproportion.  Repeat  section  was 
the  second  most  frequent  indication. 

Morbidity  and  mortality  were  markedly  reduced 
during  the  second  five  years  of  the  series  as  com- 
pared to  the  first  five  years.  Some  reasons  for  this 
are  outlined. 

.\ttempt  is  made  to  show  some  correlation  be- 
tween morbidity  and  the  number  of  vaginal  exami- 
nations, dilatation  of  the  cervix,  length  of  labor, 
uterine  packing,  hemoglobin  level,  repeat  section, 
elective  section  and  sterilization. 

Statistics  indicated  that  babies  were  in  better 
condition  at  birth  and  required  less  resuscitation 
with  spinal  than  with  general  anesthesia. 

Allied  Arts  Building. 


Recovery  from  Tuberculosis  Credited  to 

Streptomycin. 

The  dramatic  recovery  of  a 22  year  old  girl 
treated  with  streptomycin  for  active  tuberculosis 
cf  the  lungs  has  led  a Berkeley,  Calif.,  doctor  to 
question  the  generally  accepted  belief  that  the  drug 
should  be  reserved  for  tuberculosis  cases  that  do 
not  respond  well  to  ordinary  treatment.  ^Marshall 
C.  Cheney,  M.D.,  says  that  the  girl’s  condition 
had  been  considered  incurable.  She  was  extremely 
emaciated  and  also  had  Addison’s  disease,  a condi- 
tion caused  by  disease  of  the  suprarenal  glands, 
located  at  the  upper  end  of  each  kidney.  She  was 
treated  three  months  with  streptomycin  at  her  home 
and  showed  no  toxic  symptoms  even  on  full  dosage 
of  the  drug,  possibly  because  she  was  given  large 
doses  of  vitamin  B. 

“It  was  evident  that  a cure  had  been  accom- 
plished,” Dr.  Cheney  points  out.  She  gained  34 


pounds  and  became  active  and  in  good  health. 

“Reading  over  the  various  reports  on  all  t}pes 
of  tuberculosis  treated  with  streptomycin,  one  notes 
the  extremely  cautious  conclusions.”  he  comments. 
“.\dmitting  that  all  patients  do  not  respond  favor- 
abl}’  to  streptomycin  and  that  some  have  had  toxic 
damage  (at  least  from  the  old  high  dosage  treat- 
ment without  protection  of  the  nerve  structures  by 
thiamine),  the.  unbelievable  improvement  in  this 
patient  makes  it  fair  to  question  the  generally  ac- 
cepted conclusion  of  tuberculosis  specialists  that 
streptomycin  should  lie  reserved  for  tuberculosis 
that  is  not  responding  well  to  the  old  regimen. 

“Obviously,  this  patient  could  have  been  saved 
over  a year  of  sanatorium  care  and  from  approach- 
ing death  had  streptomycin  been  administered  at  the 
outset.  Should  not  every  case  of  active  tuberculosis 
have  a trial  of  streptomycin  therapy  first?’’ 
{J.A.M.A.  April  16,  1949.) 
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THE  CANCER  COMMITTEE 
Medical  Society  of  Virginia 


Case  Report 


A white  male  child,  born  January  2,  1946,  de- 
veloped normally  and  was  in  good  health  until 
December  20,  1948,  when  he  began  complaining  of 
abdominal  pain.  There  was  no  diarrhea  but  the 
boy  vomited  a good  part  of  his  meals.  The  abdo- 
men was  distended  and  tense.  After  two  weeks  of 
this,  he  was  taken  to  a physician  who  said  he  had 
“gas  on  the  stomach”  and  prescribed  accordingly. 
The  child  was  brought  back  to  him  one  week  later 
and  again  two  weeks  later  because  of  failure  of 
improvement.  In  fact,  the  abdomen  grew  appre- 
ciably larger  and  fuller.  On  the  last  visit,  the  pa- 
tient was  seen  in  consultation  by  a second  physi- 
cian who  at  once  discovered  a huge  mass  filling 
the  entire  left  half  of  the  abdomen.  Intravenous 
urography  revealed  a normal  right  kidney,  a non- 
functioning left  kidney.  Referred  to  a Tumor  Clinic, 
the  boy  received  preoperative  radiation  with  good 
recession  of  the  mass,  followed  by  a left  nephrec- 
tomy. A large  Wilm’s  tumor  was  found. 

Comment:  1.  Cancer  is  a relatively  infrequent 
occurrence,  but  one  of  the  major  causes  of  death  in 
children  under  15, — that  is,  ver}-  few  cases  are  rec- 
ognized early  enough  to  obtain  a cure. 

2.  In  the  above  instance,  institution  of  proper 
treatment  was  delaved  three  weeks  bv  the  failure  of 


the  first  physician  to  palpate  the  abdominal  tumor. 
Because  cancer  in  children  almost  invariably  pro- 
gresses very  rapidly,  time  is  of  the  essence.  A loss 
of  three  weeks  may  alter  the  outcome  completely. 

3.  Prior  to  diagnosis  and  treatment,  every  pa- 
tient should  receive  a complete  physical  examina- 
tion. Even  casual  palpation  of  the  abdomen  would 
have  discovered  this  child’s  mass. 

4.  Only  the  physician  who  thinks  of  cancer  and 
looks  for  it  will  discover  it  in  time  to  hope  for  a 
cure. 

In  connection  with  the  last  statement,  it  is  in- 
structive to  compare  statistics  obtained  from  surveys 
of  large  series  of  cancer  case  histories.  The  figures 
given  below*  show  who  was  responsible  for  delay 
between  the  appearance  of  symptoms  and  the  es- 
tablishment of  the  diagnosis  of  cancer. 


1923-38 

1946 

Patient  alone 

44.3% 

32.0% 

Patient  and  physician 

18.0% 

10.8% 

Physician  alone 

17.0% 

27.8% 

No  delay 

20.7% 

29.4% 

The  improvement  in 

the  more  recent 

figures  is 

due  to  better  patient  performance,  not  to  better  phy- 
sician performance. 

♦Statistical  Research  Department,  American’  Cancer 
Society. 


Floral  Eponym 
Zinnia 

Zinn,  Johann  Gottfried,  1727-1759 

ZiNN  was  born  at  Schwabach.  He  graduated  M.D.  at  Gottingen  in  1749  and 
pursued  his  studies  in  anatomy  and  botany  at  Berlin.  He  was  Professor  of  IMedicine 
in  Gottingen  where  he  died  in  1759.  He  is  remembered  in  medicine  for  his  work  on 
the  anatomy  of  the  human  eye  and  by  botanists  for  the  Zinnias. 

Zinnia  is  a genus  of  about  15  species  of  annual  or  perennial  herbs  chiefly  found  in 
Mexico,  Colorado,  Texas  and  Chile. 
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PUBLIC  HEALTH 

L.  J.  Roper,  M.D., 

State  Health  Commissioner  of  Firginia 


'I'he  report  of  the  Bureau  of  Communicable  Dis- 
ease Control  of  the  State  Department  of  Health  for 
March  1949  as  compared  with  the  same  month  in 
1948,  and  for  the  period  of  January  through  March 
1949  compared  with  the  same  period  in  1948,  is  as 
follows: 


Jan.- 

Jan.- 

Mar. 

Mar. 

Mar. 

Mar. 

1949 

1948 

1949 

1948 

Typhoid  and  paratyphoid. 

7 

11 

14 

30 

Diarrhea  and  Dysentery. 

187 

322 

884 

918 

Measles 

.3,986 

887 

9,921 

2,058 

Scarlet  Fever 

73 

111 

239 

341 

Diphtheria 

9 

22 

42 

71 

Poliomyelitis 

0 

1 

7 

4 

Meningitis 

- 10 

8 

29 

26 

Undulant 

5 

7 

14 

21 

Rocky  Mountain  spotted 

fever  0 

0 

0 

0 

Tularemia 

2 

1 

7 

19 

The  Poliomyelitis  Prospect  eor  1949  in 
Virginia 

Although  the  long-term  cur\’e  of  the  annual  in- 
cidence of  poliomyelitis  in  Virginia  since  1910  is 
no  certain  indication  in  forecasting  epidemics,  it 
may  be  significant  that  since  1916  there  has  been  a 
certain  regularity  in  the  occurrence  of  high  inci- 
dence years.  The  following  table  lists  the  number 
of  cases  reported  for  the  last  38  years: 


1911 

1912 

1913 

1914 

1915 

1916 

1917 

1918 

1919 

387 

237 

307 

167 

267 

345 

318 

123 

170 

1920 

1921 

1922 

1923 

1924 

1925 

1926 

1927 

1928 

122 

141 

76 

148 

127 

94 

67 

71 

97 

1929 

1930 

1931 

1932 

1933 

1934 

1935 

1936 

1937 

325 

119 

68 

63 

44 

85 

685 

68 

68 

1938 

1939 

1940 

1941 

1942 

1943 

1944 

1945 

1946 

59 

46 

241 

155 

43 

61 

756 

335 

143 

1947  1948 
173  568 


Upon  reference  to  the  above  table  it  is  evident 
that  from  1911,  a peak  year,  to  1916,  another  peak 


year,  the  }'early  fluctuation  in  number  of  reported 
cases  of  poliomyelitis  was  not  marked.  From  1916- 
17  on,  however,  there  has  been  a significant  increase 
in  incidence  every  fifth  or  sixth  year,  and  since 
1940  every  fourth  year.  The  high  incidence  years 
were  1911,  1916,  1923,  1929,  1935,  1940,  1944, 
and  last  year,  1948.  It  also  appears  in  analysis  of 
the  years  intervening  that  there  has  been  an  ap- 
parent hold-over  increase  the  year  following  the 
high  incidence  year.  If,  therefore,  the  incidence  of 
poliomyelitis  follows  the  pattern  of  former  years, 
we  may  expect  a higher  than  average  incidence  in 
1949,  as  occurred  in  other  years  following  high  peak 
years,  namely,  1917,  1924,  1930,  1941,  and  1945. 
1936  was  an  exception. 

In  any  prognostication  of  this  nature,  we  must 
admit  at  the  outset  our  lack  of  precise  knowledge  of 
the  epidemiology  of  poliomyelitis.  Unanswered 
still  are  the  questions : Why  is  the  attack  rate  higher 
in  males  than  females,  in  whites  than  in  negroes? 
Which  is  the  more  important  jx)rtal  of  entry,  the 
oropharvngeal  or  the  gastro  intestinal?  Why  are 
the  majority  of  persons  in  contact  with  the  virus  ap- 
parently unaffected,  while  the  minority  suffer  from 
clinical  disease?  What  happens  in  the  temperate 
zones  in  summer  to  increase  the  dissemination  of 
virus  ? 

One  observation  seems  warranted — the  high  in- 
cidence years  recurring  with  a certain  pattern  of 
regularity,  and  the  succeeding  hold-over  years, 
would  indicate  that  epidemics  of  poliomyelitis,  like 
measles,  occur  when  a sufficient  number  of  non- 
immune  susceptibles  accumulates. 

The  control  of  poliomyelitis  dejiends,  in  our 
opinion,  upon  the  production  of  an  effective  vac- 
cine. When  this  is  accomplished  poliomyelitis,  like 
smallpox  and  diphtheria,  will  assume  the  role  of  a 
preventable  disease. 
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MEDICAL  SOCIETY  OF  VIRGINIA 


PUBLIC  RELATIONS 

Henry  S.  Johnson,  Director 


Senate  Bill  #5  Analyzed  by  Dr.  Lawrence. 

Dr.  Joseph  S.  Lawrence,  Director,  Washington 
Office  of  the  American  Medical  .\ssociation,  has 
made  the  following  comments  on  Senate  Bill  No.  5. 
It  is  identical  with  two  House  Bills,  H.R.  345 — 
Celler  and  H.R.  783 — Dingell.  They  are  all  exact 
copies  of  last  year’s  bill,  S.1320.  Therefore,  the 
Comments  that  we  offered  in  our  Bulletin  No.  25  of 
December  1 5 apply  and  will  not  be  repeated. 
Briefly,  S.5  can  be  analyzed  in  the  following  manner: 

Administration  of  the  law  would  be  divided  into  groups 
on  the  national,  state,  local,  and  rural  levels.  On  the 
national  level  would  be  the  Federal  Security  Administra- 
tor with  the  assistance  of  a National  Health  Insurance 
Board  of  five  members  (page  39)  and  a National  Ad- 
visory Medical  Policy  Council  of  sixteen  members  (page 
+2). 

The  states  would  be  required  to  submit  to  the  Board 
for  its  approval  plans  of  operation  which  would  indicate 
what  state  agency  would  have  the  responsibility  of  ad- 
ministering the  plan  (page  32).  It  would  have  the  as- 
sistance of  an  administrative  committee  or  an  advisory 
committee  (page  33). 

The  National  Board  would  take  over  state  functions  if 
a state  board  failed  to  submit  a plan  or  have  a plan 
approved  (page  36).  The  National  Board  would  also 
withhold  funds  under  certain  conditions  (page  37). 

Continuing  the  decentralization  of  administration,  there 
would  be  local  health  areas  (page  26)  with  an  adminis- 
trative officer  appointed  by  the  state  agency  (page  31) 
assisted  by  an  administrative  committee  of  8-16  members, 
or  an  advisory  committee  of  8-16  members.  There  would 
also  be  professional  committees  set  up  in  each  local  area. 
The  rural  areas  would  be  cared  for  by  special  provision 
made  by  the  state  agency. 

IV ho  shall  benefit?  (page  11)  (See  Bulletin  No.  25) 
Persons  employed  in  certain  occupations  and  their  de- 
pendents, as  well  as  self-employed  persons,  may  qualify 
for  benefits. 

The  benefits  to  be  derived  are  enumerated  on  pages 
5-7. 

On  pages  9 and  10,  the  matter  of  free  choice  of 
physician  is  defined. 

The  method  of  payment  for  services  is  defined  on  pages 
20-24. 

Selection  of  physician  and  hospital  may  be  from  those 
only  who  have  agreed  to  operate  under  the  Government 
plan  (pages  9 and  10). 

.411  physicians,  dentists,  nurses,  and  hospitals  qualified 
to  render  services  under  the  State  are  eligible  for  co- 
operation under  the  Government  plan  (pages  14-16). 


The  Board  shall  set  up  standards  for  the  qualification 
of  specialists  (page  14). 

Can  the  existing  prepayment  plans  continue  to  func- 
tion? (page  17)  The  state  agency'  is  authorized  to  nego- 
tiate with  any  such  organization  for  the  continuance  of 
its  functioning.  No  negotiations  could  exempt  the  member 
of  a prepayment  plan  from  the  deductions  from  his  salary 
that  the  national  plan  would  require.  Therefore,  it  is  not 
likely  that  many  people  would  for  any  length  of  time 
choose  to  pay  twice  for  such  medical  care  as  they  may 
require.  Naturally,  the  prepayment  plan  would  suffer 
and  in  a short  while  fold  up. 

How  will  the  national  plan  be  financed?  (page  51) 
In  1951,  by  a deduction  of  1 per  cent  from  all  wages  re- 
ceived during  the  fiscal  year  (page  52).  In  1952  and 
thereafter,  by  a deduction  of  3 per  cent  from  all  wages 
for  the  fiscal  year  (page  52).  The  unexpended  balances 
each  year  are  to  be  collected  into  a new  account  set  up 
by  the  Treasurer  of  the  United  States,  to  be  known  as 
the  "Personal  Health  Services  Account.” 

The  National  Board  is  authorized  to  allot  amounts 
annually  to  the  several  states  according  to  a formula 
(page  54)  for  the  prosecution  of  its  plan. 

Medical  Research  and  Education  (page  57).  The  Na- 
tional Board  is  also  authorized  to  administer  grants-in-aid 
to  non-profit  institutions  and  agencies  engaged  in  research. 

Grants  to  States  for  Health  Services  (page  68).  Sums 
of  money  are  to  be  made  available  to  the  state  agencies 
to  enable  them  to  establish  and  maintain  a certain  number 
of  medical  and  public  health  services. 

Regulations  (Pages  79  and  80) 

“Sec.  309.  The  Federal  Security  .Administrator  shall 
prescribe  such  regulations  as  may  be  necessary  to  carry 
out  his  functions  under  this  title.  .411  such  regulations 
or  amendments  of  regulations  with  respect  to  grants  to 
States  shall  be  prescribed  only  after  consultation  with  a 
conference  of  representatives  of  the  State  agencies  ad- 
ministering Or  supervising  the  administration  of  any  of 
the  plans  affected  by  such  regulations  or  amendments. 
Insofar  as  practicable,  the  agreement  of  such  represen- 
tatives to  the  regulations  or  amendments  shall  be  obtained 
prior  to  their  issuance.” 

Naturally  all  programs  depending  upon  Federal  sub- 
sidy will  be  influenced  to  a degree  by  regulations  issued 
and  adopted  by  the  Federal  Security  .Administrator.  .An 
effort  is  made  in  the  bill  to  decentralize  control,  but  the 
authority  of  the  National  Health  Insurance  Board,  which 
operates  with  the  approval  of  the  Social  Security  Admin- 
istrator, extends  into  all  areas  where  the  Federal  funds 
are  employed.  It  is  proposed  that  the  Individual  shall 
exercise  free  choice  in  selecting  his  physician,  and  the 


256 


^'IRGINIA  Medical  Monthly 


[May, 


physician  shall  have  the  power  to  select  his  clients,  but 
both  of  these  actions  must  be  taken  by  people  who  have 
agreed  to  work  under  the  Government  program  and  the 
employed  individual  has  no  alternative  but  to  submit 
to  the  deduction  from  his  wages. 

Obviously,  the  future  of  public  health  and  medical  ac- 
tivities in  the  United  States  would  rest  with  the  Admin- 
istrator of  the  Federal  Security  Agency  and  the  five  mem- 
bers of  the  National  Health  Insurance  Board.  Adminis- 
trative rules  and  regulations,  which  they  would  be  obliged 
to  draft,  would  in  a very  short  time  be  many  times  more 
voluminous  than  the  law  itself. 


No  hearings  have  been  announced  as  yet  for  either 
house.  In  the  meantime  please  discuss  the  features  of  the 
bills  with  your  congressmen,  prominent  citizens  of  your 
community  and  your  neighbors. 

Hill-O’Connor  Bill  Analyzed  by  Whitaker 
and  Baxter. 

The  following  is  a very  recent  analysis  by 
\Miitaker  and  Baxter  of  Senate  Bill  1456  on  Vol- 
untary Health  Insurance,  introduced  March  .50. 
Whitaker  and  Baxter  is  the  Public  Relations  firm 
employed  by  the  American  Medical  Association  in 
connection  with  its  Xational  Educational  Campaign. 

Analysis 

A BILL  to  authorize  grants  to  enable  the  States  to 
survev.  coordinate,  supplement  and  strengthen  their  exist- 
ing health  resources  so  that  hospital  and  medical  care  may 
be  obtained  for  all  persons. 

Purpose 

To  make  high  quality  hospital  and  medical  care  avail- 
able to  all  by 

1.  providing  protection  to  persons  financially'  unable  to 
pay  all  or  part  of  subscription  charges  for  prepay- 
ment of  hospital  and  medical  care. 

2.  stimulating  voluntary  enrollment  in  prepayment 
plans  for  hospital  and  medical  care  emphasizing 

a.  employer  participation  in  transmission  of  sub- 
scription charges 

b.  enrollment  in  rural  areas. 

3.  strengthening  and  coordinating  existing  health  re- 
sources. 

Definitions 

a.  “Hospital  and  medical  care”  is  defined  to  mean  sur- 
gical, obstetrical  and  medical  services  furnished  in  the 
hospital  and  hospital  services  incident  thereto  up  to  60 
days  in  any  year.  It  includes  diagnostic  and  out-patient 
clinic  services  furnished  in  a hospital  or  diagnostic  clinic. 

b.  “Hospital”  includes  any  hospital  which  has  an  aver- 
age patient  stav  of  less  than  30  days  or  any  diagnostic 
clinic.  The  hospital  or  diagnostic  clinic  must  conform 
to  standards  of  maintenance  and  operation  established  by 
the  State. 

c.  “Voluntary  prepayment  plan”  may  include  any 
cornoration  or  association  furnishing  protection  against 


the  cost  of  hospital  and  medical  care  on  a voluntary  pre- 
payment basis.  Only  “non-profit  prepayment  plans”  are 
to  be  concerned  with  furnishing  protection  to  persons 
unable  to  pay  subscription  charges.  But  both  commercial 
and  non-profit  plans  may  be  involved  in  other  sections 
of  the  program  (see  below). 

Ad.viinistration 

At  the  Federal  level  the  program  would  be  adminis- 
tered by  the  Surgeon  General.  Regulations  to  be  promul- 
gated within  six  months  after  enactment  of  the  Act  shall 
include : 

a.  General  standards  of  eligibility  of  persons  unable 
to  pay  subscription  charges. 

b.  General  types  of  hospital  and  medical  care  to  be 
provided 

c.  General  standards  for  participation  of  voluntary 
prepayment  plan 

d.  General  standards  for  participation  of  non-profit 
prepayment  plans 

e.  General  methods  of  assisting  in  enrollment  of  the 
population  in  prepayment  plans  by  states. 

A Federal  Hospital  and  Medical  Care  Council  of  10 
persons  (2  doctors,  2 hospital  administrators,  2 prepay- 
ment plan  executives,  + consumer  representatives)  will 
share  responsibility  with  the  Surgeon  General  in  develop- 
ing these  broad  policies  of  the  program. 

At  the  local  level  the  program  is  to  be  administered  by 
a state  agency  which  may  be  the  same  agency  now  ad- 
ministering the  Hill-Burton  Hospital  Survey  and  Con- 
struction program  in  the  state.  This  agency  is  to  have  a 
council  with  representation  similar  to  that  of  the  Federal 
Hospital  Care  Council. 

In  addition,  the  states  are  to  be  divided  into  regions 
in  which  complete  hospital  and  medical  services  are  avail- 
able. These  regions  may  be  already  established  under  the 
surveys  of  the  Hill-Burton  Act.  Within  each  region  a 
Hospital  and  Medical  Care  Authority  shall  operate  as  a 
unit  of  the  state  agency.  The  Authority  will  be  com- 
posed of  persons  residing  within  the  region  including 
representatives  from  as  broad  a segment  of  the  popula- 
tion as  possible.  The  Authority  shall  encourage  coordina- 
tion of  all  health  facilities  and  services  in  the  region  and 
recommend  means  for  their  effective  use  in  serv'ing  the 
areas. 

Financing 

Federal  appropriations  are  authorized  for  such  sums 
as  may  be  necessary. 

Federal  funds  are  to  be  matched  on  a variable  per- 
centage by  funds  from  within  the  states.  The  same  for- 
mula is  used  as  in  the  Hill-Burton  Hospital  Survey  and 
Construction  Act,  which  provides  that  a higher  percentage 
of  Federal  funds  will  be  av'ailable  to  states  with  lower 
per  capita  income.  The  practical  limit  of  the  program 
may  be  the  amount  of  money  which  must  come  from 
within  the  States  to  match  Federal  funds. 

The  State  plan  must  provide  that  the  State  itself  will 
put  up  at  least  50  per  cent  of  the  matching  funds  so  that 
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half  or  less  than  half  of  the  matching  percentages  will 
come  from  local  communities. 

The  Progr.\m 

Essential  features  of  the  State  plans,  in  addition  to 
the  foregoing,  are: 

1.  Federal  funds  must  be  used  in  addition  to  present 
activities  and  not  as  a substitute  source  of  financing  for 
things  now  being  done. 

2.  Determination  of  eligibility  for  assistance  shall  be 
made  in  advance  of  the  need  for  hospital  and  medical 
care,  insofar  as  possible;  the  individual  shall  not  be  iden- 
tified as  a person  accepting  assistance  at  the  time  of  re- 
ceiving care;  the  individual  shall  not  be  provided  a 
separate  grade  or  classification  of  care  because  of  ac- 
cepting assistance. 

3.  Prepayment  service  cards  will  be  issued  to  qualified 
persons  which  will  entitle  them  to  needed  hospital  and 
medical  care  if  they  are  certified  as  unable  to  pay  sub- 
scription charges.  These  cards  will  be  issued  by  appro- 
priate agencies  designated  by  the  State  and  will  be  cards 
of  participating  non-profit  prepayment  plans  who  meet 
standards  prescribed  by  Federal  regulations. 


4.  Persons  able  to  pay  subscription  charges  in  full  may 
be  enrolled  in  the  usual  manner  by  the  prepayment  plans. 
But  persons  able  to  pay  part  or  none  of  the  subscription 
charge  shall  receive  care  at  the  expense  of  the  State 
agency  under  this  program. 

5.  Four  surveys  must  be  made  by  the  State  agency, 
and  in  each  case,  plans  are  to  be  developed  for  meeting 
needs  of  the  State  for: 

a.  Existing  diagnostic  facilities. 

b.  Existing  facilities,  services  and  financing  for  the  care 
of  mental,  tubercular  and  chronic  disease  and  other 
patients  hospitalized  for  long  periods  of  time. 

c.  Areas  in  the  state  unable  to  attract  doctors. 

d.  Existing  enrollment  in  participating  voluntary  pre- 
payment plans. 

6.  The  States  and  political  subdivisions  must  provide 
for  payroll  deductions  of  subscription  charges  in  voluntary 
prepayment  plans  for  all  employees  who  request  such 
deduction. 

7.  The  Bill  also  provides  for  payroll  deductions  for 
Federal  employees  who  request  it  for  subscription  charges 
of  prepayment  protection. 


MISCELLANEOUS 


American  Medical  Association  Assessment 

for  Educational  Campaign. 

In  the  lists  published  in  the  March  and  April 
issues  of  the  Monthly,  there  were  reported  1023 
contributors  from  Virginia  to  this  fund.  Includ- 
ing the  House  Staff  of  the  Hospital  Division  of  the 
Medical  College  of  Virginia  as  one  contributor,  the 
total  number,  with  names  here  listed  to  April  16 
is  1185. 


Accomac 
Dr.  B.  N.  Mears 

Albemarle 
Dr.  W.  E.  Bray 
Dr.  Edwin  W.  Burton 
Dr.  J.  W.  Eversole 
Dr.  Andrew  D.  Hart 
Dr.  H.  B.  Mulholland 
Dr.  Randolph  Pillow 
Dr.  Frank  B.  Stafford 
Dr.  Stephen  H.  Watts 

Alexandria 
Dr.  C.  E.  Arnette 
Dr.  Carson  Lee  Fifer 
Dr.  Paul  E.  Halter 
Dr.  S.  M.  Novak 


Buchanan-Dickenson 

Dr.  J.  C.  Moore 

Dr.  R.  L.  Phipps 

Dr.  J.  S.  Shaffer 

Dr.  Lloyd  L.  Thompson,  Jr. 

Dr.  F.  H.  Yorkoff 

Danville-Pittsylvania 
Dr.  E.  W.  Arnett 
Dr.  D.  L.  Arey 
Dr.  C.  L.  Bailey 
Dr.  Clayton  Brantly 
Dr.  H.  R.  Bourne 
Dr.  Allen  L.  Byrd 
Dr.  L.  R.  Broome 
Dr.  C.  T.  Carter 
Dr.  John  L.  Clare 


Dr.  L.  O.  Crumpler 
Dr.  J.  T.  Daves 
Dr.  W.  E.  Dickerson 
Dr.  Charles  A.  Easley 
Dr.  J.  R.  Eggleston 
Dr.  R.  W.  Garnett 
Dr.  Snowden  Hall 
Dr.  E.  D.  Hardin 
Dr.  Prentice  Kinser 
Dr.  J.  L.  Jennings 
Dr.  Marion  S.  Love 
Dr.  John  J.  Marsella 
Dr.  M.  H.  McClintic 
Dr.  F.  H.  McGovern 
Dr.  R.  E.  L.  McNeeley 
Dr.  T.  J.  Moran 
Dr.  E.  F.  Neal 
Dr.  J.  J.  Neal 
Dr.  Samuel  Newman 
Dr.  W.  E.  Overcash 
Dr.  C.  W.  Pritchett 
Dr.  H.  W.  Pritchett 
Dr.  E.  B.  Robertson 
Dr.  W.  B.  Sager 
Dr.  J.  W.  Tipton 
Dr.  R.  W.  Upchurch 
Dr.  Asa  Viccellio 
Dr.  M.  H.  Watson 


Dr.  H.  A.  Wiseman,  Jr. 
Dr.  C.  W.  White 
Dr.  David  Whitehead 
Dr.  Betty  Whitehead 
Dr.  P.  C.  Whitehead 
Dr.  H.  H.  Hammer 
Dr.  G.  V.  Thompson 

Elizabeth  City 
Dr.  C.  Cooper  Bell 
Dr.  Michael  G.  Dewey 
Dr.  Helen  Dorsey 
Dr.  Harry  Nushan 
Dr.  Ernest  S.  Roberts 

Fairfax 

Dr.  William  Meyer 
Dr.  John  O.  Nestor 

Fourth  District 
Dr.  \^'illiam  Grossmann 
Dr.  Maurice  S.  Rosenberg 
Dr.  William  P.  Terrv 

Fredericksburg 
Dr.  L.  A.  Busch 

Hanover 

Dr.  Judson  T.  Vaughan 
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Lee 

Dr.  J.  \V.  H.  Morgan 

Lynchburg  Academy 
Dr.  Kenneth  Cooper 
Dr.  B.  F.  Randolpli 

Northampton 
Dr.  S.  K.  Ames 
Dr.  H.  L.  Denoon 
Dr.  C.  T.  Garcia 
Dr.  J.  E.  Gladstone 
Dr.  William  T.  Green 
Dr.  John  R.  Hamilton 
Dr.  J.  W.  Jackson 
Dr.  J.  M.  Lynch 
Dr.  John  R.  Mapp 
Dr.  VV.  J.  Sturgis 
Dr.  W.  J.  Sturgis,  Jr. 

Dr.  W.  B.  Trower 

Northern  Virginia 
Dr.  Lyle  J.  Hansbrough 
Dr.  John  T.  Thornton 
Dr.  F.  Dixon  Whitworth 

Orange 

Dr.  E.  B.  Dovell 
Dr.  C.  Cameron  Kress 

Patrick-Henry 
Dr.  W.  C.  Akers 
Dr.  C.  G.  Bennett 
Dr.  B.  A.  Hopkins 
Dr.  Henkel  M.  Price 
Dr.  \5'.  N.  Thompson 

Princess  Anne 

Dr.  Herbert  W.  Swertfeger 

Richmond  Academy 
Dr.  Paul  V.  Anderson 
Dr.  T.  Neill  Barnett 
Dr.  Robley  D.  Bates,  Jr. 

Dr.  Thomas  Beath 
Dr.  W.  S.  Beazley 
Dr.  J.  F.  Blades 
Dr.  J.  Gordon  Boisseau 
Dr.  W.  R.  Bond 
Dr.  Randal  A.  Boyer 
Dr.  Samuel  W.  Budd 
Dr.  E.  L.  Copley 
Dr.  S.  M.  Cottrell 
Dr.  W.  H.  Craig 
Dr.  Herbert  T.  Dougan 
Dr.  C.  Howe  Eller 


Dr.  James  B.  Funkhouser 
Dr.  W'illiam  T.  Graham 
Dr.  Alvah  L.  Herring,  Jr. 

Dr.  Lucy  S.  Hill 
Dr.  Sarah  Hoover  Jones 
Dr.  William  R.  Kay 
Dr.  William  A.  Johns 
Dr.  C.  S.  Lingamfelter 
Dr.  John  P.  Magner 
Dr.  H.  Norton  Mason 
Dr.  Howard  R.  Masters 
Dr.  Emmett  C.  Mathews 
Dr.  Carl  W.  Meador 
Dr.  William  T.  Moore 
Dr.  Claude  L.  Neale 
Dr.  C.  L.  Gotland 
Dr.  Joseph  C.  Parker 
Dr.  E.  W.  Perkins 
Dr.  John  H.  Reed 
Dr.  Peter  Rosanelli 
Dr.  J.  Asa  Shield 
Dr.  H.  C.  Spalding 
Dr.  J.  B.  Stone 
Dr.  W.  D.  Suggs 
Dr.  Adney  K.  Sutphin 
Dr.  L.  E.  Sutton 
Dr.  Isabel  Taliaferro 
Dr.  Robert  P.  Trice 
Dr.  Robert  W.  Vaughan 
Dr.  T.  Duval  Watts 
Dr.  William  L.  Weaver 
Dr.  Samuel  Weinstein 
Dr.  Charles  G.  Young 

House  Staff,  Medical  College 
of  Virginia  Hospital 

Southwestern 
Dr.  Joseph  R.  Blalock 
Dr.  D.  C.  Boatwright 
Dr.  Lee  M.  Cole 
Dr.  R.  M.  DeHart 
Dr.  Clara  K.  Dickinson 
Dr.  A.  B.  Graybeal 
Dr.  Walter  A.  Porter 
Dr.  Carolyn  A.  Sherrill 
Dr.  P.  S.  Smith 
Dr.  S.  A.  Tuck- 
Dr.  R.  L.  Waddell 
Dr.  George  A.  Wright 

Williamsburg-James  City 
Dr.  E.  Beamer  Maxwell 


CORRESPONDENCE 

Dr.  Macon — Correction  in  Dates. 

To  THE  P]ditor: 

In  the  March  issue  of  the  Virginia  Medical 
Monthly  there  appears  an  obituary  of  Dr.  William 
Douglas  Macon  of  Charlottesville,  Virginia,  writ- 
ten by  the  undersigned  and  adopted  in  the  form  of 
a resolution  both  by  the  .^lltemarle  County  Medi- 
cal Society  and  the  Medical  Faculty  of  the  Univer- 
sity of  Virginia.  The  obituary  contains  a serious 
historical  error  which  we  should  like  to  have  cor- 
rected in  the  columns  of  the  Monthly. 

In  the  published  document  it  was  stated  that 
Dr.  Macon  was  Professor  of  01)stetrics  for  the  year 
192,1-24  and  that  previous  to  that  time  he  had  had 
instructorships  in  anesthesia  and  internal  medi- 
cine. The  correct  facts  are  that  Dr.  Macon  was 
appointed  Professor  of  Obstetrics  at  the  Univer- 
sity of  Virginia  on  June  11,  1906  to  begin  his  serv- 
ice in  that  capacity  on  September  12,  1906;  and 
that  he  resigned  in  a letter  received  by  the  Board  of 
Visitors  at  its  meeting  on  .^pril  17,  1923.  This 
resignation  was  accejRed,  but  Dr.  Macon  continued 
to  serve  as  Professor  of  Obstetrics  through  the 
academic  year  1923-24.  His  tenure  as  Professor 
was  therefore  eighteen  jears  instead  of  one  year. 

The  inaccurate  data  in  the  obituary  were  fur- 
nished us  by  the  .\lderman  Library  where  they  ap- 
])eared  on  Dr.  Macon’s  curriculum  vitae.  When  by 
chance  it  was  .seen  that  Dr.  Macon  had  signed  a 
diploma  of  the  year  1920  with  the  title  “Professor 
of  Obstetrics”,  investigation  revealed  the  error  in 
the  library  records.  We  are  grateful  to  Mr.  Jack 
Dalton  of  the  .\lderman  Library  for  the  research 
necessary  to  uncover  the  error. 

We  should  like  to  apologize  to  Dr.  Macon’s  fam- 
ilv  for  this  serious  misrepresentation  and  to  see 
that  the  published  record  of  his  life  is  corrected. 

Halstead  S.  Hedges,  M.D. 

Edwin  P.  Lehman,  M.D. 

April  13,  1949 

University  of  Virginia  Hospital 

Chari  ottesville,  Vi  rg  in  i a 
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WOMAN’S  AUXILIARY 
TO  THE 

MEDICAL  SOCIETY  OF  VIRGINIA 


President Mrs.  R.  M.  Reynolds,  Norfolk 

President-Elect Mrs.  C.  E.  Holderby,  Hilton  Village 

Recording  Secretary Mrs.  T.  S.  Chalkley,  Richmond 

Corresponding  Secretary Charles  Lupton,  Norfolk 

Treasurer Mrs.  Reuben  Simms,  Richmond 

Parliamentarian Mrs.  H.  W.  Rogers,  Norfolk 

Historian Mrs.  M.  H.  Harris,  West  Point 


Last  Call 

For  reservations  for  the  twenty-si.xth  annual  con- 
vention of  the  Woman's  .\uxiliar\'  to  the  .\merican 
^ledical  .\.ssociation,  which  will  he  held  at  Haddon 
Hall,  .\tlantic  City,  New  Jersey,  June  6th  to  lOth. 

-Atlantic  City  extends  a hearty  welcome  to  you! 

Petersburg. 

At  the  meeting  of  this  -Auxiliary  held  on  Alarch 
25th,  Mrs.  James  H.  Powell  and  Mrs.  Francis  N. 
Taylor  reported  that  at  the  annual  linen  shower 
held  in  February  $566.40  was  raised.  They  voted 
to  contribute  $40.00  to  the  Leigh-Hodges-WTight 
Memorial  Fund. 

It  was  decided  to  celebrate  “Doctor’s  Day”  with 
a dinner  for  doctors  and  wives  at  the  Indian  Swamp 
Club.  Plans  were  also  discussed  for  a rummage 
sale  to  be  held  in  May. 

Airs.  William  Grossmann  is  president  of  this: 
-Auxiliary. 

Warwick  County. 

The  Woman’s  -Auxiliary  to  the  Warwick  County 
Medical  Society  has  again  presented  a fifty  dollar 
award  to  an  outstanding  student  nurse.  The  pres- 
entation took  place  March  11th  at  the  capping  ex- 
ercises of  the  Elizabeth  Buxton  Hospital  School  of 
Nursing.  Mrs.  Waverly  R.  Payne  conferred  the 
award  on  Miss  Jean  Plentovich  of  Hornsbyville. 
In  addition  to  Mrs.  Payne  thfese  auxiliar}-  mem- 
bers attended  the  capping  ceremony  and  the  recep- 
tion which  followed:  Mrs.  Chester  D.  Bradley, 


Mrs.  Russell  A’onLehn  Buxton,  Mrs.  Murray  Dick 
and  Mrs.  A'incent  E.  Lascara. 

Later  in  the  year  a similar  award  will  be  given 
to  an  outstanding  student  at  the  Riverside  Hospital. 
The  Lucile  Hunnicutt  Jones  -Award  was  established 
in  1947  to  honor  and  perpetuate  the  memory  of  one 
who.  was  in  her  lifetime  a devoted  member  of  the 
Auxiliary.  The  raising  of  funds  for  this  award  is 
the  major  activity  of  the  Woman’s  -Auxiliary  to  the 
Warwick  County  Medical  Society.  This  money  has 
been  raised  by  means  of  bazaars  and  other  activi- 
ties carried  on  b}-  the  members  themselves.  The 
chairman  of  the  -Award  Committee  this  }'ear  is 
Airs.  Waverly  R.  Pa}'ne. 

AIiriam  D.  Bradley 

(Mrs.  Chester  D.) 

President 

Richmond. 

-At  the  meeting  of  this  .Au.xiliary  on  February 
18th,  Airs.  R.  AI.  Reynolds,  State  President,  gave  a 
report  on  the  local  and  state  organizations  and  their 
relationship  to  each  other. 

On  February  22nd,  an  exhibit  tea  was  given  at 
the  home  of  Airs.  James  Blades.  Alembers  of  the 
-Auxiliary  and  their  friends  contributed  interesting 
articles  for  display,  among  them  a 150  year  old 
Bible  from-  England,  rare  jade,  silver,  needlepoint, 
hangings,  china,  trinket  bo-xes,  old  fans,  oriental 
objects  of  art,  wood  carvings,  and  salt  glaze  figu- 
rines. The  tea  was  an  outstanding  success  and  four 
hundred  dollars  was  realized.  -As  a result,  it  was 
announced  that  over  three  hundred  and  fifty  dol- 
lars would  be  donated,  to  Sheltering  .Arms  Hos- 
pital. 

-At  the  regular  meeting  on  Alarch  18th,  Aliss 
Testor,  Red  Cross  Nurse,  stationed  in  Richmond, 
gave  a talk  on  “Poliomyelitis  from  a Nurse’s  Stand- 
point”. 

-A  cocktail  party  and  dinner  dance  is  planned  for 
-April  22nd  for  the  doctors  and  wives  at  the  Coun- 
try Club  of  A’^irginia  as  the  -Auxiliary  contribution 
to  “Doctor’s  Day”. 

JuLE  R.ay  (AIrs.  Edward  S.) 
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EDITORIALS 


Edward  Jenner  (1749-1823) 


N the  27th  of  May  two  hundred  years  ago,  there  was  born  at  Berkeley,  Glou- 


cestershire,  one  of  the  great  men  in  medicine,  a country  doctor  who  discovered 
a sure  and  practical  way  of  preventing  smallpox.  It  is  difficult  for  us,  many  of  whom 
have  never  seen  a case  of  smallpox,  to  form  any  idea  of  the  importance  of  Jenner’s 
discovery.  Today  we  have  a branch  of  medical  science,  immunology,  that  deals  with 
protection  from  disease  by  inoculation,  vaccination,  etc.  Jenner  was  the  pathfinder  in 
this  new  science.  Before  Jenner’s  time  smallpox  w'as  the  No.  1 killer.  It  was  (and 
still  is)  as  contagious  as  measles  and  w'as  universally  prevalent.  An  adult  whose 
face  was  not  disfigured  with  pock  marks  was  a rarity.  Great  epidemics  spread  over 
the  country  periodically  whenever  a new  generation  of  susceptible  persons  grew  up. 
.\s  long  as  there  was  smallpox  there  was  no  problem  of  over  population.  Attempts 
were  made  to  control  the  disease  by  artificial  inoculation  wdth  a mild  form  of  small- 
pox but  such  efforts  were  too  frequently  the  starting  points  of  new  epidemics.  It  was 
so  universal  in  England  that  it  deterred  wealthy  settlers  of  Colonial  .-America  from 
sending  their  .sons  to  the  English  Universities.  The  Rev.  Hugh  Jones,  the  minister  at 
Jamestown,  says  “though  the  Virginians  being  naturally  of  good  parts,  neither  re- 
quire nor  admire  as  much  Learning  as  w'e  do  in  Britain;  yet  more  would  be  sent  over, 
were  they  not  afraid  of  the  Small-Pox,  which  most  commonly  proves  fatal  to  them.” 
Matthew'  Bailey,  the  richest  and  most  sought  after  pliysician  in  London  at  the  time, 
declared  vaccination  to  be  the  most  important  discovery  ever  made  in  medicine.  Jen- 
ner, directly  and  indirectly,  has  saved  more  lives  than  anyone  who  has  ever  lived. 

Edward  Jenner  was  the  third  son  of  a country  clerg)Tnan.  After  serving  an  appren- 
ticeship under  Daniel  Ludlow,  a surgeon,  he  went  to  London  as  a resident  pupil  of 
John  Hunter.  He  pursued  his  professional  studies  at  St.  George’s  Hospital.  In  177.3 
he  returned  to  practice  in  Berkeley.  He  w'as  interested  in  botanv  and  ornithology, 
played  on  the  flute  and  the  violin,  and  wrote  an  occasional  poem.  He  helped  to  found 
a local  medical  society  and  kept  up  a correspondence  with  John  Hunter.  In  1788  he 
was  elected  a Fellow  of  the  Royal  Society. 

There  had  long  been  a belief  in  Gloucestershire  that  dairy  maids  who  contracted 
cowjjox  never  had  the  smallpox.  Jenner  wrote  John  Hunter  that  there  seemed  to  be 
some  truth  in  this  folklore.  On  May  14,  1796,  he  vaccinated  James  Phipps,  an  eight- 
year  old  boy,  with  the  hmph  taken  from  the  vesicles  of  cowpox  on  the  hand  of  Sarah 
Nelmes.  On  July  first  the  boy  was  inoculated  from  a case  of  smallpox,  without  any 
effect.  report  of  this  case  in  Jenner’s  handwriting  still  exists.  In  1798  Jenner  pub- 
lished a report  of  23  cases.  For  several  years  after  this  he  devoted  all  his  time  to  vac- 
cinating, improving  the  method  and  replying  to  criticisms.  He  introduced  the  fa- 
miliar ivory  points,  which  many  of  us  older  doctors  well  remember,  as  a means  of 
conveying  the  lymph.  .\s  usual  wdth  new  public  measures,  vaccination  met  with 
considerable  opposition.  Its  adoption  in  London  was  also  threatened  by  the  over- 
enthusiasm of  its  friends  who  used  a contaminated  type  of  vaccine.  Yet  with  patience 
and  truth  Jenner  jrrevailed  and  soon  he  was  acclaimed  throughout  Europe.  He  was 
elected  a member  of  the  chief  scientific  societies.  .A.t  the  mere  mention  of  his  name, 
Napoleon  released  some  Englishmen  who  had  been  interned  after  the  sudden  termina- 
tion of  the  Peace  of  Amiens. 

In  1800-01,  Dr.  Benjamin  Waterhouse  introduced  vaccination  into  .America  with  the 
help  of  Thomas  Jefferson.  In  1853  vaccinations  were  made  compulsory  in  England, 
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and  smalljiox  practically  disappeared  as  it  lias  in  every  countri'  that  has  an  efficient 
vaccination  program.  Since  July  5,  1948,  the  Vaccination  Act  in  England  has  been 
repealed  as  the  Alinister  of  Health  holds  that  vaccination  is  no  longer  necessarv — an 
ignominious  end  of  a glorious  chapter  in  preventive  medicine. 


Clippings  from  English  Newspapers  Concerning  the 
National  Health  Service 


IIHIN  the  past  month  we  have  received  a batch  of  clippings  from  a lady  we 


^ ^ met  on  a bus  trip  to  Scotland  in  1947.  This  lady  admits  that  she  does  not  like 
the  National  Health  Service.  She  says  she  has  a cold  but  that  she  did  not  go  to  her 
doctor  because  he  was  rude  to  her  when  before  July  5th  he  had  l>een  so  considerate. 

There  were  seven  clippings  in  the  batch.  The  first,  a short  one,  roughly  dates  the 
material,  for  it  quotes  Lord  Horder  after  the  meeting  of  the  “Fellowship  for  Freedom 
in  Medicine”  in  which  it  was  decided  not  to  press  for  repeal  of  the  Health  Act,  but 
for  its  drastic  amendment.  Lord  Horder  said  that  Mr.  Bevan,  in  addition  to  his 
supplementary  budget  of  £58,000,000,  would  have  to  face  a bill  of  £16,000,000  to 
cover  the  loss  of  income  suffered  by  the  doctors  taking  part  in  the  National  Health 
Service. 

Cli[)j)ing  No.  2 is  headed  “Hospitals  are  told  to  save  £9,500,000”.  Mr.  Bevan  has 
said  that  the  estimates  of  the  requirements  of  hospitals  for  1949-50  exceed  what  it 
is  possible  to  provide. 

Clipping  No.  3 is  on  a report  of  an  Oxford  economist  on  life  in  the  Cripps  age. 
The  middle  class  pays  and  pays.  The  standard  of  living  has  fallen  7 per  cent.  Wage 
earners’  living  costs  have  risen  75  per  cent  since  before  the  war. 

Clipping  No.  4 is  a long  one  concerning  Alpha-tocopherol.  Four  questions  ap- 
peared in  the  House  of  Commons  inquiring  about  the  attitude  of  the  Ministry  of 
Health  to  this  new  medicine  and  why  it  cannot  be  had  in  Britain.  “If  one  is  to  judge 
by  the  replies  given  to  representations  made  to  it  (the  Ministry  of  Health)  over  and 
over  again,  it  is  based  on  the  conclusion  that  ‘AlphatocopheroF  was  classed  recently 
(note  the  official  language)  ‘among  the  substances  which  are  regarded  as  being  non- 
essential  for  the  health  of  the  community’.  Who  decided  this?” 

Clipping  No.  5 headlines  are  “Patients  die  for  lack  of  beds”.  London  doctors 
have  protested  to  Mr.  Bevan  that  many  sick  j>eople  are  being  turned  away  by  the  hos- 
pitals— to  die.  The  Emergency  Bed  Service  is  refusing  beds  to  500  patients  a week. 
The  Chairman  of  the  Cambridge  United  Hospitals  Board  of  Governors,  which  was 
ordered  by  the  Ministry  to  reduce  its  estimates  by  £425,000  said  that  the  only  way 
they  can  carry  out  instructions  is  by  reducing  staff  and  closing  down  wards.  Hos- 
pital management  committees  have  been  told  by  the  Ministry  of  Health  to  stop  free 
issues  of  sweets,  tobacco  and  pocket  money. 

Clipping  No.  6 is  on  sweeping  away  sex  taboos.  The  following  recommendations 
are  in  a report  issued  by  the  Ministry  of  Health. 

Children:  Health  education  begins  in  the  good  home  or  nursery  school  with  the 
inculcation  of  good  habits.  The  child’s  questions  about  the  function  of  the  body  in- 
cluding reproduction,  should  be  answered  simply  and  truthfully  and  the  child  should 
have  acquired  some  knowledge  of  anatomy  and  physiology,  including  reproduction, 
before  the  age  of  puberty  is  reached. 

Mothers:  There  has  been  much  controversy  about  the  relative  advantages  to  both 
mother  and  child,  of  parturition  in  the  home  or  in  the  hospital.  It  is  said  that  the 
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home  is  the  natural  place  for  the  baby’s  birth  and  that  its  atmosphere  has  a psychologi- 
cal effect  on  the  mother,  tending  to  promote  easier  labor  and  successful  breast  feeding. 
On  the  other  hand,  the  mother  at  home  is  seldom  free  from  her  anxieties  and  house- 
hold cares. 

Fathers:  1 raining  boys  and  young  men  must  also  receive  consideration.  In  the 
modern  family,  especially  where  the  wife  is  gainfully  employed,  the  man’s  participa- 
tion in  household  duties  is  necessary  for  cooperation  and  harmonious  living. 

iMarriage:  The  main  attack  upon  the  recent  increase  of  venereal  disease  should  be 
a raising  of  the  standard  of  sexual  m.orality  and  fidelity  in  marriage.  Early  marriage 
should  be  encouraged. 

Clipping  2\o.  7 is  a comment  on  the  Tory  defeat  in  South  Hammersmith.  This 
liard  fought  battle  is  notable  for  two  illusions  which  the  Socialists  fostered.  One  was 
that  the  Tories  would  welcome  large-scale  unemplo}*ment.  The  other  was  that  they 
were  opposed  to  the  National  Health  scheme.  The  reporter  says  that  the  Tories  would 
not  have  made  doctors  the  lackeys  of  the  State  and  they  would  have  continued  volun- 
tary and  municipal  hospitals.  Mr.  Bevan  abolished  both,  and  now  the  bills  are  be- 
ginning to  come  in.  On  top  of  this  year’s  miscalculation  of  £58,000,000  the  tax- 
payers must  find  an  additional  £53,000,000  next  year.  If  health,  defense,  food  or 
anything  else  needs  more  money,  that  money  of  course  must  be  found,  ^^’hat  sensible 
people  criticize  is  the  wastrel  incompetence  of  these  so-called  planners  who  plan  for 
a certain  result  for  a certain  sum  and  then  find  that  their  estimates  are  wildly  inac- 
curate. The  final  result  is  always  the  same,  more  millions  thrown  away  and  more 
taxes  are  demanded.  They  remind  us  of  the  crack-pots  who  have  studded  the  Eng- 
lish countr}-side  with  unorthodox  and  unfinished  structures  which  are  known  as  “So 
and  So's  Folly”.  The  political  landscape  is  littered  with  monuments  like  Strachey’s  Acre 
(the  ground  nuts  scheme),  Bevan’s  Bower  (waste  in  health  service)  and  others,  but 
such  extravagances  are  not  funny,  they  are  too  expensive.  Even  the  “dimmest  wits’’ 
in  the  Socialists  ranks  are  discovering  that  the  cash  does  not  come  from  some  myste- 
rious source  called  “the  rich”.  It  is  their  money  and  your  money  that  is  being  wasted. 
The  Socialists  can  spread  their  lie  about  the  Tory  wish  for  unemployment,  but  they 
themselves,  even  with  Marshall  .\id,  will  be  lucky  indeed  if  in  face  of  a rising  world 
competition,  British  industries  can  be  maintained. 


The  Washington  Gynecological  Society’s  Essay  Contest 

^T^HE  sixty-seventh  meeting  of  the  Washington  Gynecological  Society  on  March 
-*■  26th  was  notable  as  a successful  attempt  at  a new  type  of  postgraduate  training. 
Some  months  ago  a contest  for  residents  in  obstetrics  and  gynecology  in  metropolitan 
^^'ashington  was  announced.  The  two  contestants  writing  the  best  papers  were  to  re- 
ceive prizes.  In  addition,  they  were  to  read  their  essays  at  a meeting  of  the  Society. 

Seven  essays  were  presented.  We  were  privileged  to  read  these  papers  and  they 
were  all  good.  The  two  papers  selected  were:  The  Relief  of  Pain  in  Childbirth  by 
Dr.  William  Gordon  Leary,  and  A Shock  Team  for  Obstetrical  Hemorrhage  by  Dr. 
Jean  E.  Paquin.  Both  papers  were  freely  discussed  at  the  meeting  and  the  two  essay- 
ists handled  themselves  well  in  closing  the  discussions.  Simply  as  a medical  meeting, 
the  evening  was  tvvll  worthwhile,  but  in  its  broader  implications,  it  deserves  serious 
consideration. 

Seven  young  men  in  the  beginning  of  their  professional  careers  were  encouraged  to 
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thoroughl}-  explore  a subject  and  to  put  their  thoughts  down  on  ])aper  in  an  orderly 
manner.  This,  in  itself,  has  a distinct  educational  value.  At  one  time  it  was  neces- 
sary to  write  a thesis  and  defend  it  in  order  to  get  a degree  in  medicine.  Somewhat 
later,  entrance  into  a learned  spciety  was  had  on  the  same  terms.  Why  such  require- 
ments were  abandoned,  is  not  clear.  Theses  as  medical  literature  have  not  been  im- 
portant. Their  circulation  was  limited.  .As  a rule  they  were  jioorly  inde.xed  and  most 
libraries  simply  hound  them  in  odd  lots  and  put  them  on  a l)ack  shelf.  But  who  can 
estimate  how  much  benefit  the  writers  of  these  theses  received  from  such  intellectual 
exercise?  Furthermore  they  have  a distinct  value  to  the  medical  historian.  W’hat  bet- 
ter evidence  could  you  want  of  what  was  taught  in  any  given  period?  H.  S.  Levert’s 
thesis  on  Metallic  Ligatures  is  good  evidence  that  dogs  were  used  for  experimental 
purposes  at  the  University  of  Pennsylvania  as  early  as  1829.  Peter  Miller’s  thesis  in 
1804  and  William  Potts  Deweese’s  thesis  in  1806  clearly  show  that  the  same  F'niver- 
sity  was  interested  in  the  relief  of  the  pains  of  parturition  in  the  beginning  of  the 
1 9th  Centur}’. 

Weir  Mitchell  or  Oliver  Wendell  Holmes,  one  or  the  other,  once  said  that  printer’s 
ink  was  the  most  intoxicating  of  all  fluids.  .Any  effort  to  get  a young  doctor  started  in 
writing  is  worthwhile.  More  societies  should  follow  the  lead  of  the  Washington 
Gvnecological  Society  in  this  respect. 


SOCIETIES 


The  Northern  Virginia  Medical  Society 

Held  its  tri-yearly  meeting  at  the  Woodstock  Ho- 
tel, Woodstock,  on  .April  12.  Dr.  Harold  \\'.  Alil- 
ler,  president,  presiding.  Doctors  present  were: 
George  Parrott  of  New  Alarket;  Conrad  Gossels  of 
Mt.  Jackson;  R.  W.  Stoneburner  and  F.  C.  Downey 
of  Edinburg;  F.  W.  Gearing,  Jr.,  H.  W.  Miller 
and  L.  K.  Woodward  of  Woodstock;  G.  E.  Hartle 
of  Aloorefield,  \\’.  Va.;  George  I-ong,  M.  J.  White, 
and  E.  G.  Naslund  of  Luray;  C.  W.  Trott  of  Stan- 
ley; G.  G.  Crawford,  E.  L.  Hopewell  and  F.  D. 
Maphis,  Jr.,  of  Strasburg;  R.  K.  Butler,  Elizabeth 
Sherman,  C.  E.  Foley  and  D.  M.  Kipps  of  Front 
Royal;  Thomas  Iden,  C.  H.  Iden  and  Frank  Tap- 
pan  of  Berryville;  E.  W.  Lacy,  J.  .A.  Miller,  Leslie 
Bell,  Carrington  Harrison,  C.  L.  Riley,  Edmund 
Horgan,  J.  R.  Troxell,  Alonford  Custer,  Bradford 
Bennett  and  John  McL.  .Adams  of  Winchester; 
Charles  Bondurant  and  L.  C.  Haynes  of  Newton 
D.  Baker  Hospital  at  Martinsburg,  W.  Va. 

Interesting  case  reports  were  given  by  Dr.  C.  L. 
Riley,  Dr.  Leslie  Bell,  Dr.  L.'  K.  Woodward  and 
Dr.  F.  W.  Gearing,  Jr.  Following  these,  an  in- 
structive color  and  sound  film  on  “Peptic  Ulcer”  was 
shown  to  the  group  by  Air.  J.  G.  Elletson,  regional 
representative  for  ^^’yeth  Incorporated. 


Dr.  William  R.  Sandusky,  assistant  professor  of 
surgery  at  the  F'niversity  of  Virginia,  was  guest 
speaker,  and  gave  a most  helpful  talk  on  “The  sur- 
gical .Aspects  of  Gastric  and  Duodenal  Ulcer”.  He 
was  made  honorary'  member  of  the  society. 

New  members  received  into  the  society  were  Drs. 
Frances  Ford  and  Bradford  S.  Bennett  of  Win- 
chester and  Dr.  John  F.  Cadden  of  Front  Royal. 

Following  a business  session  and  luncheon,  the 
meeting  adjourned  to  meet  in  Luray,  on  .August  9, 
1949. 

Fred  D.  Maphis,  Jr. 
Secretary-Treasurer 

Annual  Spring  Clinic. 

The  Norfolk  County  Aledical  Society  held  its 
annual  Spring  Clinic  in  hospitals  of  that  city  on 
.April  6,  with  Dr.  George  .A.  Duncan  as  chairman  of 
arrangements.  There  were  many  vis'ting  physicians 
from  Tidewater  Virginia  and  North  Carolina  nnd 
the  following  program  was  presented : 

.At  Norfolk  General  Hospital 
Morning  Session 

Diagnosis  of  Genital  Malignancy  hy  Vaginal  Smears — 
Wm.  E.  Byrd,  M.D. 

The  New  .Analgesics — C.  N.  Psimas,  M.D. 

The  Hernia  in  Childhood — Charles  Davis,  M.D. 
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Prevention  of  Deafness — A.  A.  Burke,  M.D. 

Treatment  of  Complete  Rectal  Prolapse— Wm.  B.  Wiley, 
M.D. 

Diverticuli  of  the  Duodenum — A.  B.  Hodges,  M.D.,  and 
P.  B.  Parsons,  M.D. 

Lithium  Intoxication — Joseph  Lea,  M.D. 

Marie  Strumpell  Arthritis — Geo.  G.  Hollins,  M.D.,  Ed- 
ward Levy,  M.D.,  and  K.  K.  Wallace,  M.D. 

Medical  Guest — Fungus  Diseases — D.  G.  Martin,  M.D., 
Columbia  and  Duke  Universities. 

This  program  was  followed  by  luncheon  as  the  courtesy 
of  the  Hospital. 

De  P.aul  Hospit.al 
.Afternoon  Session 

Diagnosis  by  Endoscopic  Methods — Neil  Callahan,  M.D. 
Giant  Segmental  Ureter — ^John  H.  Hill,  M.D. 

Streptomycin  in  Tuberculosis — A.  Kruger,  M.D. 
Unnecessary  Vaginal  and  Pelvic  Surgery — George 
Schenck,  M.D. 

Surgical  Guest  Speaker — .Anatomy  of  the  Hand — Joseph 
E.  Markee,  M.D.,  Duke  University. 

Following  the  scientific  sessions,  those  attending  enjoyed 
a social  hour  at  Norfolk  Yacht  and  Country  Club,  as  a 
courtesy  of  Leigh  Memorial  Hospital,  and  this  was  fol- 
lowed by  dinner  and  entertainment. 

Williamsburg-James  City  County  Medical 
Society. 

Dr.  Guy  W.  Horsley,  Richmond,  councilor  for 
the  district,  and  Mr.  Henry  S.  Johnson,  director  of 
Public  Relations  of  the  State  Society,  were  guests 
at  the  March  25th  meeting  of  this  society.  Elec- 
tion of  officers  was  held  at  this  time  and  Dr.  Joseph 
E.  Barrett  was  elected  president;  Dr.  Eleanor 
Beamer-iMaxwell  vice-president;  and  Dr.  Granville 
L.  Jones  secretary-treasurer.  .All  are  of  Williams- 
burg. 

The  Wise  County  Medical  Society 

.Added  another  gala  event  when  Dr.  E.  J.  Benko 
of  Norton  entertained  thirty-three  members  and 
guests  at  the  Lonesome  Pine  County  Club  with  a 
steak  dinner  and  all  the  trimmings,  on  April  6th. 
Dr.  Mason  Romaine,  Director  of  the  Bureau  of 
Cancer  Control  of  the  State  Health  Department, 
Richmond,  spoke  on  Early  Diagnosis  of  Can- 


cer and  showed  a film  on  Cancer,  the  Problem 
of  Early  Diagnosis.  A film  on  therapeutic  exercise 
was  shown — as  well  as  (by  mistake)  the  Siege  of 
.Antwerp.  New  members  elected  at  this  time  are 
Drs.  Edward  B.  Blum,  Dunbar  and  Theodore  C. 
.Andrew,  Norton.  Delegate  and  alternate  to  the 
State  Society  meeting  in  the  fall  were  also  named. 

The  next  meeting  of  this  Society  will  be  held  in 
Norton  on  June  8th. 

T.  J.  Tudor,  Secretary 
Hanover  County  Medical  Society. 

.A  meeting  of  the  Hanover  doctors  was  called  on 
March  16th  and  reactivation  of  the  Society  was  dis- 
cussed. Dr.  J.  .A.  Wright  of  Doswell  resigned  as 
president  and  Dr.  A.  E.  Murray  of  Beaverdam  was 
elevated  from  vice-presidency  to  fill  the  position. 
Dr.  John  D.  Hamner,  Jr.,  .Ashland  was  re-elected 
secretary-treasurer.  It  is  planned  to  have  a meeting 
late  in  May  or  early  June  and  at  that  time  to  have 
as  guest  speakers  Dr.  Guy  W.  Horsley,  councilor 
for  the  district,  and  Mr.  Henry  S.  Johnson,  direc- 
tor of  Public  Relations  of  the  State  Societv. 

Roanoke  Academy  of  Medicine. 

On  April  4th,  the  scientific  program  of  the  .Acad- 
emy was  arranged  and  sponsored  by  the  Gill  Me- 
morial Hospital,  and  a paper  was  presented  by  Dr. 
John  N.  Lundy  of  the  Alayo  Clinic,  Rochester, 
Alinn.,  entitled  Why  the  Anesthesiologist  May  Aid 
A'ou  in  the  Care  of  Your  Patient.  The  other  paper 
of  the  evening  was  on  The  Story  of  Penicillin  by 
Dr.  L.  P.  Garrod  of  the  University  of  London, 
England.  Following  the  meeting,  members  of  the 
Academy  were  guests  of  the  staff  of  the  Gill  Me- 
morial Hospital  at  a buffet  supper  in  the  ball  room 
of  Hotel  Roanoke. 

Lynchburg  Academy  of  Medicine. 

Dr.  W.  T.  Pugh  presided  at  the  regular  meeting 
of  the  .Academy  on  Alarch  1 4 at  which  time  Dr. 
E.  G.  Scott  was  appointed  as  a member  of  the  dis- 
trict council.  Dr.  Patrick  FI.  Drewr)’,  Jr.,  of  Rich- 
mond addressed  the  .Academy  on  “Early  Diagnosis 
of  the  Psychoses”. 
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Annual  Meeting,  Medical  Society  of  Vir- 
ginia. 

Under  the  leadership  of  Dr.  Wuverly  R.  Payne, 
Newport  News,  the  medical  profession  of  the  Vir- 
ginia Peninsula  is  making  plans  for  the  annual 
meeting  of  the  Medical  Society  of  Virginia,  Octo- 
ber 9-12.  Doctors  of  the  Peninsula  area  are  es- 
f)ecially  entliusiastic  about  the  meeting,  for  this  will 
be  the  first  meeting  of  the  Society  on  the  Virginia 
Peninsula  since  1902  when  it  met  at  Newj)ort  News. 
Indeed  there  has  been  only  one  other  meeting  on  the 
Peninsula  in  all  the  history  of  the  Society.  This 
was  in  1881  when  it  met  at  the  Hygeia  Hotel  at 
Old  Point  Comfort  with  Dr.  Hunter  McGuire  of 
Richmond  in  the  chair.  So  when  the  Medical  So- 
ciety of  Virginia  comes  back  to  Old  Point  Com- 
fort this  coming  October  it  will  be  after  a lapse  of 
67  years. 

The  Local  Committee  on  Arrangements,  headed 
by  Dr.  Payne,  is  preparing  a cordial  welcome  for 
the  members  of  the  Society.  The  Chamberlin  Hotel 
which  will  house  the  meeting  stands  on  the  fur- 
thermost tip  of  the  Peninsula.  It  commands  a mag- 
nificent view  of  Hampton  Roads  and  Chesapeake 
Bay.  A stone’s  throw  from  the  hotel  is  old  Fortress 
Monroe,  surrounded  by  a moat  like  a medieval 
castle.  Tours  by  land  and  water  are  being  organized 
for  the  members  of  the  Society  and  their  wives.  For 
the  sports-minded  all  the  sports  will  be  available. 
Special  events  for  the  visiting  ladies  are  being 
planned  by  the  Woman’s  Auxiliary.  Dr.  Payne  has 
appointed  the  following  chairmen:  Entertainment, 
Dr.  Edward  L.  Alexander,  New'port  News;  Regis- 
tration, Dr.  Barnes  Gillespie,  Hilton  Village;  Meet- 
ing Arrangements,  Dr.  Robert  H.  Wright,  Jr., 
Phoebus;  Golf  and  other  Recreation,  Dr.  .Mfred  A. 
Creecy,  Newport  News;  Scientific  Exhibits,  Dr. 
J.  Will  Tankard,  Hilton  Village;  Publicity  and 
Press  Relations,  Dr.  Chester  D.  Bradley,  Newport 
News;  and  the  H oman’s  Auxiliary,  !Mrs.  Chester 
D.  Bradley. 

Keep  a place  on  your  calendar  for  Old  Point 
Comfort  in  October. 

Chester  D.  Br.adley 

Convention  Hotels. 

As  previously  suggested,  reservations  should  be 
made  promptly  by  those  planning  to  attend  the 


State  meeting  in  October,  as  we  are  informed  that 
a number  have  already  been  booked.  In  addition  to 
rates  at  the  Chamberlin,  those  for  nearby  hotels  are: 

Hotel  Chamberlin 

Single— $+.00,  $5.00,  $6.00,  $7.00,  $8.00  and  $10.00. 
Double— $6.00,  $7.00,  $8.00,  $9.00,  $10.00  and  $12.00. 

A rnerican  Plan  rate — $11.00  per  person,  double. 

$13.00  person,  single. 

Hotel  Langley 

Singles — $2.00  to  $4.00. 

Doubles — $+.00  to  $6.00. 

Hotel  Warwick 

Singles — $4.00  to  $+.50. 

Doubles— $7.00  to  $7.50. 

Members  of  A.M.A.  Can  Attend  Atlantic 
City  Meeting. 

The  American  IHedical  Association  has  advised 
that  physicians  who  are  members  of  that  Associa- 
tion, as  well  as  Fellows,  will  be  admitted  to  the 
general,  scientific  and  other  meetings  at  the  Atlan- 
tic City  convention,  June  6-10.  However,  only 
Fellows  may  take  part  in  any  of  the  official  pro- 
ceedings. 

Conference  for  County  Medical  Society  Of- 
ficers. 

The  Fifth  National  Conference  of  County  Medi- 
cal Society  Officers  will  be  held  in  Atlantic  City, 
June  5th.  All  physicians  are  invited  but  county 
medical  society  officers  are  especially  urged  to  at- 
tend. The  program  is  designed  to  answer  some  of 
the  principle  problems  confronting  county  medical 
societies  and  it  will  include  practical  demonstra- 
tions of  special  activities,  together  with  exhibits  and 
examples.  The  speakers  are  to  be  selected  from  so- 
cieties actually  carrying  on  the  activities  under  dis- 
cussion. 

The  time  is  tentatively  set  for  Sunday,  June  5th, 
from  9:00  a.m.  to  1:00  p.m.  in  the  Rose  Room  of 
the  Hotel  Traymore.  A special  Sunday  evening 
session  is  planned  for  that  evening  in  one  of  the 
Boardwalk  hotels,  and  this  will  be  open  to  all  phy- 
sicians and  their  wives. 

Medical  College  of  Virginia  News. 

Dr.  Morris  Fishljein,  editor  of  I'he  Journal  of 
the  American  Medical  Association,  spoke  on  the 
association’s  program  for  medical  care  on  April  8, 


266 


Virginia  Medical  Monthly 


I 


in  Richmond,  under  the  s])onsorship  of  the  Medi- 
cal College  of  ^■irginia's  Gamma  Chapter,  Sigma 
Zeta,  national  honorary  scholarship  society  for  medi- 
cal students.  Dr.  Fishbein  discussed  the  AMA’s 
counter  proposal  to  President  Truman’s  to  provide 
medical  care  to  those  in  need  of  it.  At  the  close  of 
the  lecture,  the  medical  journal  editor  conducted  a 
lively  discussion  period. 

The  Medical  College  of  Virginia  will  confer  an 
honorary  degree  of  Doctor  of  Science  upon  Dr. 
Wortley  F.  Rudd,  dean  emeritus  of  the  college's 
School  of  Pharmacy,  at  the  commencement  of  the 
college  on  June  7.  Dr.  Rudd  served  on  the  faculty 
of  the  ^ledical  College  of  Virginia  for  43  years, 
27  of  which  he  was  Dean  of  the  School  of  Phar- 
macy, the  position  from  which  he  retired  on  June 
1.  1947. 

Seven  members  of  the  adjunct  faculty  have  been 
promoted  to  the  major  faculty  of  the  iMedical  Col- 
lege of  Virginia  School  of  Medicine,  effective  July 
1.  They  are:  Dr.  Thomas  W.  Murrell,  Jr.,  from 
associate  to  assistant  professor  in  dermatology  and 
syphilology;  Dr.  James  O.  Burke,  from  associate 
in  medicine  to  assistant  professor  of  medicine;  Dr. 
G.  Watson  James,  III,  from  research  fellow  in 
medicine  to  assistant  professor  of  medicine. 

.\lso  Dr.  H.  St.  George  Tucker,  Jr.,  from  asso- 
ciate in  medicine  to  assistant  professor  of  medi- 
cine; Dr.  Leslie  Edwards  from  associate  in  physi- 
ology to  assistant  professor  of  physiolog}’;  Dr. 
Benedict  Xagler  from  associate  to  assistant  pro- 
fessor of  psychiatry  and  neurolog}',  and  Dr.  Wil- 
liam L.  Weaver  from  associate  to  assistant  pro- 
fessor of  public  health. 

The  hospital  division  of  the  Medical  College  of 
Virginia  will  shortly  start  manufacturing  its  own 
oxygen.  It  is  in  the  process  of  installing  a genera- 
tor capaljle  of  producing  500,000  cubic  feet  of  oxy- 
gen per  month.  This  will  be  the  largest  unit  in- 
stalled at  a hospital  in  the  world  and  the  second 
unit  to  be  installed  in  a ho.spital. 

Oxygen  obtained  by  the  simple  ex])edient  of 
turning  on  a faucet  will  be  piped  at  first  to  all  op- 
erating rooms,  emergency  rooms,  and  nur.=eries  in 
the  ho.spitals  of  the  division  as  well  as  to  two  pri- 
vate rooms  on  each  floor. 

The  system  is  scheduled  for  full  operation  by 
July  1.  The  institution  is  renting  the  equipment 
from  .\ir  Products  Corporation  and  will  pay  for  it 


on  a sliding  scale  based  on  the  amount  of  oxygen 
consumed.  Based  on  the  current  rate  of  consump- 
tion of  from  150,000  to  200,000  cubic  feet  per 
month,  tlie  hospital  will  pay  to  generate  its  own 
oxygen  an  estimated  $12,000,  whereas  at  the  pres- 
ent time  it  is  paying  about  .$2 1,000  per  year. 

New  Film  on  Cancer. 

.A,  film,  titled  “Cancer:  The  Problem  of  Early 
Diagnosis”,  which  has  received  the  approval  of  the 
•American  Medical  Association’s  Committee  on 
Aledical  Motion  Pictures,  has  been  made  avail- 
able to  the  medical  profession  through  more  than 
50  state  and  regional  distributing  points. 

Through  the  efforts  of  its  co-sponsors,  the  Ameri- 
can Cancer  Society  and  the  National  Cancer  In- 
■stitute  of  the  United  States  Public  Health  Service, 
prints  for  single  showings  may  be  borrowed  frcm 
State  Cancer  Society  offices.  State  Health  Depart- 
ments, and  four  regional  offices  of  Association 
Films  located  in  New  York  City;  Chicago,  Illi- 
nois; Dallas,  Texas;  and  San  Francisco,  California. 

The  film,  designed  for  general  practitioners,  is 
based  on  the  premise  that  if  cancer  were  diagnosed 
early  and  effectively  treated  the  death  rate  might  be 
reduced  by  almost  50  per  cent. 

“Cancer;  The  Problem  of  Early  Diagnosis”  is 
the  first  in  a series  of  six  films  to  deal  with  the 
.'Ubject.  The  succeeding  five,  to  be  released  within 
the  next  two  years,  will  deal  with  diagnosis  of  can- 
cer by  specific  body  site. 

Hospital  and  Medical  Service  Month. 

The  Richmond  .Area  Community  Council  is  spon- 
soring an  educational  campaign  during  Alay,  to 
tell  the  people  of  the  community  about  the  advan- 
tages of  prepaid  plans  for  hosi^ital  and  medical  care. 

T.  R.  Harrell,  council  president,  says:  “The 
Community  Council  feels  that  such  an  educational 
campaign  will  be  a service  to  the  people  of  the  com- 
munity. M’hen  sickness  strikes,  the  cost  of  medical 
and  hospital  care  often  causes  financial  hardship 
for  the  average  family.  This  can  be  avoided  through 
prepaid  plans  for  hospital  and  medical  care. 

“.At  present,  however,  only  about  half  the  peo- 
ple in  this  community  are  protected  by  these  plans. 
So,  the  council  is  sponsoring  this  educational  cam- 
I)aign  because  it  believes  that  a community  pro- 
tected against  tlie  unexpected  cost  of  serious  ill- 
ne.ss  is  a better  community.” 
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Employers  have  been  asked  to  assist  in  the  cam- 
])aign  by  informing  their  employees  of  the  Irenefits 
of  medical  and  hospital  plans  offered  through  their 
companies. 

'File  Richmond  Cliamber  of  Commerce,  which  is 
cooperating  in  the  drive,  lias  urged  larger  employ- 
ers to  encourage  employee  jiarticipation  in  payroll 
deduction  group  plans  or  to  provide  for  such  a jilan 
if  it  is  not  available.  Other  groups  coojierating  in 
the  campaign  include  the  Richmond  Industrial  Per- 
sonnel Association,  ^^'omen’s  Personnel  Club,  Rich- 
mond Personnel  E.xecutives  Association,  rejiresenta- 
tives  of  A.F.L.  and  C.EO.  and  the  Richmond  Acad- 
emy of  Medicine. 

Dr.  B.  W.  Rawles,  Jr.,  is  chairman  of  a special 
Community  Council  committee  which  is  arranging, 
for  speakers  to  address  various  civic  clubs  and 
other  organizations. 

New  Fellows  in  the  American  College  of 

Physicians. 

-Announcement  was  made  at  the  .Annual  Convo- 
cation of  the  -American  College  of  Physicians  Alarch 
.iOth  in  New  A'ork  City  of  the  election  of  seven 
A’irginia  physicians  to  Fellowship  in  the  College. 
To  be  eligible  for  Fellowship,  a physician  must  have 
been  graduated  from  an  approved  medical  school, 
serve  three  years  as  an  associate  in  the  College  and, 
if  engaged  in  practice,  his  professional  activity  must 
be  limited  to  internal  medicine. 

Ahrginia  physicians,  thus  honored,  were;  Dr. 
Wellford  C.  Reed,  Dr.  Sidney  G.  F’age,  Jr.,  and  Dr. 
James  M.  MacMillan,  Richmond;  Dr.  Charles  F. 
Savage,  Waynesboro;  Dr.  George  S.  Grier,  III, 
Newport  News;  Dr.  Robert  E.  Glendy,  and  Dr. 
Hal  Davis,  Roanoke. 

Virginia  State  Board  of  Medical  Examiners 

The  regular  meeting  of  the  A’irginia  State  Board 
of  Aledical  E.xaminers  will  be  held  at  the  Rich- 
mond Hotel,  Richmond,  on  June  16th,  1949,  and 
the  examination  on  Part  I and  Part  11  will  be  held 
at  the  same  Hotel  June  17th  and  18th. 

-All  papers  relative  to  the  application  for  exami- 
nation and  for  license  by  reciprocity  must  be  filed 
with  the  Board  not  less  than  ten  days  before  the 
date  of  meeting. 

Address  all  correspondence  on  these  subjects  to 
Dr.  K.  D.  Graves,  631  First  Street,  S.  Roanoke, 
A’irginia. 


International  Congress  on  Rheumatic  Dis- 
eases 

Will  meet  at  the  ^A'aldorf  .Astoria  in  New  York 
from  May  30  to  June  3.  This  Congress  is  sponsored 
and  supported  by  several  organizations  including 
the  -American  Rheumatism  -Association,  the  United 
States  Public  Health  Service,  and  the  -Arthritis  and 
Rheumatism  Foundation,  the  latter  being  estab- 
lished only  in  1948. 

Inquiries  concerning  registration,  the  complete 
program,  and  other  aspects  of  the  Congress  can  be 
addressed  to  Air.  Robert  D.  Potter,  Executive  Di- 
rector, 535  Fifth  -Avenue,  New  A’ork,  New  York. 

Virginia  Doctors  Attend  Cincinnati  Conven- 
tion. 

The  greatest  meeting  of  general  practitioners  ever 
to  be  held  in  this  country  was  attended  by  forty-one 
A’irginia  doctors  at  Cincinnati  the  early  part  of 
Alarch.  There  were  more  than  3 500  doctors  regis- 
tered. Since  the  outside  figure  in  planning  was  for 
2,000  doctors,  it  was  necessary  to  exhaust  all  pos- 
sible hotel  accommodations  in  Cincinnati  for  this 
convention,  and  even  then  many  had  to  return  to 
their  homes  because  of  no  facilities  to  accommod;ite 
them. 

Dr.  John  O.  Boyd,  Jr.,  Roanoke,  one  of  the 
founders  of  the  national  association,  was  elected  to 
the  board  of  directors  and  also  was  named  chair- 
man of  the  Hospital  committee.  Other  Ahrginia  doc- 
tors named  on  committees  were;  Dr.  James  L.  Ham- 
ner  of  Alannboro  on  the  Education  Committee;  Dr. 
J.  D.  Hagood  of  Clover  on  the  Legislation  and 
Public  Relations  Committee;  and  Dr.  Edward  E. 
Haddock  of  Richmond  on  the  1950  -Assembly  Pro- 
gram Committee.  Dr.  AA’alter  B.  Martin  of  Norfolk 
is  one  of  the  -Advisory  members  of  the  Aledical 
Coordinating  Committee. 

Those  attending  this  meeting  from  A’irginia  are 
as  follow's; 

Dr.  John  O.  Boyd,  Jr.,  Roanoke. 

Dr.  H.  H.  Braxton,  Chase  City. 

Dr.  Rufus  Brittain,  Tazewell. 

Dr.  J.  Garnett  Bruce,  Gordonsville. 

Dr.  Kenneth  N.  Byrne,  Lexington. 

Dr.  John  W.  Davis,  Lynchburg. 

Dr.  Frank  A.  Farmer,  Roanoke. 

Dr.  Ernest  F.  Flora,  Roanoke. 

Dr.  L.  M.  Galbraith,  Norfolk. 

Dr.  B.  C.  Grigsby,  Bristol. 

Dr.  E.  E.  Haddock,  Richmond. 
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Dr.  J.  D.  Hagood,  Clover. 

Dr.  James  L.  Hamner,  Mannboro. 

Dr.  B.  A.  Hopkins,  Stuart. 

Dr.  Louis  A.  Houff,  Clifton  Forge. 

Dr.  Ira  H.  Hurt,  Roanoke. 

Dr.  Mary  E.  Johnston,  Tazewell. 

Dr.  Clarence  P.  Jones,  Jr.,  Newport  News. 

Dr.  Otto  Kastenbaum,  Norfolk. 

Dr.  James  C.  Le  Fon,  Richmond. 

Dr.  Carl  S.  Lingamfelter,  Richmond. 

Dr.  William  S.  Lloyd,  Goochland. 

Dr.  John  A.  B.  Lowry,  Crewe. 

Dr.  C.  F.  Manges,  Blacksburg. 

Dr.  Julius  E.  Mangus,  Wytheville. 

Dr.  T.  B.  McCord,  Fairfax. 

Dr.  James  T.  O’Neal,  Amelia. 

Dr.  Wilkins  J.  Ozlin,  South  Hill. 

Dr.  Louis  Perlin,  Richmond. 

Dr.  N.  F.  Rodman,  Norfolk. 

Dr.  Herbert  W.  Rogers,  Norfolk. 

Dr.  Joseph  Schechner,  Norfolk. 

Dr.  Russell  B.  Smiley,  Salem. 

Dr.  Robert  J.  Smith,  Rich  Creek. 

Dr.  Charles  W.  Steel,  Suffolk. 

Dr.  G.  F.  Sutherland,  Big  Stone  Gap. 

Dr.  C.  R.  Titus,  Bedford. 

Dr.  S.  A.  Tuck,  Pembroke. 

Dr.  Thos.  M.  Vorbrinck,  Norfolk. 

Dr.  Fletcher  J.  Wright,  Petersburg. 

Dr.  Geo.  C.  Williams,  Pearisburg. 

Personnel  Notes  from  Department  of  Health. 

Dr.  Joseph  E.  Malcomson  has  been  appointed 
Health  Officer  of  the  Halifax  County  Health  De- 
partment effective  March  16,  1949.  with  headquar- 
ters at  South  Boston. 

Effective  April  18,  1949,  Dr.  Myron  P.  Rudolph 
assumed  his  duties  as  Health  Officer  of  the  Pittsyl- 
vania County  Health  Department,  Chatham. 

South  Atlantic  Association  of  Obstetricians 
& Gynecologists. 

.At  the  recent  meeting  of  this  association,  held  in 
\\’illiam.sburg,  Va.,  Dr.  C.  J.  .Andrews  of  Norfolk 
succeeded  to  the  presidency,  and  Dr.  Lester  A.  Wil- 
son of  Charleston,  S.  C.,  was  named  president-elect. 
Dr.  Emmett  D.  Colvin  of  Atlanta,  Ga.,  is  secretary- 
treasurer.  The  ne.xt  meeting  will  be  held  at  Hotel 
Roanoke,  Roanoke,  Va.,  in  February  1950. 

The  Neuropsychiatric  Society  of  Virginia 
Held  its  Spring  meeting  in  the  .Academy  of  Medi- 
cine Building,  Richmond,  on  the  afternewn  of  .April 
the  6th,  under  the  presidency  of  Dr.  C.  L.  Neale  of 
this  city.  At  this  time  the  following  papers  were 
])rcsented : 


.A  Case  of  Hj  sterical  .Amnesia  Treated  by  H\  pno- 
sis — Dr.  Rafael  .A.  Mora,  Williamsburg. 

A Critical  .Analysis  of  Fifty  Cases  of  Spinal  Frac- 
ture Due  to  Electro-shock — Dr.  James  B. 
Funkhouser,  and  Dr.  Hiram  W.  Davis,  both 
of  Richmond. 

Officers  elected  for  the  ensuing  year  are:  Dr. 
James  B.  Pettis,  Staunton,  president;  Dr.  James 
K.  Morrow,  M.D.,  Radford,  vice-president;  and 
Dr.  R.  Coleman  Longan,  Richmond,  secretary- 
treasurer. 

.A  social  hour  and  dinner  in  the  .Academy's  din- 
ing room  followed. 

Course  in  Gastrointestinal  Surgery. 

The  National  Gastroenterological  Association,  in 
cooperation  with  the  Postgraduate  Division  of  Tufts 
College  Medical  School  and  the  First  and  Second 
Surgical  Services  of  the  Boston  City  Hospital,  an- 
nounces a course  in  gastrointestinal  surgery  to  be 
given  at  the  Boston  City  Hospital,  Boston,  Mass., 
on  October  27,  28,  29,  1949. 

This  will  cover  various  phases  of  gastrointesti- 
nal surgery.  It  will  be  under  the  personal  direction 
of  Dr.  Owen  H.  Wangensteen,  Professor  of  Sur- 
gery, University  of  Alinnesota  Medical  School,  as- 
sisted by  Lord  Alfred  Webb-Johnson,  President  of 
the  Royal  College  of  Surgeons,  London,  England, 
and  the  members  of  the  surgical  staff  of  the  Boston 
City  Hospital,  as  well  as  other  distinguished  guests. 
Enrollment  in  the  course  is  limited  to  250.  The  fee 
will  be  $35.00  per  person.  Veterans  may  take  this 
course  under  the  G.  1.  Bill  of  Rights.  For  further 
information  and  enrollment  write  to  the  National 
Gastroenterological  .Association,  Dept.  GSJ,  1819 
Broadway,  New'  A'ork  23,  N.  Y. 

New  Film  Added  to  A.  M.  A.  Library. 

The  .A.  M A.  has  procured  several  16  mm.  prints 
of  the  motion  picture  “Modern  Surgery,”  black  and 
white,  sound,  700  feet,  one  reel,  showing  time  15 
minutes.  It  was  produced  by  the  March  of  Time 
and  released  to  commercial  theaters  under  the  title 
“The  Case  of  Mrs.  Conrad.”  The  film  depicts  the 
story  of  a surgical  operation  from  the  moment  the 
family  physician  suggests  hospitalization  until  the 
I)atient  has  fully  recovered. 

Idiysicians  called  upon  to  address  lay  audiences, 
such  as  service  organizations,  P.  T.  .A.  groups,  and 
others  may  find  this  film  a useful  adjunct  in  their 
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lectures.  It  is  procurable  on  loan  (seiA-ice  charge 
$2)  from  the  Committee  on  Medical  Motion  Pic- 
tures, A.  M.  A.,  Chicago. 

Dr.  Robert  G.  Dunn,  Jr., 

Class  of  ’42,  Medical  College  of  Virginia,  and 
recently  of  Richmond,  is  now  on  duty  in  the  x-ray 
department  at  tlie  I’.  S.  Naval  Hospital  in  Phila- 
delphia. 

Health  Education. 

The  Bureau  of  Health  Education  of  the  .American 
Medical  .Association  is  sending  to  the  ‘secretary  of 
each  component  society  a questionnaire,  on  school 
health  services  in  his  community  and  the  .^(xieties 
are  asked  to  complete  and  return  these  to  the  .A.M..A. 
as  promptly  as  possible.  The  .Association,  in  co- 
operation with  the  U.  S.  Office  of  Education,  is 
making  a survey  of  school  health  services  with  the 
hope  of  bringing  about  improvement  of  school  health 
pirograms  within  the  framework  of  the  private  prac- 
tice of  medicine. 

Dr.  John  M.  Ratliff, 

Norfolk,  announces  the  removal  of  his  office  for 
the  piractice  of  medicine  to  5113  Colley  .Avenue, 
that  city. 

Married. 

Dr.  John  Fulton  AIcGavock,  Crozet,  and  Airs. 
Rosalie  Stevens  Kerr,  Salem  and  .Albemarle  County, 
March  24th.  They  will  make  their  home  at  “Alonte- 
sano’’  in  .Albemarle  County. 

Ex-Interns  of  Stuart  Circle  Hospital. 

.At  the  sixteenth  annual  meeting  of  the  ex-interns 
of  Stuart  Circle  Hospital,  Richmond,  held  in  .April, 
Dr.  .Algie  S.  Hurt,  Richmond,  succeeded  Dr.  Walter 
McMann,  Danville,  as  president;  Dr.  John  .A. 
Stevens  is  vice-president  and  Dr.  Robert  A'.  Ter- 
rell was  re-elected  secretary. 

Dr.  Frank  W.  Reynolds, 

.Assistant  professor  of  medicine  and  dermatology’ 
at  the  Aledical  College  of  A'irginia,  has  been  ap- 
pointed as  director  of  the  Richmond  Health  De- 
piartment’s  new  program  of  home  medical  care  for 
the  indigent.  The  Health  Department  has  made 
various  changes  in  its  former  program  of  indigent 
medical  care  in  order  to  provide  better  care  for  p)er- 
sons  served  and  also  to  cut  down  the  length  of  time 


such  piatients  are  kept  in  the  hospital.  The  new 
plan  provides  for  a general  practice  clinic  at  the 
Medical  College  of  A’irginia  Out-Patient  Depart- 
ment, with  full-time  physicians  employed  to  con- 
duct the  clinic  and  to  make  necessary  home  visits. 
Dr.  Reynolds  will  direct  this  jirogram. 

American  Academy  of  Neurology. 

.Announcement  is  made  of  the  establishment  of 
the  .American  .Academy  of  Neurology  whose  purpx)se 
it  is  to  further  and  encourage  the  practice  of  clini- 
cal neurology  and  to  stimulate  teaching  and  re- 
search in  neurology  and  allied  sciences.  Active 
membership!  is  open  to  every  physician  who  has  been 
certified  in  neurology  or  in  both  neurology  and 
p)sychiatry.  Junior  membership  is  available  to  phy- 
sicians presently  engaged  in  postgraduate  studies 
in  neurology  or  who  are  awaiting  certification  in 
neurology.  In  addition,  there  is  an  associate  mem- 
liership  for  those  who  are  not  certified  in  neurology' 
but  whose  interests  are  in  fields  related  to  neurology. 

The  first  scientific  meeting  will  be  held  at  French 
Lick  Springs,  Indiana,  June  1-3. 

Communications  to  the  .Academy  should  be  ad- 
dressed to  Dr.  Joe  R.  Brown,  19  Millard  Hall, 
University  of  Alinnesota,  Minneapolis  14,  Alin- 
nesota. 

The  National  Society  for  Crippled  Children 

and  Adults 

AA'ill  hold  its  annual  convention,  November  7,  8 
and  9 at  the  Commodore  Hotel,  New  York.  Promi- 
nent authorities  working  in  the  field  of  the  handi- 
capped will  present  latest  developments  at  the  three- 
day  session  marking  28  years  of  service  for  the  So- 
ciety’. Delegates  from  2,000  state  and  local  af- 
filiates of  the  National  Society  will  discuss  research, 
rehabilitation,  training  and  treatment  for  the  handi- 
capped. 

Further  information  about  this  meeting  may  be 
obtained  from  Lawrence  J.  Linck,  executive  direc- 
tor, 11  South  LaSalle  Street,  Chicago  3,  Illinois. 

New  Books, 

.Among  books  recently  acquired  by  the  Library  of 
the  Medical  College  of  A'irginia  are  the  following 
which  are  available  to  our  readers  under  usual  li- 
brary rules: 

.Anderson — Hydropthalmia. 

-Anderson — Detachment  of  the  retina. 

Bloom — Histopathology  of  irradiation  from  external  and 
internal  sources. 
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Campbell — Operative  orthopedics.  2 vols. 

Collen — The  treatment  of  pneumococcic  pneumonia  in  the 
adult. 

Donner  Foundation — Index  to  the  literature  of  experi- 
mental cancer  research,  1900-1935. 

Dubois — Fever  and  regulation  of  body  temperature. 

Food  and  Nutrition  Board — Survey  of  food  and  nutrition 
research. 

Franklin,  Barclay  and  Prichard — The  circulation  of  the 
foetus. 

Frey-Wyssling — Submicroscopic  morphology  of  proto- 
plasm and  its  derivatives. 

Galdston — -Social  medicine;  its  derivations  and  objectives. 
Harris  and  Beath — Army  foot  survey;  an  investigation 
of  foot  ailments  in  Canadian  soldiers. 

Hayes — Fundamentals  of  phlmonary  tuberculosis  and  its 
complications. 

McCord  and  Witheridge — Odors;  physiology  and  control. 
Macy  and  Williams — Hidden  hunger. 

Meakins — Symptoms  in  diagnosis.  2d  ed. 

Mitscherlich — Doctors  of  infamy;  the  story  of  the  Nazi 
medical  crimes. 

Mollison — -The  Rh  blood  groups  and  their  clinical  effects. 
Wiener — Ophthalmology  in  the  war  years.  2 vols. 
Willmer — Retinal  structure  and  colour  vision. 

Wolff  and  Wolff — Pain. 

Physician  Wanted. 

Young  physician  wishing  to  locate  in  growing 
community  on  two  railroads,  #1  Highway,  excel- 
lent farming  and  lumber  industry,  should  contact 
us  at  once.  This  is  a two  physician  practice,  local 
physician  past  60,  will  work  as  partner  or  inde- 
pendent. Write  or  wire  E.  B.  Walthall.  Alayor, 
Alberta,  Virginia.  (.4d^’. ) 


Locum  Tenens — 

June  1-21 — by  1942  graduate,  licensed  in  Vir- 
ginia and  West  Virginia.  Can  do  general  prac- 
tice, surgery,  and  office  LENT.  Address  “Locum 
Tenens”,  care  this  journal,  1200  East  Clay  Street, 
Richmond  19,  Va.  {Adv.) 

For  Rent — 

Desirable  office,  centrally  located  in  Richmond, 
Reasonable.  If  interested,  dial  5-3267,  or  address 
“Office”,  care  this  journal,  1200  East  Clay  Street. 
Richmond  19.  (.Idt’.) 

Doctor  Needed 

For  rural  and  small  town  practice  in  beautiful 
section  of  Valley  of  Virginia.  Large  office  space  and 
12-room  house  available.  Practice  is  monopoly  and 
unlimited,  as  is  remuneration  which  runs  net  $12,- 
000  yearly.  Present  physician  leaving  for  fur- 
ther training  in  specialty.  .Available  immediately. 
Address  Xo.  100,  care  this  journal,  1200  East  Clay 
Street,  Richmond.  (Adt;.) 

Doctors  Needed. 

Requests  are  constantl}-  received  at  the  Society’s 
office  for  physicians,  mostly  in  small  town  and  rural 
districts.  ^lany  of  these  .should  prove  excellent 
openings  for  doctors  desiring  to  locate.  Lists  avail- 
able upon  request  to  the  Medical  Society  of  Vir- 
ginia at  1200  East  Clay  Street.  Richmond. 


OBITUARIES 


Dr.  William  Norwood  Breckinridge, 

Prominent  physician  of  Fincastle,  died  IMarch 
21st  while  attending  a meeting  of  the  Botetourt 
County  Democratic  Executive  Committee.  He  was 
seventy-four  years  of  age  and  received  his  medical 
degree  from  the  University  of  the  South,  Sewanee, 
Tennessee,  in  1904.  .\fter  an  internship,  Dr. 
Breckinridge  opened  his^  office  in  Fincastle  where  he 
took  a very  active  part  in  civic  and  medical  affairs. 
He  served  as  Mayor  of  Fincastle  for  about  thirty 
years  and  county  coroner  for  thirty-five  years.  He 
was  i)rominent  in  Democratic  party  affairs  of  the 
State,  having  sers’ed  for  man\-  vears  as  chairman  of 


the  Botetourt  County  Democrats.  Dr.  Breckinridge 
had  been  a member  of  the  Medical  Society  of  Vir- 
ginia for  thirty-six  years.  His  wife  and  three  chil- 
dren survive  him. 

Dr.  Benjamin  Franklin  Randolph, 

Nelson  Count}'  physician,  died  at  his  home  in 
.Arrington,  March  30th,  having,  been  in  ill  health 
for  some  time.  He  was  seventy-three  years  of  age 
and  a graduate  of  the  former  University  College  of 
Medicine,  Richmond,  in  1912.  Dr.  Randolph  had 
been  a memirer  of  the  Medical  Society  of  Virginia 
since  1913.  .\  brother  and  three  sisters  survive  him. 
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TREATMENT 
OF  CONSTIPATION 
IN 


mucous 

colitis 


rrryi 

J.he  treatment  of  the  constipation  in 
mucous  colic  does  not  differ  from  the  treat- 
ment of  uncomplicated  constipation.  It  is, 
as  alicays,  of  great  importance  to  avoid  irri- 
tating aperients,  ....  The  stools  should  be 
rendered  soft  and  more  bulky  and  therefore 
more  easy  to  expel  with  . . . and  unirritating 
vegetable  mucilages.” 

— Hurst,  A.,  in  Porlis,  S.  A.:  Diseases  of  the  Digestive  System, 
ed.  2,  Philadelphia.  Lea  & Fehiger,  1944,  p.  692. 


MUCOUS  COLITIS.  In  this  x>ray  is  shown  the  distinctive  string-like 
appearance  of  the  descending  portion  of  the  lower  bowel  in 
mucous  colitis,  a condition  frequently  accompanying  severe  degrees 
of  spastic  or  atonic  colon.  In  the  sagittal  section  is  shown  the  over- 
secretion of  mucus  adhering  to  the  bowel  wall. 


By  providing  soft,  demulcent,  water-retain- 
ing, mucilloid  bulk,  Metamucil  — the 
"smoothage”  treatment  of  constipation  — 
promotes  a return  to  normal  elimination. 


METAMUCIL® 

is  the  highly  refined  mucilloid 
of  Plantago  ovata  (50%),  a seed  of  the 
psyllium  group,  combined  with  dextrose 
(50%),  as  a dispersing  agent. 


SEARLE 


Research  in  the  Service  of  Medicine 


G.  D.  SEARLE  & CO.,  CHICAGO  80.  ILLINOIS 
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In  addition  to  its  current  psychotherapeutic  program,  Chestnut  Lodge  now  offers  facil- 
ities for  the  care,  study,  and  treatment  of  the  elderly  patient  requiring  ps3chiatric  super- 
vision. 

Accommodations  are  available  for  thirty  patients,  either  in  private  or  two-bed  rooms  with 
adjoining  bath  in  a newly  constructed  building,  specifically  designed  for  the  senile  patient. 

The  medical,  nursing,  and  occupational  therapy  services  of  the  Lodge  are  utilized  in 
planning  individual  treatment. 

Dexfer  M.  Bullard,  M.D. 
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In  1932  we  brought  out  Poblum?* 
Embodying  a new  concept  of  cereal  nutrition,  easy  of  prep- 
aration, nonwasteful,  forerunner  of  present  day  widely 
practised  principles  of  food  fortification — remember? 


^ Of 


Later,  in  response  to  requests  from 
physicians,  we  went  a step  further  in  Pabena,*  similar  in 
nutritional  and  convenient  features  to  its  father-product, 
Pablum,  different  in  flavor  because  of  its  oatmeal  base. 
If  our  pioneer  work  and  ethical  policy  meet  with  your  appro- 
bation, remember,  please,  to  specify  Pablum  and  Pabena. 

*'‘Pabtunt”  and  "Pabena”  are  the  registered  trademarks  of  Mead  Johnson 
& Company  for  these  vitamin-and-mineral-enrkhed  mixed  cereal  foods. 
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GUEST  EDITORIAL 
Dynamic  Therapeutics  in  Chronic  Disease 

Today  , as  medical  science  moves  forward  in  the  prevention  and  cure  of  infectious 
disease,  chronic  illness  has  become  the  nation’s  primary  medical  problem. 

One  of  the  principal  causes  of  the  increasing  prevalence  of  chronic  disease  has 
been  the  great  advances  in  medical  and  surgical  care  which  have  prevented  death 
and  produced  an  aging  population.  Two  thousand  years  ago,  the  average  length  of 
life  was  25  years;  at  the  turn  of  the  century,  it  was  49;  today,  it  is  66.  In  1900,  1 
person  in  25  was  65  years  of  age  or  older;  it  is  estimated  that  in  1980,  the  ratio  will 
be  1 in  10.  The  chances  are  now  two  out  of  three  that  a young  man  now  starting  his 
working  life  at  the  age  of  18  will  live  to  his  retirement  age  of  65. 

As  people  become  older,  their  medical  needs  change,  and  they  demand  more  medical 
service.  In  1940,  the  26.5  per  cent  of  the  nation’s  population  over  45  required  over 
half  the  nation’s  medical  services.  By  1980,  it  is  expected  that  the  number  of  persons 
over  45  will  constitute  nearly  half  of  the  population. 

The  incidence  of  chronic  disease  is  definitely  related  to  economic  status.  It  de- 
velops most  frequently  among  families  of  low  income  and,  when  it  strikes,  results 
in  further  reduced  income.  In  the  National  Health  Survey  of  1936,  chronic  illness 
was  found  to  exist  nearly  twice  as  much  among  persons  on  relief  as  those  earning 
$3,000  a year  or  over.  A more  recent  study  in  Illinois  showed  that  23  per  cent  of 
all  public  assistance  recipients  were  chronic  invalids.  In  Connecticut,  the  percent- 
age was  20,  and  in  New  Jersey,  38  per  cent  of  those  receiving  old  age  assistance  are 
chronically  ill. 

As  chronic  disease  is  usually  nonreportable,  reliable  statistics  as  to  its  extent  are 
difficult  to  find.  Most  currently  used  figures  spring  from  the  National  Health  Survey 
of  1935-1936.  In  this  survey  conducted  by  the  United  States  Public  Health  Service, 
800,000  families  in  83  cities  and  23  rural  areas  of  19  states  were  studied.  It  found 
that  there  were  some  23,000,000  persons  in  this  country  who  are  handicapped  to  some 
extent  by  disease,  accident,  maladjustment  or  war.  Later  reports,  based  on  smaller 
samplings,  however,  have  indicated  that  chronic  disease  is  even  more  prevalent.  In  a 
recent  survey  in  New  Haven,  Connecticut,  conducted  by  the  School  of  Public  Health 
of  the  Yale  University  College  of  Medicine,  it  was  found  that  121  persons  for  each 
1,000  of  the  population  suffered  from  chronic  illness,  and  that  one-third  of  this  num- 
ber were  totally  disabled. 

Although  chronic  disease  is  more  frequently  found  in  older  j)ersons,  authorities 
state  that  16  per  cent  of  all  persons  with  chronic  diseases  are  under  25  years  of  age. 
The  Yale  study  found  the  percentage  to  be  33. 

As  Dr.  Ernest  P.  Boas,  an  authority  on  chronic  diseases,  pointed  out  in  the  New 
York  .Academy  of  Medicine’s  report  on  “Medicine  and  the  Changing  Order”,  there 
are  but  two  chronic  diseases,  pulmonary  tuberculosis  and  mental  illness,  in  which 
their  medical  care  has  become  an  accepted  community  responsibility.  For  other 
chronic  invalids,  there  is  no  well-planned  and  integrated  service.  They  find  refuge  in 
general  hospitals,  convalescent  homes,  homes  for  the  aged  and  the  back  bedrooms  of 
relatives. 
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Much  of  the  acute  financial  plight  of  both  the  municipal  and  voluntary  hospitals 
results  from  the  increasing  numbers  of  the  chronically  ill  who  enter  the  hospitals  and 
stay  for  long  periods.  Dr.  Edward  M.  Bernecker,  former  Commissioner  of  Hospitals 
of  the  City  of  New  York,  repxirted  22.5  per  cent  of  the  general  care  beds  in  New  York 
City  municipal  hospitals  are  occupied  by  patients  with  long  tenn  illnesses.  The  per- 
centage in  New  York  City  voluntar>'  hospitals  is  said  to  be  about  20  per  cent.  In  a 
study  in  Syracuse,  New  York,  it  was  found  that  84  per  cent  of  902  successive  patients 
in  medical  wards  were  chronically  ill. 

It  is  agreed  that  a great  many  of  the  chronically  ill  must  have  general  hospital  care 
initially.  Many,  however,  remain  in  the  hospital  purel}-  because  of  the  lack  of  any 
place  to  which  they  can  go  if  they  are  discharged.  Convalescent  and  nursing  homes 
are  totally  inadequate  to  meet  the  need,  and  patients  discharged  to  their  homes,  where 
there  are  no  facilities  for  their  care,  frequently  must  be  readmitted  to  the  hospital. 

One  of  the  great  needs  is  provision  for  total  treatment  of  the  chronically  ill  pa- 
tient in  terms  of  his  whole  problem.  Many  such  })atients  cannot  be  rehabilitated  to 
the  extent  of  employability,  but  a great  percentage  can  be  rehabilitated  to  the  point  of 
sufficient  self-care  that  they  are  able  to  live  at  home,  requiring  a minimum  of  aid  from 
other  members  of  the  family. 

Both  the  Yeterans  Administration  and  some  civilian  general  hospital  rehabilitation 
programs  have  demonstrated  that  rehabilitation  to  the  point  of  self-care,  and  even  to 
full  or  limited  employment,  is  possible  for  many  of  the  chronically  ill  who  have  been 
hospitalized  for  long  jieriods.  Yet,  in  most  of  our  civilian  hospitals,  the  patient  re- 
ceives no  such  services.  Hospitals  complain  that  the  chronically  ill  are  responsible 
for  their  crowding,  but  they  do  little  to  provide  many  with  the  training  services  that 
will  permit  them  to  leave  the  hospital. 

In  a study  conducted  recently  in  New  York  State  on  adult  institutional  care,  one 
of  the  research  staff  asked  an  indigent  old  man  suffering  from  heart  disease  why  he 
didn’t  move  into  the  county’s  excellent  public  home  where  he  could  receive  good 
medical  care  and  supervision.  The  man  replied,  “Of  course  I don’t  want  to  go  to 
the  county  home;  I’d  get  no  assistance  check  from  the  county  if  I did.  I don’t  care 
if  I do  need  more  attention  and  don’t  get  it  here.”  He  then  looked  the  interviewer 
directly  in  the  eye  and  said  emphatically,  “It’s  a poor  man  that  doesn’t  have  a little 
money  in  his  pocket.” 

The  almshouse,  poor  farm  or  county  home  in  this  country  has  been  regarded  tradi- 
tionally by  self-respecting  individuals  as  “the  end  of  the  road.”  Its  residents  and 
their  relatives  long  have  borne  the  painful  social  stigma  of  destitution  or  pauperism. 
Years  ago,  and,  unfortunately,  still  in  some  isolated  instances,  the  county  home  was 
the  dumping  ground  for  all  those  who  could  not  compete  economically  or  socially 
with  normal  society.  Its  “inmates”  consisted  of  homeless  children,  healthy  indigents, 
tlie  sick,  the  insane,  the  senile  and  the  feeble-minded.  They  had  but  one  common  char- 
acteristic— they  were  destitute. 

Today,  such  practices  are  recognized  universally  as  being  socially  undesirable, 
and  sjjecialized  institutions  have  been  founded  to  meet  the  needs  of  the  various  groups 
who  formerly  lived  in  the  county  homes.  Mothers’  pensions,  old  age  assistance,  and 
other  special  aid  programs  provided  by  the  Federal  Social  Security  Act  and  state 
programs  also  have  altered  materially  the  population  of  public  homes. 

As  a result,  the  function  of  the  county  home  has  changed,  and  today  they  are  pri- 
marily homes  for  the  aged  and  chronically  ill. 

More  and  more  states  are  recognizing  the  changing  need  and  function  of  the  county 
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home,  and  are  converting  such  institutions  into  pul)lic  nursing  homes  for  the  infirm 
and  clironically  ill.  Such  a program  has  been  under  way  in  Illinois  since  1945,  and 
in  the  19  county  homes  that  have  been  converted,  60  per  cent  of  the  1,250  lieds  are 
occupied  li\'  old  age  pension  and  blind  assistance  recipients.  The  average  cost  to  the 
state  for  each  of  them  is  IffiO  per  month,  far  less  than  it  would  cost  to  provide  for  their 
care  in  less  satisfactory  facilities. 

As  the  Joint  Committee  of  the  American  Medical  Association,  American  Public 
Welfare  .Association,  American  Hospital  Association  and  .American  Public  Health 
.Association  have  pointed  out,  county  homes  should  be  converted  into  puljlic  nursing 
homes  only  if  their  physical  facilities  are  adequate,  if  they  are  within  reasonable 
distance  of  general  hospitals  with  which  close  medical  relationships  are  maintained, 
and  if  the  responsible  authorities  are  prepared  to  meet  minimum  standards. 

.As  pointed  out  in  a New  York  State  study,  accessibility  and  privacy  are  two  of  the 
main  factors  to  l)e  taken  into  consideration  in  converting  public  homes  into  facilities 
for  the  chronically  ill.  .Aged  patients  fear  isolation,  and  want  to  be  where  their  friends 
and  relatives  can  visit  them,  and  where  they  can  shop,  go  to  the  movies  and  see  friends. 
They  want  a place  in  which  to  keep  their  possessions,  and  to  live,  if  possible,  in  a 
private  room  or  a small  dormitory. 

Primary,  however,  among  the  needs  of  such  persons  is  the  opportunity  to  do  some- 
thing purposeful  and  constructive.  The  majority  have  worked  steadily  and  indus- 
triously in  a society  that  respects  only  the  productive.  The  ending  of  abilip’  to  do 
gainful  work  is,  for  most,  a tragedy;  it  s}TTibolizes  the  end  of  independence  and  pur- 
pose in  life. 

Medicine  has  neglected  to  use  one  of  the  most  valuable  tools  in  the  management  of 
the  chronically  ill  and  aged.  .All  who  have  gone  through  an  institution  have  noted 
the  apathy  and  hopelessness  of  the  residents.  There  are  always  a few,  however,  who 
are  bright  and  active.  They  are  the  patients  who  have  volunteered  or  have  been  as- 
signed to  tasks  within  their  physical  capacities. 

The  use  of  selective  placement,  whereby  the  physical  capacities  of  the  individual 
are  matched  agains^  the  physical  demands  of  a job,  can  be  used  in  an  institution  as 
well  as  in  industry.  Even  though  their  disabilities  may  be  severe,  the  great  majority 
of  the  residents  of  public  homes  can  do  some  task  about  the  home.  For  some,  it  may 
be  only  simple  housekeeping  assistance;  others  have  the  ability  and  experience  to 
direct  various  operations  within  the  home. 

Such  jobs  should  carry  regular  compensation,  even  though  it  be  small,  for  there  is 
no  greater  satisfaction  than  that  which  comes  through  earning. 

In  many  homes  it  would  be  possible  to  provide  sheltered  workshop  facilities  in 
which  residents  could  do  either  industrial  home  work  or  necessary  services  for  the 
community  operating  the  home.  Like  work  for  the  homebound,  such  plans  require 
both  imagination  and  close  supervision  to  prevent  exploitation,  but  they  would  pay 
tremendous  dividends  by  providing  a purpose  in  life  for  many  patients. 

With  the  introduction  of  rehabilitation  programs  in  general  hospitals,  increased  fa- 
cilities for  convalescent  care  and  home  care  programs  of  medical,  social,  visiting  nurse 
and  visiting  housekeeper  services,  many  of  the  aged  and  chronically  ill  will  not 
need  to  seek  admittance  to  public  homes.  Many  present  residents  could  be  restored 
either  to  employment  or  self-care  with  the  introduction  of  dynamic  rehabilitation 
programs. 

If  the  aged  and  chronically  ill  are  to  have  the  comfort,  security,  dignity  and  com- 
panionship that  should  be  the  heritage  of  every  older  person,  public  homes  must  pro- 
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vide  them  with  cheerful,  attractive  surroundings,  as  much  privacy  as  possible,  a place 
for  their  belongings,  opportunities  for  recreation  and  social  activity  and  a chance  to  do 
something  productive. 

With  the  growing  incidence  of  disability  due  to  chronic  disease,  medicine  must  as- 
sume a great  deal  of  the  leadership  in  the  responsibility  of  society  which  Dr.  Edward 
L.  Bortz,  so  aptly  summarized  when  he  said,  “The  society  which  fosters  research  to 
save  human  life  cannot  escape  the  responsibility  for  the  life  thus  extended.  It  is  for 
science  not  only  to  add  years  to  life,  but,  more  important,  to  add  life  to  the  years.” 

Howard  A.  Rusk,  M.D. 

Editor’s  Note.  Dr.  Rusk  is  Professor  and  Chairman,  Department  of  Rehabilitation  and 
Physical  Medicine,  New  York  University  College  of  Medicine.  He  is  also  Consultant  in  medical 
rehabilitation  to  (1)  Medical  Director,  Veterans  Administration,  (2)  Secretariat  of  United 
Nations,  and  (3)  Department  of  Hospitals,  City  of  New  York.  Dr.  Rusk  is  Associate  Editor, 
New  York  Times. 


Floral  Eponym 
ZOLLIKOFERIA 

ZOLLIKOFER,  KaSPER  ( CASPAR ) TOBIAS 

In  Kelly’s  Cyclopedia  of  .American  ISIedical  Biography  under  Zollickoffer,  William, 
(1793-1853)  it  is  stated,  “It  is  said  the  Zollikoferia,  one  of  the  asteraceae,  was  named 
after  him  by  De  Candolle.”  William  Zollickoffer,  a graduate  of  the  University  of 
Maryland,  and  lecturer  on  medical  botany,  materia  medica  and  therapeutics  at  that 
institution,  was  one  of  the  first  to  write  a materia  medica  of  the  United  States  (1819). 
“His  death  took  place  in  Nevanarket,  Virginia,  in  1895”  (sic).  I have  carried  this  refer- 
ence around  with  me  to  various  libraries  over  the  country  without  gaining  any  addi- 
tional information.  As  a last  resort  I wrote  to  S.  F.  Blake,  Senior  Botanist,  U.S. 
Department  of  Agriculture.  He  writes  me  as  follows:  “The  guarded  suggestion  in 
Kelly’s  Encyclopedia  of  Medical  Biography  that  the  American  physician  William 
Zollickoffer  had  a genus  of  plants  named  for  him  is  certainly  based  on  error.  The 
only  generic  name  with  a similar  spelling  is  Zollikoferia.  This  was  first  used  in 
1825  by  Nees  to  rename  a genus  Peltidium  of  the  Compositae  which  had  been  pub- 
lished in  1820  by  one  Zollikofer  of  Altenklingen,  Senatus  judicatorii  Pagi  St.  Gal- 
lensis  membro.  This  name  proved  to  be  a synonym,  so  in  1838  De  Candolle  made  a 
new  genus  of  the  same  name  dedicated  to  the  same  man,  C.  T.  Zollikofer  Sancto- 
Gallensi  botanico.” 

According  to  Pritzel,  Kaspar  (or  Caspar)  Tobias  Zollikofer  was  an  “Appella- 
tionsrath”  (evidently  an  official  of  a court  of  appeals)  in  St.  Gallen,  Switzerland. 
He  published  a small  work  on  the  Swiss  flora  in  1828.” 
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SOME  PRACTICAL  PUBLIC  HEALTH  PROBLEMS  IN  VIRGINIA* 


E.  M.  Holmes,  Jr.,  M.D., 

Assistant  Director,  Department  of  Public  Health, 
Richmond,  Virginia. 


In  the  last  forty  years  Virginia  has  made  splen- 
did progress  in  the  field  of  Public  Health.  In 
the  early  part  of  this  century  general  sanitation 
was  poor,  maternal  and  infant  mortality  rates  were 
high,  and  many  communicable  diseases  were  a 
source  of  great  concern  to  the  early  health  worker. 
Hookworm,  malaria  and  p-phoid  fever  called  for 
vigorous  control  efforts.  Smallpox  and  diphtheria 
w'ere  present  consistently  in  the  population  and 
were  major  causes  of  death.  The  tuberculosis  rate 
of  that  period  would  today  be  considered  a disgrace 
to  the  state. 

Through  the  efforts  of  the  first  workers,  sanita- 
tion was  greatly  improved,  bringing  under  control 
hookworm,  typhoid  fever  and  malaria.  Through 
education  of  the  public;  through  legislation;  and 
with  the  use  of  immunological  agents,  smallpox  and 
diphtheria  no  longer  are  a menace.  With  the 
building  of  public  sanatoria  and  the  inauguration 
of  the  tuberculosis  clinic  service,  reduction  in  the 
tuberculosis  rate  was  achieved.  Through  intensive 
efforts  directed  toward  improving  maternal  and 
child  health,  infant  and  maternal  mortality  have 
been  reduced  greatly. 

Great  as  these  accomplishments  are,  many  prob- 
lems remain  for  the  health  workers  of  the  State. 
An  attempt  will  be  made  to  discuss  the  more  im- 
portant of  these  in  a somewhat  detailed  manner — 
others  will  merely  be  mentioned. 

The  need  for  greater  coordination  of  all  govern- 
mental health  work,  while  not  of  sufficient  serious- 
ness to  be  considered  a problem  in  itself,  is  a sub-« 
ject  worthy  of  discussion.  Jurisdictional  and  geo- 
graphic lines  in  government  are  necessary,  but  com- 
plete independence  and  difference  of  policies  in 
Health  Departments  functioning  within  these  areas 
are  difficult  for  the  citizen  to  understand.  One 
county  functions  under  one  set  of  sanitation  ordi- 
nances, an  adjacent  city  another;  the  resultant  con- 
fusion in  a metropolitan  area  is  often  detrimental 
to  the  total  health  program.  There  have  been  many 
suggested  remedies:  1.  Voluntary  cooperation  by 

*Read  before  the  Health  Officers  Section,  League  of 
Virginia  Municipalities,  at  Old  Point,  Va.,  28  September, 
1948. 


all  health  departments  in  a metropolitan  area.  A 
splendid  example  of  this  is  the  greater  metropolitan 
health  officers  conference  made  up  of  the  directors 
of  the  Health  Departments  of  the  Virginia  and 
Maryland  counties  and  cities  adjacent  to  the  Dis- 
trict of  Columbia.  2.  Planned  coordination,  i.  e., 
more  complete  inclusion  of  the  cities  in  the  state- 
wide public  health  program.  This  would  necessi- 
tate a give  and  take  attitude  on  the  part  of  both  the 
state  and  cities.  It  would  require  inclusion  of  the 
cities  in  program  planning  and  policy  making  con- 
ferences. It  would  call  for  a willingness  on  the 
part  of  the  cities  to  relinquish  certain  prerogatives. 
It  would  require  that  the  state  allow  greater  au- 
thority to  the  local  governing  bodies,  and,  last,  it 
would  entail  supervision  over  municipal  as  well  as 
county  departments.  3.  Official  consolidation,  i.  e., 
joint  city  and  county  units.  These  have  functioned 
in  a most  satisfactory  manner  in  many  areas,  no- 
tably the  city  of  Charlottesville  and  Albemarle 
county,  Virginia;  Birmingham  and  Jefferson  county, 
Alabama;  Louisville  and  Jefferson  county  in  Ken- 
tucky. Admittedly  all  of  these  plans  have  advan- 
tages and  disadvantages.  Ultimately,  a greater 
coordination  of  the  work  of  health  agencies  in  met- 
ropolitan areas  will  be  a necessity,  if  confusion  is 
to  be  avoided  and  the  over-all  health  program  ad- 
vanced. 

If  due  and  serious  consideration  is  given  to  the 
above  mentioned  difference  in  policies  between  local 
health  departments,  a solution  to  one  of  the  most 
confusing  and  in  a sense  amusing  public  health 
problems  might  be  effected.  The  lack  of  uniformity 
that  often  exists  in  public  health  sanitation  ordi- 
nances is  a serious  source  of  confusion  to  the  pub- 
lic. Prior  to  the  last  session  of  the  legislature,  at 
which  time  three  important  uniform  and  state-wide 
sanitation  laws  were  promulgated,  the  counties  and 
cities  worked  under  many  different  food  sanitation 
and  trailer  camp  ordinances.  This  new  legislation 
was  a great  step  forward,  but  at  present  lack  of 
uniformity  in  the  sanitation  ordinances  governing 
the  production  of  milk  and  those  covering  meat 
inspection  not  only  cause  misunderstanding,'  but 
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also  impedes  the  jmogress  of  the  programs  directed 
toward  sanitary  control  of  milk  and  meat  products. 
I can  understand  the  feeling  of  the  dair^-man,  who 
wishes  to  sell  in  two  or  more  markets,  comjrlying 
with  two  or  three  different  standards  and  being  in- 
spected by  two  or  three  different  inspectors  working 
under  different  regulations  and  with  varying  ideas 
of  interpretation.  The.  standardization  of  milk  or- 
dinances and  the  elimination  of  duplication  of  in- 
spection is  a necessity.  This,  if  accomplished, 
should  he  under  local  enforcement  under  the  su- 
pervision of  the  State  Health  Department. 

Two  major  cities  in  the  state  bear  the  brunt  of 
the  in.‘^])ectional  service  of  local  plants  slaughtering 
meat  to  he  ])rocessed  for  sale  within  the  state.  These 
plants  do  not  function  under  federal  inspection, 
and,  in  conseciuence,  are  inspected  by  the  local 
health  departments  from  local  tax  funds.  These 
inspections  are  made  under  two  similar  but  slightly 
different  ordinances.  Further,  meat  produced  in 
many  local  areas  is  not  under  any  sanitary  inspec- 
tional  service.  It  is  obvious  that  there  is  a need 
for  state-wide  meat  inspectional  legislation. 

If  uniform  ordinances  are  to  be  considered  it  is 
suggested  that  these  ordinances  be  prepared  fol- 
lowing joint  conference  between  local  and  state 
health  department  sanitarians.  Through  such  con- 
sultative conferences  the  experiences  of  those  who 
had  Ijeen  working  under  various  ordinances  could 
t)e  made  of  use.  Such  conferences'  would  assure 
the  greatest  spirit  of  cooperation  from  local  areas 
later  to  be  charged  with  enforcement. 

Since  the  beginning  of  the  20th  centur}’  when  the 
average  span  of  life  was  49.2  years,  the  span  has 
increased  approximately  18  years,  and  today  the 
average  life  expectancy  is  sixty-eight  3'ears.  This 
record  is  unequaled  in  histor)-  and  may  never  again 
be  reached.  Now,  of  the  five  leading  causes  of 
death,  four — heart  disease,  cancer,  cerebral  hemor- 
rhage and  nephritis — are  diseases  of  middle  life 
and  old  age.  The  rapid  growth  of  our  population 
beyond  median  life  is  causing  a corresponding  in- 
crease in  chronic  and  degenerative  diseases,  which 
in  turn  cause  increases  in  disability  and  mental  im- 
pairment. 

Many  thinking  public  health  authorities  view 
this  condition  with  gravity,  realizing  that  this  spec- 
tacular gain  in  longevity,  which,  while  a public 
health  accomplishment,  is  a growing  problem.  Pub- 
lic health  must  meet  a new  challenge,  and  adapt 
existing  services,  and  provide  new  and  additional 


services,  to  meet  the  needs  of  the  aged.  Preventive 
measures  aimed  at  these  newer  problems  must  be 
developed,  such  as:  health  education,  diagnostic 
clinics,  adequate  medical  and  nursing  care,  in- 
cluding sufficient  convalescent  type  beds  to  relieve 
congestion  in  general  hospitals.  The  Richmond 
Health  Division  of  the  Community  Council  of 
the  Community  Chest  has  decided  to  conduct  a 
long  range  study  of  the  medical  care  problems  of 
the  aged.  A pilot  committee  has  been  appointed  to 
coordinate  this  study  which  will  begin  functioning 
this  fall. 

^^'ithin  recent  years  the  attention  of  Public 
Health  has  been  directed  toward  medical  care,  it 
being  realized  that  the  provision  of  adequate  medi- 
cal services  for  the  indigent  of  the  community  is  a 
public  health  problem  if  the  total  health  of  the 
community  is  to  keep  pace  with  increasing  medi- 
cal knowledge.  Medical  care  is  more  than  the  mere 
provision  of  hospitalization  for  the  needy.  Its 
scope  includes  domiciliary  care  including  both 
medical  and  nursing  service,  diagnostic  clinics,  ob- 
stetrical care,  adequate  sanitoria  l)eds  for  tubercu- 
losis and  mental  patients,  sufficient  convalescent 
beds,  and  beds  for  tlie  chronically  diseased  and 
terminal  patients.  Government  responsibility  for 
the  provision  of  adequate  medical  services  for  the 
indigent  is  now  generally  accepted.  However,  there 
is  as  yet  no  uniformity  of  opinion  as  to  the  exact 
governmental  agency  upon  whom  to  affix  the  re- 
sponsibility. In  some  states  Health  Departments  are 
charged  with  medical  care;  in  others,  \^'elfare  De- 
partments. In  some  states  and  localities  there  is  a 
division  of  responsibility;  in  others  a duplication. 
The  State  of  Maryland  has  developed  a compre- 
hensive and  excellent  program  under  the  Health 
Department.  Baltimore  City  is  midway  in  a long 
'range  detailed  study  of  the  medical  care  problem. 
Last  year  the  Health  Department  of  the  City  of 
Richmond,  working  with  and  through  the  Health 
Division  of  the  Community  Council  of  the  Com- 
munity Chest,  embarked  on  a study  of  medical  care. 
Committees  were  appointed  to  study  the  following 
aspects:  Medical  care  in  the  home,  hospitaliza- 
tion, chronic  and  convalescent  care,  outpatient  care, 
and  rehabilitation.  As  a result  of  the  work  of  the 
committee  on  medical  care  in  the  home,  the  Health 
Department  has  completely  revised  its  system  of 
domiciliar)^  care.  The  new  plan  calls  for  three 
full-time  fellows  in  the  general  practice  of  medi- 
cine, under  the  supervision  of  a part-time  physi- 
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cian  (who  must  be  a diplomate  of  the  American 
Board  of  Internal  Medicine).  It  also  calls  for  a- 
"eneral  practice  clinic  to  care  for  the  non-hospital- 
ized  case,  and  for  close  coordination  between  the 
fellows  in  medicine  and  the  Public  Health  and 
Instructive  Visiting  Nurses  of  the  city.  The  pro- 
gram, while  a joint  jjroject  with  the  Department 
of  Medicine  of  the  Medical  College  of  Virginia,  is 
under  the  direction  of  the  official  health  agency.  It 
is  hoped  that  through  this  change  the  number  of 
hospital  days  per  patient  will  be  reduced,  as  well 
as  the  number  of  hospital  admissions.  A detailed 
report  of  this  program  will  be  published  t)y  the 
Director  of  the  Health  Department  at  a later  date. 

iMore  and  more  health  agencies  are  developing 
plans  for  housing  programs.  Housing,  as  related 
to  health,  is  not  a new  problem.  It  is  one.  that  is 
centuries  old.  In  England  in  the  early  18th  Cen- 
tury public  attention  was  directed  by  medical  men 
to  the  squalid  living  conditions  of  the  poor.  In 
1837,  Dr.  T.  Southward  Smith,  of  the  London 
Fever  Hospital,  published  “A  report  on  the  physi- 
cal causes  of  sickness  and  mortality  to  which  the 
poor  are  particularly  exposed,  and  which  are  ca- 
pable of  prevention  by  sanitary  measures”.  He 
vividly  and  a])tly  described  the  squalor  and  filth 
existing  in  over-crowded  tenements.  The  medical 
histories  of  Europe  covering  the  18th  and  19th  cen- 
turies are  replete  with  articles  on  the  subject.  How- 
ever, it  was  not  until  the  second  decade  of  this 
century  that  the  modern  concept  of  housing  as  a 
public  health  function  came  into  being.  Under  this 
new  concept  the  sanitation  and  health  aspects  of 
housing  are  considered  from  two  viewpoints — the 
first,  commonly  referred  to  as  “Slum  Clearance,” 
may  be  considered  as  the  elimination  of  blighted 
housing  areas  which  are  hopelessly  beyond  correc- 
tion. Some  authorities  consider  this  as  a curative 
approach  in  that  it  requires  condemnation  and  total 
eradication.  While  costly  in  the  economic  sense,  it 
is  often  necessary,  and  is  an  integral  part  of  the  so- 
lution of  the  housing  problem.  However,  it  is  just 
a part,  not  the  whole  of  a good  housing  program. 
The  more  recent  programs  call  for  long  range  plan- 
ning by  all  interested  agencies  and  include  in  addi- 
tion to  slum  clearance  two  essential  adjuncts.  These 
may  be  called  preventive  programs,  and  consist  of 
remedial  measures  to  improve  existing  structures. 
The  first  consists  of  repairs  to  existing  structures 
to  prevent  them  from  becoming  blighted;  and  the 
second  calls  for  improvement  of  sub-standard 


houses  in  order  that  they  may  be  brought  up  to  the 
acceptable  minimal  standard.  An  effective  housing 
program  requires  the  jjassage  of  adequate  ordinances 
and  regulations  by  government.  No  community 
should  hastily  seek  such  legislation.  First,  the  com- 
munity’s problem  should  be  studied  in  detail  and 
a long  range  program  developed.  Such  a study  by 
a committee  or  group  composed  of  representatives 
of  health,  welfare,  real  estate  boards,  planning 
l)oarrls  or  commissions,  architects,  civic  groups  and 
meml^ers  of  the  legislative  body  of  the  community 
can  develop  a program  that  will  be  adequate  and 
satisfactory  for  the  community’s  needs. 

Some  of  the  practical  public  health  problems  in 
Virginia  have  been  discussed  in  more  or  less  detail. 
However,  there  are  many  health  problems  existing 
which  cannot  be  described  in  the  time  alloted  for 
this  paper.  Recent  impetus  has  been  given  to  the 
control  of  cancer  and  heart  disease.  While  this  in- 
terest has  been  laudable,  it  has  been  directed  chiefly 
toward  education  of  the  laity  and  toward  research. 
Much  remains  to  be  done  before  these  two  major 
causes  of  death  can  be  brought  under  control.  We 
must  consider  these  problems  not  only  from  the 
medical  viewpoint,  but  also  from  the  socio-economic 
point  of  view,  particularly  as  these  affect  the  middle 
and  old  age  groups  of  the  population,  and  are  so 
intimately  linked  with  economic  security. 

Another  group  of  diseases  still  presenting  acute 
problems,  despite  magnificent  public  and  govern- 
mental support,  are  tuberculosis,  syphilis  and  the 
lesser  venereal  diseases.  Despite  intensive  control 
measures,  these  are  still  major  public  health  prob- 
lems and  call  for  continued  long  range  control  pro- 
grams. 

A splendid  beginning  has  been  made  in  the  field 
of  industrial  health,  yet  there  remains  much  to  be 
done — the  health  of  the  worker  must  be  safe- 
guarded. This  necessitates  larger  governmental  ap- 
propriations and  intensification  of  the  existing 
program. 

In  conclusion,  an  attempt  has  been  made  to  de- 
scribe or  mention  some  of  the  existing  public  health 
problems.  The  paper  has  been  written  with  the 
realization  that  achievements  in  the  field  of  public 
health  are  best  accomplished  by  thorough  study  and 
planning  not  only  on  the  part  of  the  health  agency, 
but  in  cooperation  with  an  informed  citizenry,  and 
through  the  continued  application  of  long  term  con- 
trol measures. 
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THE  USE  OF  THE  ANTIHISTAMINE  DRUGS  IN  DERMATOLOGY‘S 


Edwin  E.  Barksdale,  M.D.,+ 
Yater  Clinic, 
Washington,  D.  C., 
and 

George  S.  Ellis,  M.D.. 

Lt.  j.g.,  M.C.,  U.S.N., 

U.  S.  Naval  Hospital, 
Bethesda,  Maryland. 


Introduction-.  The  purpose  of  this  paper  is  not 
to  present  any  statistical  analysis  of  the  number  of 
cases  studied.  It  is  desired  to  present  only  observa- 
tions and  impressions  obtained  over  a period  of 
several  years.  No  attempt  will  be  made  to  separate 
the  individual  antihistamine  drugs  according  to 
their  manufacturers.  Suffice  it  to  say  that  practically 
all  of  the  drugs  were  used  with  the  exception  of 
some  of  the  newer  ones.  The  results  to  date  cor- 
respond fairly  closel}'  with  other  workers. 

Experimental  Work 

Experimentally  it  was  attempted  to  see  if  itching 
could  be  produced  in  normal  individuals  and  its 
relief  brought  about  by  the  topical  application  of 
these  drugs. 

The  experiment  was  carried  out  in  the  following 
manner:  To  one  arm  was  applied  an  ointment 
containing  the  antihistamine  drug.  To  the  other  was 
applied  only  the  ointment  base.  By  using  a 1-10,000 
solution  of  histamine  with  the  scratch-test  method, 
itching  could  not  be  produced  on  the  arm  containing 
the  antihistamine  drug.  A very  definite  itching  did 
occur  on  the  arm  containing  only  the  drug  base. 
Wheals  occurred  on  both  arms  with  no  appreciable 
difference  in  their  size  nor  disappearing  time.  It 
should  be  noted  that  Eeinberg  and  others,  following 
the  intravenous  injection  of  benadryl,  were  not 
able  to  produce  wheals  with  intradermal  injections 
of  histamine.  It  is  not  considered  that  these  two 
experiments  contradict  each  other  since  one  was 
performed  by  an  intravenous  method  and  the  other 
by  a topical  one. 

Antihistamine  Drugs  by  Mouth 

The  following  groups  of  cases  have  been  studied 
following  the  oral  administration  of  200  to  400 
mgs.  daily  of  these  various  drugs: 

(1)  Urticaria  (50  cases) 

fConsultant  in  Dermatology,  U.  S.  Naval  Hospital, 
Bethesda,  Md. 

*Read  before  the  annual  meeting  of  the  Medical  So- 
ciety of  Virginia,  in  Richmond,  October  18-20,  1948. 


In  acute  urticaria  (usually  due  to  food)  which, 
of  course,  is  transient,  a very  marked  and  prompt 
relief  of  symptoms  can  be  obtained.  In  chronic 
urticaria  a relief  of  symptoms  usually  occurred  but 
it  varied  from  slight  to  marked.  This  result  was 
frequently  transitory.  The  symptoms  recurred  when 
the  drug  was  discontinued. *  * 

(2)  In  atopic  dermatitis  (15  cases) 

A small  percentage  of  the  cases  noted  some  im- 
mediate improvement,  some  a prolonged  moderate 
improvement,  but  in  no  case  was  the  course  of  the 
disease  influenced. 

(3)  Pruritus  ani  (11  cases) 

In  the  group  of  pruritus  ani  it  can  be  stated  that 
the  results  were  unsatisfactory. 

(4)  In  poison  ivy  (25  cases) 

It  is  felt  that  with  the  possible  exception  of 
urticaria,  the  antihistamine  drugs  here  have  their 
most  important  place  in  dermatology.  The  symp- 
toms were  rather  markedly  decreased  and  the  dura- 
tion of  the  disease  shortened. 

The  Clinical  Use  of  the  Antihistamine  Ointments 

(1)  In  urticaria  (8  cases) 

There  was  no  relief  with  the  topical  application 
in  contrast  to  the  parenteral  administration. 

(2)  Atopic  dermatitis  (11  cases) 

In  the  majority  of  the  acute  cases  of  atopic  der- 
matitis a moderate  relief  from  itching  was  noted  as 
long  as  the  ointment  was  used.  In  the  chronic 
cases  the  results  were  practically  nil.  The  clinical 
course  of  the  disease  was  not  affected. 

(3)  Pruritus  ani  (6  cases) 

There  was  not  any  response  in  pruritus  ani. 

(4)  Poison  ivy  (28  cases) 

All  cases  of  poison  ivy  had  immediate  relief 
three  to  four  hours  after  treatment  was  instituted. 
In  the  majority  of  the  cases  repeated  applications 
of  the  ointment  every  three  to  four  hours  controlled 
itching  indefinitely.  The  ointments  did  not  have 
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any  appreciable  effect  on  the  duration,  severity,  or 
course  of  the  disease. 

Reactions 

Many  reactions,  such  as  sedation,  hypnosis,  nau- 
sea and  vomiting,  dizziness,  vertigo,  etc.,  have  been 
rejx)rted  from  the  parenteral  administration. 

In  three  cases  treated  with  the  ointments  an  acute 
vesicular  eruption  appeared  at  their  site  of  appli- 
cation within  three  to  seven  days.  In  all  these  cases 
positive  patch  tests  to  the  ointments  containing  the 
antihistamine  drug  were  obtained,  but  negative  patch 
tests  to  the  ointment  bases.  By  personal  communi- 
cation to  the  manufacturing  chemist  the  informa- 
tion was  obtained  that  these  ointments  only  con- 
tained the  antihistamine  drug  and  their  base.  This, 
then,  would  tend  to  indicate  that  the  antihistamine 
drug  itself  might  be  capable  of  producing  an  al- 
lergic reaction. 

Details  of  only  one  case  will  be  presented; 

Mrs.  M.  G.  had  been  treated  over  a period  of 
four  years  by  one  of  us  (E.E.B.)  for  a very  defi- 
nite neurodermatitis  on  the  back  of  her  hand.  This 
patient  had  repeatedly  had  domestic  difficulties  and 
each  exacerbation  of  her  condition  could  be  defi- 
nitely traced  to  each  family  disturbance,  which  were 
many.  .Approximately  six  months  ago  she  presented 
the  same  picture  again,  namely,  a dry,  scaly  patch 
of  eczema  on  the  back  of  the  right  hand,  approxi- 
mately 2 in.  in  diameter.  Two  weeks  after  the  use 
of  an  antihistamine  ointment  she  developed  a der- 
matitis venenata.  The  drug  was  discontinued  and 
after  the  acute  eruption  faded  a patch-test  was  done 
with  the  drug.  The  test  was  strongly  positive,  but 
negative  to  the  ointment  base.  Unfortunately,  and 
thoughtlessly,  she  was  later  given  the  same  antihista- 
mine drug  by  mouth.  This  put  her  in  the  hospital 
with  generalized  acute  eczema. 

Withdrawal  Symptoms  (2  cases) 

Two  cases  of  pityriasis  rosea  were  treated  with  an 
antihistamine  drug  for  3 weeks  and  developed  weak- 
ness, loss  of  pep,  mental  depression,  loss  of  appetite, 
insomnia,  and  fatigue  when  the  drug  was  discon- 
tinued. These  withdrawal  effects  lasted  about  6 
weeks  and  terminated  after  large  doses  of  thiamin 
hydrochloride  were  gives  empirically. 

Conclusions 

.A  series  of  cases,  including  urticaria-  atopic 
dermatitis,  pruritus  ani,  and  poison  ivy,  have  been 
treated  with  the  antihistamine  drugs  both  parenteral- 


ly  and  topically.  It  is  our  feeling  that  parenteral 
administration  is  superior.  It  has  also  been  ob- 
served that  the  topical  application  of  the  drugs  in 
addition  to  producing  burning  and  stinging  at  the 
site  of  application  may  also  produce  an  allergic  re- 
action. With  this  observation  in  mind,  the  question 
comes  up:  Might  not  the  topical  applications  in 
the  future  be  placed  in  the  same  category  as  the 
sulfonamides  and  penicillin  are  at  the  present  time? 
It  is  undoubtedly  true  that  most  dermatologists  feel 
that  they  are  contraindicated,  the  reason  being  that 
their  use  is  so  important  internally  that  one  should 
not  run  the  risk  of  possibly  sensitizing  individuals 
by  their  local  application.  It  should,  however,  be 
pointed  out  that  present  reports  do  not  prove  this. 
In  the  early  days  of  sulfonamides  and  penicillin 
this  was  not  considered  either. 

Bibliography 

1.  Feinberg,  L.  M. : Histamine  and  Antihistamine  Agents, 

Their  Experimental  and  Therapeutic  Status, 
J.A.M.A.  132:703,  1946. 

2.  Sulzberger,  Marion  B. ; Baer,  Rudolph  F.,  and  Levin, 

Harold  B.:  J.  Invest.  Dermat.  10:41-42  (February, 
1948). 

Discussion 

Dr.  Raymond  Kimbrough,  Richmond:  Calling  attention 
to  the  probable  increased  sensitizing  effect  of  the  local 
use  of  the  antihistamine  drugs  as  compared  to  their 
internal  use  is  timely  and  appears  to  be  worth  more  study. 
It  should  alert  others  to  keep  records,  or  to  set  up  ex- 
periments, to  verify  or  disprove  this  point. 

The  general  pattern  of  action  of  these  drugs  includes 
local  anesthesia,  varying  sedative  effects,  and  marked 
different  individual  responses  with  regard  to  effective- 
ness, side  actions,  and  dosage  required.  These  marked 
different  indiv-idual  responses  may  depend  upon  the 
severity  of  the  disease,  the  stage  of  the  disease,  the  pres- 
ence of  other  diseases  as  well  as  other  physical  and 
chemical  factors.  Also,  histamine  is  not  the  only  factor 
in  allergic  diseases;  therefore,  the  antihistamine  drugs 
can  be  only  a part  of  the  solution  to  dermatologic  and 
other  allergy  problems,  even  though  they  appear  to  be 
able  to  block  all  histamine  actions  except  that  of  gastric 
secretion. 

The  large  number  of  antihistamine  drugs  available  in 
the  recent  past  has  been  amazing.  Most  claims  for  effi- 
ciency, and  of  lack  of  undesirable  side  actions,  have  not 
been  demonstrated  by  uniform  experiment. 

When  an  allergy  problem  arises  now,  and  the  doctor 
turns  his  thinking  to  the  use  of  antihistamine  drugs,  you 
can  likely  hear  him  murmur  “E  plurihus  iinum”. 

Dr.  Thomas  W.  Murrell,  Richmond:  The  wisest  doc- 
tor I have  ever  known  once  said  to  me  that  the  control 
of  itching  is  a failure  as  compared  to,  the  control  of  pain. 
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This  is  true  and  is  the  reason  for  the  great  hope  that 
came  with  the  introduction  of  the  antihistamines  into 
therapy.  There  is  a constant  procession  of  new  anti- 
histamines brought  to  us  under  a multiple  of  trade  names. 
They  are  apparently  chemicals  of  a different  structure 
but  relatively  the  same  group,  and  they  have  varying 
results.  A great  deal  of  work  has  been  done^  which  proves 
that  the  antihistamine  drugs  locally  applied  do  block 
off  the  penetration  of  histamine  into  the  cells  of  the  skin 
and  prevent  wheal  formation  with  the  consequent  relief 
of  itching,  and  in  some  cases  the  results  have  been  noth- 
ing less  than  dramatic. 

It  is  a common  thing  in  dermatology  to  see  a patient 
with  an  eczematoid  condition.  Now  the  word,  eczema, 
defines  a syndrome  composed  of  five  symptoms.  These 
are  redness,  itching,  thickening,  moisture  and  scaling. 
Under  proper  therapy  it  not  infrequently  happens  that 
the  redness,  thickening,  moisture  and  scaling  disappear 
but  the  symptom  of  itching  remains.  This  is  particularly 
true  in  the  syndrome  of  pruritus  ani.  Now,  if  itching  re- 
mains, trauma  follows  “as  the  night  the  day”  and  trauma 
will  bring  back  into  being  the  original  syndrome.  Conse- 
quently, anything  which  will  control  the  itching,  which 
is  a residual  symptom,  will  be  a blessing  to  obtain 
permanency  of  results.  It  is  rather  obvious  that  in  the  use 
of  the  antihistamines  we  are  treating  a result  and  not 
a cause.  If  the  antihistamines  are  used,  they  should  be 
used  as  a part  of  a treatment.  For  instance,  the  relief 
of  itching  of  an  urticaria  does  not  in  any  way  meet  the 
problem  of  removing  the  offending  food.  The  use  of  the 
new  remed}’  in  no  way  negatives  the  standard  approach 
of  things  previously  done  and  of  proven  value,  yet  in 
themselves  not  controlling  itching,  which  is  the  hope  of 
the  antihistamines. 

Dr.  Oscar  Swineford,  Jr.,  Charlottesville:  Dr.  Barks- 
dale and  his  associates  have  made  several  points  in 
their  paper  which  I might  summarize  briefly.  First,  they 
felt  that  the  itching  incident  to  the  use  of  histamine  was 
reduced  by  antihistamine  drugs.  Others  have  found  that 
not  only  itching  hut  whealing  have  been  interfered  with 
by  the  topical  use  of  those  drugs. 

Second,  in  four  of  their  patients  they  elicited  typical 
signs  of  contact  allergy  by  the  use  of  patch  tests  in  pa- 
tients who  had  become  sensitized  after  using  these  drugs 
internally.  Third,  they  described  a case  which  had  be- 
come sensitized,  apparently,  by  topical  application. 

Fourth,  they  advised  against  the  topical  use  of  these 
drugs.  It  is  well  known  that  the  topical  application  of 
drugs  to  diseased  skin  is  more  likely  to  sensitize  than 
when  applied  to  normal  skin. 

1.  McGarack  rt  al.:  Archi-vrs  D.  and  S.,  March,  19+8. 


As  suggested  by  Dr.  Kimbrough,  the  so-called  anti- 
histamine drugs  have  other  effects  than  interference  with 
the  histamine  effect  on  cells.  These  drugs  are  effective 
local  anesthetics.  Pyribenzamine  and  antistine,  for  exam- 
ple have  local-anesthetic  potencies  about  twice  that  of  pro- 
caine. In  addition,  they  are  good  sedatives.  Many  people 
use  them  at  night,  instead  of  the  barbiturates. 

These  drugs  are  related  chemically  to  some  of  the  local 
anesthetics.  Inasmuch  as  the  local  anesthetics  are  potent 
sensitizers,  it  is  rather  surprising  that  more  sensitization 
to  the  antihistamine  drugs  has  not  been  reported.  We 
have  had  one  case  in  which  we  thought  periarteritis 
nodosa  followed  the  use  of  one  of  the  antihistamine  drugs. 

I should  like  to  emphasize  that  the  antihistamine  drugs 
do  not  supplant  the  older  sympathomimetic  drugs,  ephe- 
drine  and  adrenalin.  They  have  different  points  of 
action.  The  older  drugs  tend  to  reverse  the  allergic 
reactions  after  they  have  formed;  the  antihistamine  drugs 
tend  to  prevent  the  action  of  histamine.  They  block  the 
action,  when  histamine  is  formed,  in  somewhat  the  same 
way  that  para-aminobenzoic  acid  blocks  the  action  of 
sulfonamides. 

We  rarely  see  satisfactory  relief  from  these  drugs  in 
severe  atopic  dermatitis,  severe  hay  fever,  or  any  other 
severe  allergic  reaction.  In  general,  we  have  been  some- 
what disappointed  in  them.  We  do  find  that  the  sympa- 
thomimetic amines,  ephedrine  and  adrenalin,  are  effective 
often  when  the  antihistamine  drugs  are  not. 

When  there  are  side  reactions  to  one  of  the  compounds, 
try  all  of,  them  until  a suitable  one  is  found.  The 
sympathomimetic  drugs  can  be  used  during  the  day,  when 
excitement  and  nervousness  are  not  so  noticeable,  and 
the  antihistamine  drugs  at  night. 

Attention  should  be  called  to  the  fact  that  the  anti- 
histamine drugs,  when  effective  at  all,  are  effective  only 
in  the  atopic  or  the  anaphylactic  type  of  allergy.  They 
may  control  itching  by  their  sedative  and  local  anesthetic 
effects.  The  tuberculin  type  of  allergy  is  not  affected  by 
these  drugs. 

Dr.  Barksdale,  closing  the  discussion;  We  would  very 
much  like  to  thank  the  discussers.  I am  sure  that  you 
gentlemen  in  the  audience  have  obtained  more  informa- 
tion from  them  than  you  have  or  will  from  either  of  us. 
There  are  a few  points  that  might  be  worth  re-emphasiz- 
ing. We  have  noticed  that  a combination  of  two  or  more 
drugs  by  mouth  in  some  cases  seems  to  be  better  than 
one  alone. 

I do  feel  that  the  topical  application  of  the  anti- 
histamine drugs  is  not  without  untoward  effect.  We  have 
herein  reported  several  cases  with  skin  reactions  which 
appear  to  be  of  a definite  allergic  nature. 
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BACTERIAL  ENDOCARDITIS:  ITS  EARLY  DIAGNOSIS  AND  MODERN 

TREATMENT* 


Paul  D.  Camp,  M.D., 

Richmond,  Virginia. 


riie  interest  in  bacterial  encl(x:arelitis  has  been 
greatly  stimulated,  and  the  importance  of  an  early 
and  accurate  diagnosis  has  greatly  increased  since 
the  advent  of  therapy  with  the  sulfonamides  and 
the  anti-lhotics,  chiefly  penicillin  and  streptomycin. 
W'liereas,  in  the  jrast  these  types  of  diseases  were 
almost  invariably  fatal,  the  outlook  now  with  mod- 
ern therapy  is  much  more  ho|reful. 

Bacterial  endocarditis  was  recognized  by  the 
early  bacteriologists  and  by  1900  all  of  the  com- 
moner types  had  Ijeen  described.  Schottmuller  and 
Libman  were  responsilfle  for  a great  deal  of  the 
earlier  knowledge  of  subacute  bacterial  endocardi- 
tis. Lohlein  and  Baehr  described  the  incidence  and 
specific  character  of  the  glomerulo-nephritis  which 
often  accompanies  this  disease. 

I'he  terms  acute  and  subacute  Ijacterial  endocardi- 
tis are  in  general  use  but  these  terms  are  somewhat 
arbitrary,  the  term  acute  being  applied  if  the  patient 
either  dies  or  recovers  within  two  months.  This 
terminology  will  almost  surely  be  changed  because 
of  the  effect  of  the  newer  methods  of  treatment.  It 
would  seem  more  accurate  to  ap|)ly  the  diagnosis  of 
acute  staphylococcic  endocarditis  in  cases  caused  by 
staphylococcus,  or  subacute  streptococcus  viridans 
in  cases  caused  by  streptococcus  viridans. 

Acute  B.acterial  Endocarditis 
Etiology.  A great  number  of  organisms  have  been 
described  as  causing  acute  bacterial  endocarditis; 
however,  very  close  to  all  of  the  cases  are  caused  by 
one  of  the  following  organisms,  and  the  relative 
frequency  in  a report  of  48  autopsied  cases  from 
Boston  was  as  follows:  Streptococcus  hemolc’ticus 
43.6%,  staphylococcus  aureus  22.8%,  bacillus  coli 
communis  10.5%,  pneumonococcus  8.4%,  gonococ- 
cus 4.2%  and  meningococcus  4.2%,. 

.\ge:  It  is  most  frequent  in  the  fifth  decade. 
Sex:  About  73%  males  to  ll'/t  females. 

There  is  apparently  some  difference  in  oj)inion 
concerning  the  incidence  of  acute  bacterial  endo- 
carditis in  hearts  not  previously  damaged  and  in 
chronic  valvular  heart  disease.  Dock  feels  that  al- 

*Read before  the  Richmond  Academy  of  Medicine,  May 
24,  1948. 


though  fibrotic  changes  favor  such  an  infection, 
clinically  more  cases  occur  in  patients  without  pre- 
vious heart  disease. 

Pathology.  The  most  important  jiathological  find- 
ings in  acute  bacterial  endocarditis  are  the  vegeta- 
tions usually  found  on  the  valves  of  the  left  side 
of  the  heart  but  at  times  extending  to  the  nearby  en- 
docardium. The  vegetations  are  sometimes  as  large 
as  beans  or  peas  and  are  composed  of  masses  of 
fibrin,  bacteria,  and  leukocytes.  An  occasional  my- 
cotic aneurysm  is  formed  and  ulceration  with  rup- 
ture of  the  valve  leaflets  and  chordae  tendineae  is 
not  uncommon. 

Symptoms:  Acute  bacterial  endocarditis  most  often 
occurs  in  the  course  of  some  other  co-existing  dis- 
ease, for  example,  jmeumonia  or  septicemia  due  to 
staphylococcus  infection,  and  the  symptoms  at  first 
are  those  of  severe  infection  consisting  of  septic 
type  of  fever,  sweating,  chills,  prostration,  and  de- 
lirium. Until  the  advent  of  modern  medication  the 
patient  usually  went  quickly  downhill,  becoming 
rapidly  extremely  ill.  If  the  j)atient  lived  as  long 
as  ten  to  fourteen  days,  signs  and  symptoms  due  to 
emboli  breaking  off  from  tlie  endocardium  and 
lodging  in  various  arteries  or  veins  usually  devel- 
oped. 

Signs:  These  patients  are  often  extremely  ill 
without  any  definite  signs  to  helj)  determine  the 
diagnosis.  Until  localizing  embolic  pnenomena  de- 
velop the  diagnosis  is  often  overlooked  and  discov- 
ered at  the  postmortem  table.  Murmurs,  either  sys- 
tolic or  diastolic,  existing  previously  and  becoming 
louder  or  developing  for  the  first  time  and,  perhaps, 
increasing  during  the  course  of  tire  disease  are  im- 
jrortant.  There  is  often  a leukocytosis  of  20,000  to 
30,000  with  a high  polymorphonuclear  per  cent,  a 
.secondary  type  of  anemia,  and,  finally,  a ])ositive 
blood  culture.  The  complication  of  emboli  and 
anemia  have  been  noted.  Heart  failure  occasionally 
occurs. 

In  the  past  the  treatment  has  Ijeen  j)rimarily 
supportive  and  the.  outcome  was  most  often  fatal. 
'I'he  course  and  the  prognous  of  the  disease  has 
been  entirely  changed  due  to  medication  with  the 
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sulfonamides  and  antibiotics,  although  as  yet  we 
have  very  little  definite  data  in  the  form  of  sta- 
tistics. The  treatment  sliould  be  started  as  soon  as 
the  diagnosis  is  suspected,  and  not  delayed  until  it 
is  proven.  Details  of  treatment  will  be  discussed 
along  with  the  treatment  of  subacute  bacterial  en- 
docarditis. 

Case  I.- — L.  R.  K.,  white  male,  aged  39,  occu- 
pation, tobacconist.  The  patient  had  been  in  good 
health  generally  until  his  present  illness.  There 
was  no  histor}'  of  previous  rheumatic  or  luetic  heart 
disease,  nor  was  there  any  physical  finding  sug- 
gestive of  valvular  heart  disease  until  the  beginning 
of  his  present  illness. 

The  present  illness  started  about  May  30,  1936, 
while  the  patient  was  riding  on  a train;  he  felt  tired 
and  weak.  His  family  physician.  Dr.  B.  L.  Phil- 
lips thought  the  patient  had  grippe-like  infection. 
The  patient  failed  to  improve,  his  weakness  in- 
creased, and  he  began  to  run  a septic  temperature. 
He  sweated  a great  deal  and  was  somewhat  nervous. 

The  physical  examination  on  June  5,  revealed 
a very  ill  patient  who  was  somewhat  toxic.  There 
were  questionable  petechiae  in  the  lower  conjunc- 
tival portion  of  the  left  eye  lid.  The  heart  appeared 
only  slightly  enlarged.  At  the  apex  the  first  sound 
was  replaced  by  a murmur;  the  second  sound  was 
rather  sharp.  At  the  base  the  first  sound  was  prac- 
tically entirely  replaced  by  a murmur;  the  second 
sound  faded  off  into  a murmur.  A slight  systolic 
and  a blowing  early  diastolic  murmur  could  be 
heard  with  their  maximum  intensity  in  the  second 
interspace  to  the  right  of  the  sternum,  .-^t  the  apex 
there  was  a rather  rough  and  loud  systolic  murmur 
which  had  a suggestive  presystolic  phase  and  there 
was  also  a late  diastolic  murmur.  The  spleen  could 
not  be  felt.  Temperature  was  101;  pulse  was  120. 

Six  days  later  the  patient’s  temperature  was  101.4; 
pulse  was  114.  All  the  murmurs  were  more  marked 
and  definitely  louder  and  there  was  a definite  gal- 
lop rhythm  present.  There  were  also  questionable 
petechiae  in  the  right  eye.  The  patient  seemed  very 
ill  and  toxic.  His  breathing  had  increased  and  there 
was  some  dullness  at  both  bases,  and  moist  rales 
could  be  heard  in  addition  to  the  crepitant  rales. 
The  patient  was  having  jerking  motions  of  his  arms 
from  time  to  time;  however,  he  did  not  have  definite 
convulsions. 

Rej)eated  blood  cultures  in  our  laboratory  were 
positive  for  staphylococcus  albus  and  the  cultures 


from  the  State  laboratory  were  positive  also. 

This  case  presents  a rather  typical  but  unusual 
case  of  acute  bacterial  endocarditis  due  to  staphy- 
lococcus albus  occurring  without  any  known  pre- 
ceding disease  or  known  mode  of  entry.  This  case 
was  seen  during  the  summer  of  1936;  at  this  time 
the  use  of  the  sulfonamides  had  not  been  proven  to 
be  of  any  value,  nor  had  penicillin  or  the  other 
anti-biotics  been  introduced.  The  patient  ran  a 
rather  down  hill  course  and  died  within  a few  days 
after  my  last  visit.  This  case  was  presented  to  show 
the  hopelessness  of  the  situation  at  that  time.  Al- 
though the  fatality  rate  in  acute  bacterial  endo- 
carditis is  still  high  even  with  our  present  methods 
of  treatment,  it  is  definitely  better  than  it  was. 

Subacute  Bacterial  Endocarditis 

Subacute  bacterial  endocarditis  occurs  much  more 
frequently  than  acute  bacterial  endocarditis.  White 
and  Jones  state  that  it  occurs  in  one  to  two  per 
cent  of  all  cardiac  patients  in  New  England,  and 
in  about  five  per  cent  of  rheumatic  heart  disease. 
In  congenital  heart  disease  as  a whole  the  incidence 
is  about  seven  to  eight  per  cent;  however,  in  certain 
defects,  for  example,  the  patent  ductus  arteriosus, 
interventricular  septal  defects,  and  bicuspid  aortic 
valves  the  incidence  is  above  25  per  cent. 

Subacute  bacterial  endocarditis  very  rarely  oc- 
curs in  a nonnal  heart.  In  the  vast  majority  of 
cases,  the  heart  has  been  damaged  by  a rheumatic 
fever  type  of  infection  or  is  the  seat  of  a congenital 
defect.  Very  rarely  subacute  bacterial  endocarditis 
is  super-imposed  on  an  aortic  valve  damaged  by 
syphilitic  infection. 

Sex:  Males  predominate  about  three  to  two  de- 
spite the  fact  that  females  have  a higher  incidence 
of  mitral  stenosis.  This  lends  support  to  the  opin- 
ion that  cases  of  marked  mitral  stenosis  infrequently 
develop  subacute  bacterial  endocarditis. 

Age:  In  Kelson  and  White’s  series  of  250  cases 
the  greatest  incidence  Avas  between  fifteen  and  thirty 
years. 

Pathology:  The  chief  findings  of  pathological 
interest  in  the  heart  are  the  vegetations  on  the 
endocardium.  These  consist  of  masses  of  fibrin, 
leukocytes,  erythrocytes,  bacteria  and  products  of 
bacterial  decomposition.  These  vegetations  are  not 
usually  as  large  as  those  described  above  in  acute 
bacterial  endocarditis  but  are  larger  than  the  vege- 
tation of  rheumatic  feA^er  in  AA’hich  no  bacteria  are 
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found.  The  vegetations  may  occur  on  the  endocar- 
dium or  endothelium  of  various  ccngenital  defects. 
Despite  the  fact  that  occasionally  infected  emboli 
and  thrombi  may  be  found  in  the  blood  vessels  of 
the  valves,  it  is  probable  that  the  bacteria  do  not  as 
a rule  start  their  damage  in  this  way  but  are  rather 
deposited  directly  from  the  systemic  blood  stream 
on  the  damaged  valve  surface.  The  vegetations  may 
spread  along  the  endocardium  adjoining  the  valves 
and  at  times  the  chordae  tendineae  may  rupture. 
Pericarditis  is  rare.  Bracht  and  Wachter  in  1909 
reported  a somewhat  typical  ty]ie  of  myocarditis. 

Symptoms:  In  contrast  to  the  rather  dramatic 
symptoms  of  acute  bacterial  endocarditis  the  onset 
of  acute  bacterial  endocarditis  is  usually  gradual.  A 
person  with  a congenital  or  chronic  rheumatic  heart 
disease  may  gradually  begin  to  feel  bad.  They  often 
think  tliat  they  have  had  a “common  cold”  which 
continues  to  hang  on  or  maybe  a “grippe-like”  in- 
fection from  which  they  fail  to  recover.  There  is 
often  a gradual  loss  of  weight,  a low  grade  of  fever, 
loss  of  appetite  and  general  weakness.  The  course 
of  the  disease  varies  but  is  usually  slow  and  former- 
ly was  progressive.  The  above  mentioned  symp- 
toms increase,  a severe  anemia  develops,  the  tem- 
perature as  a rule  becomes  swinging  and  septic  in 
type.  Finally,  the  symptoms  of  emboli  occur,  caus- 
ing local  pain  and  other  localizing  symptoms  such 
as  renal  infarction  with  renal  pain,  frequency  and 
dysuria,  or  cerebral  emboli  may  cause  hemiplegia 
or  coma  followed  in  a short  time  by  death.  The 
cerebral  signs  and  symptoms  may  be  the  first  ones 
to  cause  the  patient  to  see  his  physician.  A certain 
number  of  these  cases  will  develop  congestive  heart 
failure  with  severe  dyspnea,  orthopnea,  and  upper 
abdominal  pain. 

Signs:  The  signs  of  this  disease  are  more  char- 
acteristic than  the  symptoms  but  often  a given  case 
will  not  present  all  the  important  signs.  These 
signs  are  fever,  a peculiar  pallor  of  the  skin  called 
“cafe  au  lait”  by  Libman,  enlarged  spleen,  petechial 
hemorrhages  at  various  points,  clubbing  of  the  fin- 
gers, evidence  of  rheumatic  valvular  heart  disease 
or  congenital  heart  disease  and  bcuts  of  hematuria, 
and,  finally,  the  rather  rapid  development  of  a se- 
vere anemia.  Osier’s  nodes,  first  described  by  Mul- 
ler, occasionally  occur.  Clul)bing  of  the  fingers  is 
found  in  about  three-fourths  of  the  cases. 

Enlargement  of  the  spleen  is  an  important  sign 
and  should  always  be  sought  for.  The  laboratory 


is  of  help  in  revealing  the  anemia  which  is  often 
severe  with  perhaj^s  3 to  3]i4  millions  red  blood 
corpuscles  and  50  per  cent  hemoglobin,  and,  sec- 
ondly, and  most  important,  in  finding  the  offend- 
ing organism — usually  the  streptococcus  viridans 
— in  the  blood  culture.  The  urinalysis  reveals  red 
blood  corpuscles.  The  presence  of  a munnur  is  al- 
most always  noticed  and  should  be  carefully 
searched  for.  Without  a murmur  the  diagnosis 
must  be  made  with  caution.  A bicuspid  aortic  valve, 
however,  rarely  shows  murmurs  until  late. 

Case  II. — J.  R.  F.,  white  male,  aged  21,  first 
seen  by  me  1-10-45.  The  chief  complaint  was  fa- 
tigue and  headache  for  the  past  year,  worse  for 
the  past  two  or  three  weeks. 

Present  Illness:  'bhe  patient  was  turned  down 
by  the  .A.rmy  in  1943  because  of  a “leaking  heart”. 
The  patient  had  rather  definite  migratory  poly- 
arthritis lasting  four  or  five  months,  occurring  seven 
to  eight  years  ago.  He  also  had  chorea. 

It  was  felt  that  this  patient  had  chronic  rheu- 
matic heart  disease  with  definite  aortic  regurgita- 
tion and  mitral  regurgitation  and  probable  mitral 
stenosis  with  a tendency  towards  hypertension.  I 
was  uncertain  as  to  whether  the  temperature  and 
rapid  increased  sedimentation  rate  and  loss  of 
weight  were  due  to  reactivity  of  rheumatic  infec- 
tion, or  due  to  a subacute  bacterial  endocarditis, 
but  favored  the  latter.  Electrocardiographic  find- 
ings at  this  time  were  nonnal. 

The  patient  failed  to  cooperate  with  either  Dr.  W. 
F.  Cavedo  or  myself.  The  next  thing  we  knew  of  this 
patient  was  when  he  was  admitted  to  the  Grace 
Hospital  on  Nov.  9,  1945.  He  came  in  with  a chief 
complaint  of  inability  to  walk,  stating  that  he  was 
suddenly  taken  ill  aliout  eight  weeks  previously.  He 
had  continued  to  have  pains  in  his  hips  and  legs 
which  he  described  as  of  a rheumatoid  type  and 
which  migrated  from  joint  to  joint.  The  physical 
examination  of  his  heart  was  essentially  the  same 
as  before.  There  was  some  atrophy  of  the  muscles 
of  his  legs  but  there  was  no  evidence  of  definite 
joint  involvement.  41ie  spleen  was  not  felt:  no 
evidence  of  conge.=tive  failure. 

The  temperature  on  admission  was  102;  pul.se  80. 
4'he  sedimentation  rate  was  very  definitely  ele- 
vated and  the  patient  had  a very  definite  leucocyto- 
sis.  This  patient  responded  fairly  well  to  salicylates 
by  mouth  and  again  it  was  thought  that  the  diag- 
nosis rested  between  an  acute  flare-up  of  rheumatic 
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fever  and  subacute  bacterial  endocarditis.  At  this 
time  I favored  the  diagnosis  of  acute  rheumatic 
fever.  However,  on  the  fifteenth  day  after  admis- 
sion he  suddenly  had  a convulsion  and  became  un- 
conscious and  never  regained  consciousness,  his 
temperature  and  pulse  going  steadily  up  and  the 
patient  made  a lethal  exodus  on  the  nineteenth  day 
after  admission. 

I had  Dr.  James  Asa  Shield  see  the  patient  in 
consultation  and  he  felt  that  neurologically  the  pa- 
tient had  an  embolus  of  the  left  middle  cerebral 
arter}-.  We  both  felt  that  this  was  caused  by  an 
embolus  connected  with  subacute  bacterial  endo- 
carditis. 

The  post-mortem  examination  confirmed  the  di- 
agnosis of  subacute  bacterial  endocarditis. 

I'his  case  brings  out  several  important  points: 
first,  if  we  had  been  able  to  make  this  patient  co- 
operate better  and  gotten  repeated  blood  cultures  on 
him  when  he  was  first  seen  in  January,  1945,  we 
could  have  established  a diagnosis  of  subacute  bac- 
terial endocarditis  at  that  time;  however,  neither 
Dr.  Cavedo  nor  I could  make  this  patient  coop- 
erate. Secondly,  on  the  patient’s  admission  to  the 
hospital  in  November  his  joint  symptoms  led  us  to 
believe  at  first  that  he  had  a recurrent  rheumatic 
fever  infection.  A blood  culture  should  have  been 
obtained  immediately;  however,  this  was  not  done 
until  several  days  after  admission.  Four  positive 
blood  cultures  were  obtained  showing  an  unidenti- 
fied t}^e  of  streptococcus,  but  unfortunately  these 
were  not  reported  until  after  the  patient  had  had  his 
cerebral  accident,  hence  penicillin  was  not  started. 
In  going  back  over  this  case,  it  would,  of  course 
have  been  much  wiser  to  have  insisted  that  the  pa- 
tient go  into  the  hospital  when  he  was  first  seen 
and  to  hav'e  then  started  him  on  penicillin  had  we 
been  able  to  confirm  the  diagnosis  of  subacute  bac- 
terial endocarditis. 

Case  III. — Mrs.  E.F.L.,  white  woman,  aged  38; 
seen  first  November  7,  1947.  The  patient  came  in 
with  the  chief  complaint  of  pain,  fever,  nausea, 
cough,  and  pain  about  her  heart,  duration  six 
months.  This  j^atient  did  not  remember  any  defi- 
nite joint  ])ains  as  a child;  however,  she  stated  that 
she  had  tonsillitis  and  sore  throat  most  all  of  her 
life;  she  also  had  had  a few  nose  bleeds.  She  had 
had  known  heart  trouble  for  the  past  seventeen 
years.  The  patient’s  family  doctor  had  given  her 
])enicillin  off  and  on  for  the  past  several  months 


and  she  has  noticed  that  if  she  goes  without  peni- 
cillin for  three  or  four  days  she  will  run  an  eleva- 
tion of  temperature  up  to  103,  and  then,  if  she  takes 
penicillin,  in  twenty-four  hours  time  her  tempera- 
ture will  become  normal.  She  has  tried  this  on 
repeated  occasions. 

This  patient  was  in  Sheltering  Arms  Hospital 
for  two  weeks  under  observation  six  months  before 
I saw  her  and  the  diagnosis  of  subacute  bacterial 
endocarditis  was  suspected  but  not  proven. 

Blood  culture  on  11-14-47  showed  streptococ- 
cus grown  in  broth;  plates  made  no  growth.  This 
was  repeated  on  12-29  and  a similar  report  was  ob- 
tained. 

In  v;ew  of  the  above  data  a definite  diagnosis  of 
subacute  bacterial  endocarditis  caused  bv  streptococ- 
cus of  undetermined  tyjie  was  made,  this  being  en- 
grafted upon  a chronic  rheumatic  heart  disease  with 
aortic  regurgitation  and  stenosis  and  mitral  steno- 
sis and  regurgitation,  and  a possible  congenital 
heart  disease  with  interventricular  septal  defect  was 
considered. 

This  patient  was  admitted  to  the  Sheltering  Arms 
Hospital  and  her  family  doctor.  Dr.  E.  E.  Had- 
dock, treated  her  with  pencillin  50,000  units  every 
3 hours.  This  patient  completed  her  sixth  week  of 
treatment  and  so  far  as  we  can  tell  she  has  been 
cured  and  has  remained  so.  She  will,  of  course,  be 
followed  along  carefully  with  frequent  cultures, 
white  counts  and  sedimentation  rates. 

Case  IV. — Mrs.  G.  B.  S.,  white  woman,  age  36. 
This  patient  was  first  admitted  to  the  Grace  Hos- 
pital on  May  16,  1947.  She  stated  that  she  had 
had  a tooth  pulled  in  March,  that  is,  about  seven 
weeks  before.  Since  that  time  she  had  been  having 
chills  with  fever,  joint  pains,  headache  and  gen- 
eral weakness.  She  stated  that  her  doctor  told  her 
when  she  was  9 }-ears  old  that  she  had  a “leaking 
heart’’  and  must  rest  a lot.  There  was  no  history  of 
rheumatic  fever  manifestations. 

The  patient’s  temperature,  pulse,  and  respiration 
remained  within  the  limits  of  normal  during  her 
eleven  day  course  in  the  hospital.  She  showed  a 
definite  anemia.  Several  blood  cultures  were  nega- 
tive: one  blood  culture  collected  on  5-15-47  showed 
hemohdic  streptococcus.  On  this  admission  the  pa- 
tient was  given  3,200,000  units  of  penicillin.  The 
final  diagno.sis  was  anemia  secondary  to  unknown 
cause. 
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This  patient  was  readmitted  to  the  Grace  Hos- 
pital on  June  20,  1947,  and  during  this  admission 
I saw  lier  in  consultation  with  her  family  physi- 
cian, Dr.  \V.  Richard  Morton. 

Physical  Examination:  The  blood  jrressure  was 
100/60  in  the  left  arm  and  120/70  in  the  right 
arm.  The  aortic  second  sound  was  very  faint;  there 
was  a definite  to  and  fro  machinery  like  murmur 
heard  best  in  the  second  and  first  interspaces  just 
to  the  left  of  the  sternum;  this  murmur  was  trans- 
mitted upward  and  out  somewhat  towards  the  left 
shoulder.  At  times  this  murmur  was  not  as  marked 
as  at  other  times.  The  sounds  at  the  apex  seemed 
nonnal.  I'liere  were  no  thrills  and  no  friction  rubs. 

Al)domen : The  spleen  was  not  felt. 

Extremities:  There  was  no  cyanosis,  no  club- 
bing; I thought  I saw  a splinter-like  jietechia  in 
the  right  thumb  nail. 

It  was  my  opinion  that  this  patient  had  a pat- 
ent ductus  arteriosus  and  that  she  had  a strep- 
tococcus subacute  endarteritis  located  in  the  lumen 
of  the  patent  ductus  arteriosus.  I felt  that  the  pa- 
tient had  had  a relapse  and,  as  is  well  known,  en- 
darteritis of  the  ductus  is  ver\'  difficult  to  cure  even 
with  penicillin. 

This  patient  was  put  on  penicillin  and  received 
11,700,000  units  intramuscularly. 

Dr.  Bigger  operated  on  this  patient  on  August  7, 
1947. 

The  patient  got  along  very  nicely  during  the  op- 
eration. It  was  interesting  to  note  that  both  the 
systolic  and  diastolic  pressures  went  up  as  the  pat- 
ent ductus  was  ligated  and,  following  this,  the 
diastolic  remained  higher  than  before.  She  ran  a 
fairly  uneventful  post-operative  course.  She  did 
have  some  accumulation  of  blood  in  the  left  chest 
and  had  a thoracentesis.  On.  discharge  her  red 
count  was  5,300,000  and  the  hemoglobin  was  98%. 

This  patient  has  gotten  along  very  nicely  and 
has  been  back  at  work  for  several  months.  I last 
saw  her  in  my  office  on  Eebruary  27,  1948. 

Treatment-.  As  has  already  been  stated,  the  treat- 
ment has  changed  greatly  in  recent  years.  Pre- 
viously, many  and  varied  types  of  combinations  of 
treatments  were  tried  without  benefit.  IMany  fads 
came  into  popularity  and  then  faded  out.  The 
prognosis  remained  the  same — supposedly  1 in  100 
cases  recovering,  the  other  99  dying. 

White  and  Kelson  in  1939  first  introduced  the 
use  of  the  sulfonamides  (sulfapyridine)  combined 


with  heparin.  This  was  indeed  one  of  the  greatest 
advances  in  the  treatment  of  this  previously  highly 
fatal  disease.  Penicillin  was  soon  after  tried  and 
now  the  method  of  choice  of  treatment  in  the  vast 
majority  of  cases  of  acute  or  subacute  bacterial  en- 
docarditis is  penicillin.  In  .some  cases,  for  example, 
B coli  or  hemophilus  para-influenzae,  streptomycin 
should,  perhaps,  be  tried  alone  or  in  combination 
with  penicillin.  IMany  reports  have  occurred  in  the 
last  several  years  dealing  with  techniques  of  treat- 
ment and  results  obtained  in  various  series  of  cases. 
We  shall  have  to  await  the  results  qf  cooperative 
groups  from  various  large  centers  before  drawing 
final  conclusions.  Christie,  for  example,  reports 
that  147  cases  of  subacute  bacterial  endocarditis 
were  treated  with  penicillin  and  50  have  died,  81 
are  apparently  cured,  and  16  were  still  under 
treatment. 

Morgan  Jones  et  al.  report  from  the  literature 
406  cases  treated  with  penicillin  with  266  alive  and 
free  from  infection.  Wagner,  in  a recent  and 
excellent  analysis  of  the  literature,  reports,  of  521 
cases  of  subacute  bacterial  endocarditis  treated  with 
penicillin,  clinical  cure  was  obtained  in  371  pa- 
tients (71.3%)  and  these  have  remained  w’ell.  In 
an  additional  95  cases  (18.2%)  an  apparent  cure 
was  recorded  in  the  hospital,  but  these  patients  had 
a recurrence  of  the  disease  and  died  within  four 
months.  There  were  55  cases  (10.5%)  remaining, 
who  were  complete  failures.  Chester  Keefer  re- 
cently reported  that,  in  general,  65  to  85%  of 
cases  of  subacute  bacterial  endocarditis  treated  with 
penicillin  recover.  Roughly,  22%  of  the  cases  are 
back  at  their  former  occupations.  1 1 % of  the  whole 
group  died  and,  of  this  11%,  70%  died  of  conges- 
tive heart  failure;  cerebral  embolism  and  kidney 
complications  were  next  as  the  cause  of  death. 

These  results  are  certainly  encouraging,  and 
should  cause  us  to  keep  on  the  alert  and  have  a 
‘‘high  index  of  suspicion”  in  dealing  with  cases  of 
indefinitely  symptomatolog}^  and  slight  fever,  and 
more  especially  if  there  is  any  evidence  suggestive 
of  valvular  heart  disease. 

The  outlook  of  patients  with  acute  bacterial  en- 
dcxarditis  is  still  not  so  encouraging.  Wilhelm  et  al. 
reported  8 such  cases  treated  with  penicillin;  3 
witli  staphylococcic  endocarditis  recovered,  while 
four  patients  with  staphylococcic  and  one  with  pneu- 
monococcic  endocarditis  died. 

In  my  opinion  there  is  not  as  yet,  and  probably 
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never  will  be,  any  standardized  method  of  proced- 
ure in  the  treatment  of  acute  or  subacute  bacterial 
endocarditis.  Some  cases  are  apparently  cured  by 
rather  small  doses  given  for  about  fifteen  days. 
However,  this  is  certainly  a risky  procedure  for 
such  a deadly  disease.  Wagner  reports  30  cases 
receiving  daily  dose  of  100,000  to  200,000  units 
for  14  to  21  days  with  a clinical  cure  for  56.1%, 
whereas,  in  46  cases  receiving  300,000  to  500,000 
units  per  day  for  28  to  36  days,  the  clinical  cure 
was  87.5%.  The  above  figures  certainly  point  out 
the  necessity  of  large  doses  given  over  an  adequate 
number  of  days. 

Before  starting  treatment  of  these  cases,  one 
should,  if  possible,  determine  the  e.xact  causative 
organism  and  the  sensitivity  of  its  causative  or- 
ganism to  penicillin  in  vitro  within  a range  of  0.1 
to  1 unit  per  cc.  If  the  organism  is  one  which  we 
would  expect  to  be  sensitive  to  streptomycin  but  not 
to  penicillin,  the  sensitivity  to  streptomycin  should 
be  determined.  The  dosage  of  penicillin  should  be 
adjusted  somewhat  in  relationship  to  the  sensi- 
tivity of  the  infecting  organism.  The  blood  level 
of  penicillin  should  exceed  by  several  times  that 
level  shown  in  vitro  as  necessary  to  combat  the 
organism.  I should  like  to  point  out  that  I fully 
realize  the  difficulty  of  obtaining  tests  of  penicillin 
sensitivity  and  penicillin  blood  levels  in  certain 
circumstances.  The  above  suggestions  are  idealistic. 
In  my  opinion  it  is  most  important  to  first  make 
sure  of  your  diagnosis  and  then  start  immediate 
treatment,  especially  in  cases  of  acute  bacterial  en- 
docarditis occurring  as  a complication  of  other 
acute  diseases.  I believe  it  is  now  the  concensus  of 
opinion  that  it  is  best  to  give  the  usual  case  of  bac- 
terial endocarditis  500,000  units  of  penicillin  daily 
for  a minimum  of  28  days.  There  are  numerous 
opinions  in  regard  to  the  method  of  choice  of  ad- 
ministering penicillin.  Perhaps,  in  a hospital  the 
continuous  intravenous  drip  method  in  which  the 
penicillin  is  given  in  1500  to  2500  cubic  centimeters 
of  5 per  cent  glucose  or  normal  saline  is  best.  How- 
ever, it  has  obvious  drawbacks,  and  thrombophlebi- 
tis is  certainly  one.  Some  prefer  the  continuous 
intramuscular  drip  method,  probably  most  often 
used  is  the  ordinary  intramuscular  method.  Care- 
ful studies  of  the  plasma  penicillin  show  at  the 
end  of  2 hours  that,  for  practical  ])urposes,  none  of 
the  drug  remains  after  a single  injection.  There- 
fore, if  this  continuous  drip  method  is  not  used, 


the  method  of  choice  would  be  to  give  equal  amounts 
of  penicillin  suspended  in  1 cc.  of  fluid  on  the 
hour,  every  hour  of  the  twenty-four  hour  day.  If 
the  patient’s  condition  does  not  improve  when  he 
has  been  kept  on  this  routine  for  28  days,  1,000,000 
units  should  be  given  daily  for  another  28  days. 
Some  cases  will  require  even  more  penicillin,  and, 
again,  it  must  lie  remembered  that  each  case  must 
be  treated  individually.  Some  observers  feel  that 
the  use  of  300,000  units  of  penicillin  in  beeswax 
or  peanut  oil  is  wise;  in  certain  circumstances  one 
might  have  to  make  such  a compromise,  but  I would 
not  recommend  it  as  a method  of  choice. 

It  is  difficult  to  decide  when  a given  patient  is 
“cured”.  A negative  blood  culture  does  not  neces- 
sarily indicate  a cure.  I believe  that  if,  after  such 
a 28  day  course  of  treatment,  the  patient  appears  to 
be  without  infection  clinically,  numerous  blood  cul- 
tures, negative,  the  white  blood  count  and  sedi- 
mentation rate  being  normal,  we  would  be  justified 
in  discounting  treatment  and  pursuing  a course  of 
watchful  waiting  with  frequent  check-ups. 

Caronamide  (Staticin  Caronamide  — Sharp  & 
Dohme)  has  been  used  in  conjunction  with  peni- 
cillin in  the  treatment  of  subacute  bacterial  en- 
docarditis. Caronamide  is  a compound  of  low 
toxicity,  which  is  capable  of  suppressing  the  ex- 
cretion of  penicillin  by  the  renal  tubules.  Eighty 
per  cent  of  penicillin  is  excreted  through  the  renal 
tubules,  whereas  the  caronamide  is  supposedly  ex- 
creted in  the  urine  by  glomeruli  filtration.  Thus, 
b}’  suppressing  the  excretion  of  penicillin  by  the 
kidneys,  caronamide  causes  definite  increase  in  the 
concentration  of  plasma  penicillin.  The  dcse  of 
caronamide  has  not  been  standardized,  and  possibly 
never  will  be;  the  amount  necessar)-  in  a given  pa- 
tient apparently  varies  from  day  to  day.  Boger  et  al. 
suggest  that  plasma  caronamide  concentrations  of 
20  to  30  mgms.  approximate  that  required  to  in- 
hibit penicillin  excretion  by  normal  renal  tutmles. 
The  dosage  may  vara-  from  4 to  24  grams  per  day 
in  divided  doses.  Concentration  of  plasma  peni- 
cillin obtained  must  be  the  deciding  factor;  how- 
ever, it  has  been  satisfactorily  demonstrated  that  a 
much  higher  concentration  of  penicillin  can  be  ob- 
tained by  the  additional  use  of  caronamide  than  by 
penicillin  alone  in  those  difficult  cases  in  which  it 
is  necessary  to  obtain  such  a high  concentration  of 
penicillin  to  successfully  combat  the  disease. 

Since  caronamide  has  to  be  given  in  rather  large 
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doses  to  be  effective,  and  since  it  is  excreted  by  the 
kidneys,  the  necessity  of  maintaining  a large  urinary 
output,  preferably  alkaline  in  reaction,  can  be 
readily  understood. 

Time  will  not  permit  discussion  in  detail  of  the 
general  methods  which  should  be  used  in  treatment, 
such  as  rest,  high  caloric  and  high  vitamin  diet, 
iron,  and  at  times  transfusion  of  whole  blood.  The 
complication  of  congestive  failure  should  be  treated 
with  digitalis,  ammonium  chloride,  aminophyllin 
and  mercurial  diuretics. 

As  you  can  see,  I have  not  attempted  to  present 
cases  showing  100%  cure.  One  case  presented  was 
of  acute  bacterial  endocarditis  seen  before  the  ad- 
vent of  sulfonamides  and  the  anti-biotics,  which 
made  a rather  rapid  lethal  exodus;  the  results  might 
still  be  the  same  if  we  were  to  see  such  a case  today. 
•Another  case  pointed  out  the  difficulties  and  impor- 
tance of  the  differential  diagnosis  of  reactivation 
of  a rheumatic  fever  state  and  subacute  bacterial 
endocarditis.  The  other  cases  were  presented  be- 
cause of  certain  unusual  features  which  they  showed. 
Professional  Building. 
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Better  Vision  of  Television. 

These  suggestions  should  help  television  fans 
see  programs  better  and  prevent  eye  fatigue.  The 
Journal  of  the  American  Medical  Association  (April 
23  issue)  said  in  answer  to  a query. 

1.  In  general,  a large  screen  is  considered  bet- 
ter than  a small  one,  because  it  allows  clearer  vi- 
sion at  a greater  distance  and  gives  a larger  visual 
angle. 

2.  A distance  of  10  feet  or  more  away  from  the 
screen  would,  in  general,  be  better  than  a shorter 
distance,  provided  the  size  of  the  screen  and  of  the 
room  would  permit. 

3.  The  nearer  {perpendicularly  the  screen  is 
viewed,  the  better.  Too  much  of  an  angle  produces 
distortion  and  makes  coordination  of  the  two  images 


received  by  the  eyes  difficult. 

4.  Although  there  is  not  a definite  time  limit  for 
watching  television,  some  discretion  should  be  used, 
and  it  should  not  be  persisted  in  beyond  the  point 
of  fatigue. 

5.  Daylight  screens,  in  general,  are  considered 
better  than  the  ordinary  ones  because  they  are 
compatible  with  more  light  in  the  room,  thus  reduc- 
ing the  contrast  between  screen  and  surrounding 
objects. 

Although  television  in  itself  does  not  produce 
eye  strain,  it  requires  all  the  important  “components 
of  the  visual  act,”  and  patients  often  complain  of 
fatigue  after  relatively  short  periods,  The  Journal 
said.  People  with  eye  defects  are  especially  likely 
to  notice  fatigue. 
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INTRATHORACIC  HOUR-GLASS  GANGLIONEUROMA 
A CASE  REPORT 


H.  Clarkson  Meredith,  Jr.,  M.D.,* 

Charlottesville,  Virginia. 


The  hour-glass,  or  so-called  dumb-bell  tumors,  of 
the  chest  have  assumed  a more  important  role  in 
recent  years  with  better  methods  of  diagnosis.  Al- 
though the  reports  of  this  type  of  tumor  are  in- 
frequent, it  probably  is  not  as  rare  as  it  seems  to 
be.®'®  It  occurs  often  enough  so  that  it  should  be 
considered  in  all  cases  presenting  signs  of  cord 
compression.  The  purpose  of  this  report  is  to 
present  a case  of  a large  intrathoracic  dumb-bell 
ganglioneuroma  which  had  signs  of  cord  compres- 
sion without  pain  or  S}-mptoms  referable  to  the 
chest.  There  will  also  be  a brief  discussion  of  in- 
trathoracic hour-glass  tumors  with  particular  em- 
phasis on  the  ganglioneuromas. 

Loretz  in  1870  first  described  the  hour-glass  tu- 
mor involving  the  spine  and  posterior  mediasti- 
num.'* It  was  successfully  removed  and  found  to 
be  a ganglioneuroma.  Heuer  in  1929  collected  fifty- 
nine  cases  of  hour-glass  tumors  of  the  spine  and 
added  three  of  his  own.*  Thirty-seven  of  these  were 
intrathoracic.  Naffziger  in  1933  reported  fifteen 
more,  seven  of  which  were  intrathoracic.®  In  1944 
Kent  el  al.  collected  one  hundred  and  five  intra- 
thoracic neurogenic  tumors  from  the  literature  and 
eighteen  of  these  w'ere  of  the  hour-glass  tj-pe  with 
six  being  ganglioneuromas.® 

These  neurogenic  tumors  arise  from  nerves,  gan- 
glia, or  the  S}Tnpathetic  chains  and  are  of  hour- 
glass shape.  The  smaller  portion  of  this  hour- 
glass tumor  occupies  the  spinal  canal  and  com- 
presses the  cord  and  the  other  larger  portion  pro- 
jects into  the  posterior  mediastinum,  the  two  being 
connected  by  a pedicle  usually  through  an  inter- 
vertebral foramina.®'®'*®  They  vary  in  size  from 
small  lesions  to  the  neoplasms  of  the  size  of  a 
grapefruit.  They  are  usually  hard,  well  encapsu- 
lated, elastic  tumors  that  cause  enlargement  of  the 
intervertebral  foramina  by  pressure  atrophy  and 
may  even  cause  partial  destruction  of  the  laminae, 
bodies  of  vertebrae,  or  adjacent  ribs.*®  The  gan- 
glioneuroma’s origin  is  presumably  from  the  dorsal 
sympathetic  ganglia,  and  they  grow  through  the  in- 

•Resident,  Department  of  Internal  Medicine,  University 
of  Virginia  Hospital,  Charlottesville,  Va. 


tervertebral  canal  into  the  spinal  canal  as  well  as  into 
the  mediastinum. *•*■*  This  tumor  is  a rare  slow  grow- 
ing benign  neoplasm  composed  of  well  differen- 
tiated adult  nerve  ganglion  cells  occurring  singly 
or  in  groups,  delicate  nerve  fibers,  and  connective 
tissue.*''^'  The  other  types  of  neurogenic  tumors  are 
neurofibromas,  fibromas,  neurinomas,  neurilem- 
moma, sympathicoblastomas,  neurogenic  sarcomas, 
and  neurofibrosarcomas.*'*  Hour-glass  tumors  can 
also  arise  from  vertebral  ligaments,  cartilages,  ribs, 
dura,  and  fascia,  but  these  will  not  be  considered 
here.*'® ' 

Kent  et  al.  reported  that  37  per  cent  of  all  pri- 
mary nerve  tumors  of  the  thorax  which  he  reviewed 
had  undergone  malignant  change,  and  that  41  per- 
cent of  this  type  in  the  Barnes  Hospital,  St.  Louis, 
were  malignant.®  Consequently,  it  is  apparent  that 
primary  nerve  tumors  are  dangerous.  Once  ma- 
lignant degeneration  has  occurred  the  case  is  usual- 
ly hopeless. 

Clinically,  the  presenting  picture  is  usually  that 
of  the  cord  compression  syndrome  with  symptoms 
averaging  from  four  months  to  two  and  one-half 
years  in  duration.®'*®  The  history  is  frequently  that 
of  a gradually  progressing  spastic  paralysis  of  the 
lower  extremities  associated  with  sensory  disturb- 
ances. Pain  is  present  in  about  35  per  cent  of  the 
cases  and  usually  is  due  to  the  intraspinal  portion 
of  the  tumor  causing  root  pains.*'®  The  chest  symp- 
toms are  rare  and  are  due  to  pressure  on  the  adjacent 
mediastinal  and  lung  structures.  A careful  neu- 
rological examination  will  usually  reveal  pyramidal 
tract  signs,  sensory  disturbances  with  an  upper 
level  of  anesthesia,  and  occasionally  bladder  and 
rectal  sphincter  involvement.  Occasionally  an  area 
of  dullness  can  be  detected  posteriorly  along  the 
vertebra.  X-ray  studies  will  usually  reveal  a medi- 
astinal mass,  enlarged  intervertebral  foramen,  and 
pressure  erosion  of  the  adjacent  bony  structures. 
Sometimes  the  tumors  are  accidentally  picked  up 
on  routine  chest  x-rays,  at  operation  for  cord  tu- 
mors, or  at  autopsy.  All  cases  with  cord  compres- 
sion symptoms  should  have  a chest  x-ray,  for,  oc- 
casionally, after  a cord  tumor  is  removed,  it  will 
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recur  from  an  undiscovered  pedicle  of  a dumb-bell 
tumor.  A lumbar  puncture  will  usually  reveal  an 
elevated  spinal  fluid  protein  and  often  a positive 
Quecbenstedt  test. 

The  treatment  is  surgical  and  now  in  the  days  of 


portion  can  be  removed,  although  surgeons  some- 
times delay  removal  for  a few  days. 

The  following  case  of  an  intrathoracic  dumb- 
bell tumor  occurred  recently  at  the  University  of 
Mrginia  hospital.  i ! 


improvements  in  anesthesia  and  surgical  tech- 
niques, surgery  of  the  mediastinum  is  relatively 
safe.®-*’®’^®  No  attempt  will  be  made  to  go  into 
surgical  technique  other  than  to  say  that,  accord- 
ing to  most  reporters,  the  intraspinal  tumor  should 
l)e  removed  first,  particularly  wdth  cord  symp- 
toms.^-®>i®  Often  at  the  same  time  the  mediastinal 


Case  Report 

A 14  year  old  white  school  boy  was  admitted 
on  March  29,  1948,  with  the  chief  complaint  of 
weakness  in  his  legs  of  three  weeks  duration. 

This  boy  was  in  good  health  until  three  weeks 
prior  to  hospitalization  when  he  began  to  notice  a 
stiffness  of  his  right  knee  which  was  soon  followed 


Fig.  II. — The  Mediastinal  portion  of  the  hour-glass  tumor  (opened). 
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by  the  same  sensation  in  his  left  knee,  ankles,  and 
feet.  Shortly  thereafter  he  became  aware  of  a 
progressive  weakness  in  both  lower  legs  associated 
with  numbness  that  progressed  to  the  point  where 
the  weakness  involved  his  entire  legs  and  back. 
There  was  no  involvement  of  his  upper  extremities 
and  at  no  time  did  he  have  any  pain  or  chest  com- 
plaints. One  week  before  admission  he  could  not 
walk  without  being  assisted  because  of  difficulty 
with  balance  and  weakness.  He  was  referred  to 
this  hospital  for  diagnosis  and  treatment. 

Physical  examination  on  admission  revealed  a 
well  developed  and  nourished  young  male  in  no 
acute  distress  with  a temperature  of  99.2,  pulse  80, 
and  blood  pressure  of  100/60.  His  pupillary  re- 
flexes and  fundi  were  normal.  His  tonsils  were 
somewhat  enlarged  with  a few  pustular  crypts.  A 
chest  examination  was  negative  except  for  a slight 
degree  of  dullness  in  the  left  lower  chest  below  the 
scapula  adjacent  to  the  vertebra  with  a slight  sup- 
pression of  breath  sounds  over  the  same  area.  There 
was  a slight  degree  of  scoliosis  of  the  mid-dorsal 
spine  but  there  was  no  tenderness  along  the  dorsal 
or  lumbar  spine.  Examination  of  the  heart  and 
abdomen  was  normal.  A neurological  examination 
revealed  the  following  findings:  There  was  a mod- 
erate degree  of  weakness  with  spasticity  of  both 
legs.  He  was  unable  to  walk  without  assistance 
and  had  a spastic  gait.  The  Romberg  test  was  posi- 
tive. His  deep  knee  and  ankle  reflexes  were  very 
hyperactive  with  an  associated  sustained  clonus, 
d'he  abdominal  and  cremasteric  reflexes  were  a]> 
sent  and  the  Babinski  was  positive  bilaterally.  The 
Oppenheim  and  Gordon  signs  were  negative.  There 
was  a decrease  in  pain,  temperature,  and  position 
senses  below  the  knees,  more  marked  on  the  right. 
His  vibratory  sense  was  almost  completely  absent 
below  the  knees  and  was  impaired  to  a level  as  high 
as  the  iliac  crests.  There  was  no  difficulty  with 
bladder  or  rectal  sphincter  tone.  A visual  field  ex- 
amination was  normal. 

The  laboratory  data  was  as  follows:  His  urine 
was  normal  and  he  had  a 12,800  ^^dlC  with  a nor- 
mal differential  count.  He  had  4,700,000  RBC  with 
14,5  grams  of  hemoglobin.  The  blood  and  spinal 
fluid  ^^’assermanns  were  negative.  His  .sedimenta- 
tion rate  was  normal  and  a stool  examination  was 
negative.  A luml)ar  ])uncture  revealed  a pressure 
of  180  mm.  of  water  and  15  cc.  of  a clear  color- 
less fluid  was  removed.  The  studies  of  this  fluid 


were  normal  excej^t  for  a total  protein  of  150.  When 
this  procedure  was  repeated  four  days  later,  it  was 
found  that  after  removal  of  5 cc.  the  flow  became 
extremely  slow  suggesting  a partial  block. 

A chest  x-ray  revealed  a large  rounded  homo- 
geneous mass  with  well  delineated  borders  measur- 
ing at  least  14  cm.  in  diameter  extending  out  from 
the  left  hilus  and  cardiac  shadow,  which  in  the 
lateral  view  occupied  the  posterior  mediastinum. 
There  was  a slight  left  lateral  scoliosis  of  the 
mid-thoracic  vertebrae  and  there  was  a suspicious 
pressure  erosion  in  the  paravertebral  area  of  the 
eighth  and  ninth  ribs  on  the  left.  The  lumbosacral 
x-rays  were  normal. 

After  the  discovery  of  this  huge  mediastinal 
mass,  it  was  felt  that  the  patient  might  possibly 
have  a dumb-bell  type  of  tumor  with  extension 
through  the  intervertebral  foramen  and  causing 
compression  of  the  cord.  He  was  seen  in  consulta- 
tion by  the  Neurology,  Neurosurgical,  and  Chest 
Surgery  services  who  felt  this  was  the  case,  and  sur- 
gery was  planned.  Because  there  was  a possibility 
of  malignancy,  it  was  decided  to  remove  the  thoracic 
portion  first  and  a few  days  later  to  remove  the 
spinal  tumor. 

On  the  thirteenth  hospital  day  a thoracotomy  was 
carried  out  and  a large,  firm,  easily  freeable  tu- 
mor about  the  size  of  a grapefruit  was  located  in 
the  left  posterior  mediastinum.  A careful  dissec- 
tion revealed  a projection  of  the  tumor  into  the 
foramen  between  the  seventh  and  eighth  vertebrae.. 
An  attempt  was  made  to  gently  enucleate  the  mass 
entering  the  foramen,  but  this  was  unsuccessful  so 
it  had  to  be  amputated  at  that  point.  The  patient 
stood  the  procedure  well  but  in  the  next  few  hours 
it  was  noted  there  was  a rapid  progression  of  the 
weakness  of  his  legs  resulting  in  almost  complete 
paralysis.  It  was  felt  that  this  was  probably  an 
edematous  reaction  of  the  remaining  portion  of 
the  hour-glass  tumor  causing  further  cord  compres- 
sion. The  following  morning  a laminectomy  was 
performed  on  the  seventh,  eighth,  and  ninth  dorsal 
vertebrae  and  an  encapsulated  epidural  tumor  about 
2x4  cm.  was  found  compressing  the  cord.  This 
tumor  was  traced  to  a tremendously  enlarged  in- 
tervertebral foramen  between  the  seventh  and  eighth 
vertebrae  and  was  removed  in  its  entirety. 

IMicroscopic  studies  of  the  tumor  revealed  fairly 
loose  connective  tissue  in  which  were  enmeshed  nu- 
merous ganglion  cells  and  occasional  non-myelinated 
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nerve  fibers.  The  diiieinosis  was  a ganglion  neu- 
roma. 

He  had  an  uneventful  postoperative  course  with 
a gradual  return  of  a large  part  of  the  function  of 
his  legs,  his  convalescence  being  assisted  by  physio- 
therapy. At  the  time  of  discharge  the  patient  was 
able  to  move  his  legs  quite  well  and  the  position 
sense  in  his  toes  had  returned.  The  patellar  reflexes 
were  still  liyperactive  and  an  ankle  clonus  was  still 
present.  The  Babinski  reflexes  were  still  jiositive. 
It  was  thought  that  the  eventual  outcome  would  be 
favorable  although  complete  return  of  function  was 
not  expected. 

The  final  diagnosis  was  an  hour-glass  gangli- 
oneuroma of  the  chest  and  spine.  He  was  dis- 
charged May  13,  1948,  after  six  weeks  of  hospital- 
zation  to  carry  out  physiotherapy  and  muscle 
re-education  at  home.  A subsequent  examination 
tliree  months  later  revealed  that  he  was  able  to 
walk  quite  well  Cvith  tlie  aid  of  a cane  and  could 
walk  a short  distance  without  one. 

Discussion 

Hour-glass  tumors  of  the  spine  occasionally  give 
only  s}Tnptoms  of  cord  compression  and  consequent- 
ly can  only  be  detected  by  adequate  x-ray  studies 
of  the  chest  and  spine.  This  case  illustrates  such 
a picture,  for  at  no  time  did  the  patient  have  any 
pain  or  chest  sATnptoms.  Should  the  spinal  por- 
tion be  removed  without  further  investigation  and  a 
dumb-bell  tumor  overlcxiked,  the  tumor  will  recur. 
•Surgical  removal  of  these  tumors  is  the  only  treat- 
ment, for  x-ray  is  valueless.*  In  removing  an  hour- 
glass tumor,  the  spinal  portion  should  always  be 
removed  first.  The  surgical  trauma  of  tugg'ng  and 
pulling  that  will  occur  when  the  chest  portion  of 
the  tumor  is  removed  first  will  be  transmitted  through 
the  pedicle  to  the  spinal  portion  and  cause  a reactive 
edema  and  swelling  with  resulting  greater  insult  to 


the  cord.  In  a great  many  of  these  dumb-bell  neo- 
plasms both  portions  can  be  removed  at  the  same 
operation. Surgery  should  be  carried  out  as  soon 
as  possible  after  the  diagnosis  is  made  as  37  to  41 
per  cent  of  these  neurogenic  tumors  of  the  chest 
have  been  found  to  be  malignant. 

Summary 

A case  of  an  intrathoracic  hour-glass  gangli- 
oneuroma has  been  presented  whose  symptoms  were 
those  of  a compressing  lesion  of  the  dorsal  spinal 
cord  without  pain  and  discovered  by  x-ray.  It  was 
successfully  removed  and  the  function  of  the  lower 
extremities  was  for  the  most  part  restored. 
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HEMOSTATIC  ABSORBABLE  OXIDIZED  CELLULOSE  IN  TRAUMATIC 

INJURIES* 


C.  Frederick  Johnston,  Jr.,  M.D.,  F.A.C.S., 

Abingdon,  Virginia. 


A new  aid  to  surgery,  oxidized  cellulose  is  pre- 
pared from  gauze  or  cotton  by  a special  process 
which  converts  the  unoxidized  cellulose  into  cellu- 
losic  acid^  which  is  an  absorbable,  hemostatic  chemi- 
cal. This  .substance  causes  prompt  hemostasis  when 
applied  to  oozing  surfaces  and  active  bleeding,  and, 
when  left  in  contact  with  incised  tissues,  it  is  readily 
absorbed.  Oxidized  cellulose  is  pliable  and  easy  to 
pack  into  bleeding  wounds  because,  when  wet  with 
blood,  it  becomes  sticky  and  s^vells,  forming  a dark 
brown  gelatinous  mass.  This  substance  is  used  in 
many  surgical  procedures  by  direct  application  to 
the  bleeding  surface.  To  control  brisk  bleeding, 
pressure  is  also  required  in  addition  to  the  oxidized 
cellulose.  It  must  be  remembered,  however,  that 
all  bleeding  points  should  be  ligated  in  accordance 
with  approved  surgical  technique.  When  used  with- 
in incised  organs  or  visceral  beds,  wounds  may  be 
closed  without  drainage.  Except  when  used  for 
emergency  hemostasis,  this  hemostatic  agent  is  not 
recommended  as  a surface  dressing  for  open  wounds. 

Mode  or  Action 

Oxidized  cellulose  was  first  prepared  by  Kenyon 
and  his  associates’’®,  and  has  been  studied  to  de- 
termine if  it  has  any  irritating  properties  and  its 
rate  of  absorption  from  tissues,  both  human  and 
animal.  Using  a special  technique,  Frantz  and  as- 
sociates^ foimd  that  oxidized  cellulose  placed  in 
connective  tissue,  muscle,  bone,  serous  and  synovial 
cavities,  brain,  thyroid,  liver,  kidney,  and  spleen, 
was  completely  absorbed.  This  absorption  time  de- 
pended on  four  factors:  the  amount  of  material 
placed  in  the  tissue;  the  extent  of  operative  trauma; 
the  amount  of  blood  present;  and  the  presence  of 
infection.  Gruhzit  and  associates®  have  described 
the  disintegration  and  absorption  of  oxidized  cellu- 
lose as  follows:  “When  implanted  in  tissue  or 
when  in  contact  with  tissue  fluids  or  blood,  oxidized 
cellulose  forms  a coagulum.  In  this  manner  it  pro- 
duces local  hemostasis.  Following  the  initial  hemo- 
static effect  it  is  quickly  changed  into  a dark  brown 

♦Read  before  the  Buchanan-Dickenson  County  Medical 
Society  at  its  October,  19'l-8,  meeting. 

Dr.  Johnston  was  recently  located  at  Grundy,  Va. 


soft  mass,  which,  in  turn,  becomes  a jelly-like  col- 
loidal material.  Subsequently,  the  jelly  like  mass 
becomes  thin,  forming  a water-like,  pigmented  fluid, 
which  either  diffuses  or  is  taken  up  by  phogocytosis 
into  the  general  tissue  fluid  circulation.”  Franz® 
states  that  no  appreciable  clot  forms  in  the  meshes 
of  the  gauze.  Gruhzit®  states  that  at  the  point  of 
implantation  a nodule  or  cyst  is  formed  which  is 
surrounded  by  a coagulated  tissue  membrane.  As 
the  material  becomes  lysed  and  absorbed,  the  coagu- 
lum is  surrounded  by  a fibroblastic  zone  with  large 
monocytic  invasion.  Absorption  is  followed  by  some 
connective  tissue  scar  formation.  Frantes  and 
Lattes^  observed  no  inflammatory’  reactions  follow- 
ing the  implantation  of  oxidized  cellulose  unless 
associated  infection  or  foreign  bodies  were  present. 
Oxidized  cellulose  when  implanted  in  bone'^,  due  to 
its  acidity,  causes  a slightly  delayed  formation  of 
callus.  There  is  no  delay,  however,  if,  after  hemo- 
stasis is  obtained,  the  material  is  removed  in  three 
or  four  days.  The  hemostatic  action  seems  to  de- 
pend on  the  formation  of  a coagulum  consisting  of 
the  salts  of  polyanhy’droglucuronic  acid  and  hemo- 
globin. This  is  readily  demonstrated  in  vitro^. 
Also,  a contributing  factor  present  is  the  ability  of 
the  oxidized  cellulose  to  swell  when  moist  with  tis- 
sue fluids,  which  makes  it  very  useful  as  a packing 
agent,  as  it  adapts  itself  to  wound  spaces. 

Clinical  Uses  in  Elective  Surgery 
In  general  surgical  and  neurosurgical  operations, 
this  hemostatic  agent  is  not  removed  before  closure 
of  the  incision.  Delayed  healing  or  unexplained 
febrile  reactions  do  not  occur.  In  otolaryngologic 
operations  it  is  removed  the  fifth  post-operative  day 
by  means  of  a suction  cannula.  Franz®  states  “Since 
the  report  of  our  first  seventeen  clinical  trials  we 
have  had  an  opportunity  to  study  more  cases  and  to 
hear  informed  reports  from  investigators  in  other 
hospitals.  In  two  of  one  hundred  fifteen  cases  which 
came  to  autopsy,  one  three  days,  and  one  three 
months  after  operation,  we  have  had  the  opportu- 
nity to  confirm  our  belief  that  the  reaction  in  human 
tissue  is  similar  to  that  in  experimental  animals. 
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and  that  the  material  is  absorbable  and  non-irri- 
tating”. Frantz  and  Lattes’’  review  two  hundred  and 
eighty  (280)  operations  using  oxidized  cellulose  in 
the  following  conditions:  Partial  hepatectomy,  liver 
biopsy,  retroperitoneal  tissue,  infected  wounds,  bone, 
biopsies,  amputations,  thyroid,  tooth  sockets,  nasal 
cavity,  tonsillectomy,  rectum,  prostate,  kidney,  cir- 
cumcision, vaginal  wounds,  urinary  bladder,  and 
neurologic.  It  should  be  remembered  that  any 
hemostatic  agent  is  not  a substitute  for  ligature  or 
suture  and  that  the  greatest  field  of  usefulness  for 
these  materials  is  where  ligature  or  suture  does  not 
adequately  control  hemorrhage , or  can  not  be  used. 

There  are  times  when  the  surgeon  cannot  con- 
trol the  oozing  and  he  would  have  to  try  to  clamp  or 
suture  blindly,  which  is  a ver}-  dangerous  proced- 
ure. Oxidized  cellulose  is  especially  appropriate 
for  this  occasion.  Again,  gauze  packs  which  must 
be  removed  are  frequently  used  to  control  massive 
venous  hemorrhage.  \Mien  hemostatic  agents  are 
used  there  is  no  need  to  remove  this  absorbable  ma- 
terial and  thus  the  danger  of  secondary  hemorrhage 
is  removed.  These  absorbable  agents  are  remark- 
able in  radical  resections  where  blood  loss  is  great. 
They  keep  the  loss  of  blood  to  a minimum  and  al- 
low an  operation  to  be  performed  where  blood  for 
transfusions  is  not  available  in  large  amounts.  Thus, 
conservation  of  blood  by  hemostatic  agents  which 
are  absorbable,  holds  much  promise. 

Experimental  work  by  Jampolis  and  associates* 
show  that  with  these  valuable  new  absorbable  hemo- 
static agents  there  will  be  a widening  of  the  scope  of 
operative  surger>q  especially  in  the  field  of  vascular 
and  cardiac  surgerjq  and  in  the  operative  attacks  on 
malignant  tumors. 

Clinical  Observations  in  Traumatic  Surgery 

Hemostatic  agents  have  made  it  possible  for  ma- 
jor surgery  to  be  performed  with  a greater  degree 
of  safety  to  the  patient  than  previously.  This  is  es- 
pecially true  in  smaller  hospitals  where  professional 
assistance  is  at  a minimum.  The  following  clinical 
applications  are  similar  to  those  previously  re- 
ported with  the  exception  of  the  use  of  hemostatic 
absorbable  oxidized  cellulose  in  traumatic  cases  in- 
stead of  in  elective  surgery. 

Case  1. — 10143,  I.  S.,  white  male,  admitted 
11/21/46  with  a stab  wound  of  the  abdomen.  A 
tear  in  the  mesentery  was  closed.  Puncture  wounds 
of  the  stomach  and  ileum  were  purse-stringed.  A 


laceration  of  the  thoracic  duct  was  found,  sutured 
end  to  end,  and  cuffed  with  oxidized  cellulose.  A 
retroperitoneal  hemorrhage  was  packed  with  the 
same  material.  The  patient  made  an  uneventful  re- 
covery. It  is  believed  that  the  oxidized  cellulose 
assisted  in  renewing  the  continuity  of  the  thoracic 
duct  and  controlled  the  retroperitoneal  hemorrhage. 
A follow-up  of  this  patient  revealed  perfect  healing, 
symptom-free  and  he  is  back  at  work  in  the  mines. 

Case  2. — 10205,  J.  H.,  white  male,  admitted 
12/26/46  with  two  thoraco-abdominal  stab  wounds, 
left  side,  as  well  as  two  large  lacerations  of  the  back 
and  arm.  Hemorrhage  was  active  and  oxidized 
cellulose  was  applied  to  these  wounds  to  control 
bleeding  while  the  thoraco-abdominal  surgery  was 
perfonned.  Oxidized  cellulose  was  applied  to  a 
laceration  of  the  spleen  and  pressure  maintained 
for  three  minutes.  Upon  release  of  pressure  the 
oxidized  cellulose  remained  firmly  adherent  to  the 
spleen  and  the  hemorrhage  was  under  control.  The 
hemostatic  material  was  removed  from  the  lacera- 
tions and  they  were  sutured.  The  oxidized  cellu- 
lose retained  body  fluids  by  being  placed  in  the 
lacerations  while  the  thoraco-abdominal  surgery 
w’as  perfonned,  and  also  controlled  the  hemorrhage 
from  the  spleen  without  having  to  further  shock  the 
patient  with  a spleenectomy. 

Case  3. — 10830,  D.  M.,  white  male,  admitted 
8/3/47  with  a penetrating  bullet  wound,  trans- 
versely through  the  upper  abdomen.  Perforations 
of  the  stomach  and  small  intestines  were  repaired, 
and  profuse  bleeding  from  the  liver  controlled  by 
packing  oxidized  cellulose  in  the  wound  of  entrance 
and  exit.  Follow-up  of  this  patient  revealed  him 
back  at  his  occupation  of  mining. 

Case  4. — 11376,  R.  S.,  white  male,  admitted 
5/10/47  wdth  a stab  wound  of  the  abdomen.  A 
perforation  of  the  stomach  and  a tear  in  the  omentum 
was  repaired.  A large  laceration  of  the  liver  was 
sutured  over  a pack  of  oxidized  cellulose,  controlling 
the  hemorrhage.  The  second  post-operative  day  the 
patient  suddenly  expired.  Permission  for  a post- 
mortem was  denied  but,  from  the  manner  of  his 
death,  it  was  supposed  that  it  was  due  to  a second- 
ary heriaorrhage. 

Case  5. — 10750,  M.  W.,  white  female,  admitted 
7/27/47,  following  an  automobile  accident,  with  a 
compound,  depressed  skull  fracture,  right  parietal 
region,  with  lacerations  of  the  brain.  During  the 
operative  procedure  severe  oozing  was  encountered 
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and  the  bleeding  was  controlled  by  the  application 
of  oxidized  cellulose.  Recovery  was  uneventful  and 
the  patient  attended  school  last  year  and  did  very 
well. 

Case  6. — 11,539,  C.  C.  white  male,  admitted 
11/7/47  with  a thoraco-abdominal  bullet  wound. 
A laceration  of  the  superior  lobe  of  the  liver  was 
packed  with  oxidized  cellulose  and  the  bleeding 
completely  controlled.  Recovery  was  entirely  un- 
eventful except  for  an  evisceration  on  the  tenth 
post-operative  day  which  was  repaired.  The  pa- 
tient is  now  working  in  the  mines. 

Summary 

A brief  review  of  the  literature  on  hemostatic  ab- 
sorbable oxidized  cellulose  has  been  made  with  the 
inclusion  of  a few  cases  where  this  material  has 
been  of  inestimable  value  in  controlling  hemorrhage 
in  traumatic  cases.  The  clinical  cases  reported  are 
actually  a minor  problem  of  hemostasis;  the  major 
problems  of  vascular  and  cardiac  surgery  remain 
to  be  tested  clinically  following  excellent  exj)eri- 
mental  work*. 

1.  — Oxidized  cellulose  is  completely  absorbable. 

2.  — The  hemostatic  action  of  oxidized  cellulose 
is  rapid  and  complete. 

3.  — Oxidized  cellulose  causes  no  tissue  reaction. 


4.  — Absorbable  oxidized  cellulose  makes  safer 
surgery  possible  in  institutions  where  good  profes- 
sional assistance  is  not  available,  but  where  the 
surgery  must  be  performed. 

5.  — Oxidized  cellulose  is  an  excellent  aid  in  con- 
trolling hemorrhage  in  traumatic  as  well  as  in  elec- 
tive surgery. 

6.  — -Late  experimental  work  has  shown  that  the 
use  of  hemostatic  agents  will  widen  the  scope  of 
surgery,  especially  vascular  and  cardiac  surgery, 
and  procedures  on  malignant  tumors,  where  large 
amounts  of  active  bleeding  may  be  present. 
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Bibliotheca  Obstetrica 

Cook,  Henry  Wireman,  and  Briggs,  John  Bradford:  Clinical  Observations  on 
Blood  Pressure.  Johns  Hopkins  Hospital  Reports  11:451,1903.  Drs.  Cook  and 
Briggs  were  House  Officers  of  the  Johns  Hopkins  Hospital  who,  when  the  new 
Riva-Rocci  sphygmomanometer  became  available,  spent  all  their  waking  hours  re- 
cording and  tabulating  blood  pressures  of  students  and  patients. 

Under  the  heading  “Blood  pressure  observations  of  obstetrical  cases”  they  re- 
corded pressures  in  pregnancy,  labor  and  in  eclampsia.  They  found  that  Braxton- 
Hicks  contractions  cause  a rise  of  blood  pressure.  Engagement  of  the  fetal  head 
causes  a fall  in  blood  pressure.  Onset  of  labor  causes  an  increase  of  the  mean  sys- 
tolic pressure.  Each  contraction  is  accompanied  by  an  elevation  of  blood  pressure. 
“Pelvic  reflex”  produced  by  introducing  the  whole  hand  into  the  vagina  or  by  traction 
on  the  child  causes  a marked  elevation  of  blood  pressure  comparable  to  that  produced 
by  forcible  dilatation  of  the  sphincter  ani.  Eclampsia  produces  a marked  rise  and 
this  rise  is  of  greater  diagnostic  and  prognostic  value  than  the  appearance  of  albumin. 
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A CONSIDERATION  OF  THE  EFFECTS  OF  MINOR  DEGREES  OF  FAILURE  OF 

FUSION  OF  THE  MULLERIAN  DUCTS* 


Gwen  S.  Hudson,  M.D., 

Richmond,  Virginia. 


The  minor  degrees  of  failure  of  fusion  of  the 
Mullerian  ducts  to  be  considered  here  are  uterus 
subseptus,  and  uterus  biconis  unicorpus  unicollis. 
The  only  detectable  difference  between  these  is 
that  in  the  former  no  uterine  defect  can  be  felt  on 
examining  the  uterus  externally,  whereas  the  latter 
defect  can  be  felt  as  two  horns — at  least  during  the 
third  trimester  of  pregnancy.  Another  minor  defect, 
the  arcuate  uterus,  can  be  felt  to  have  two  horns 
externally,  but  has  a smooth  interior  and  will  not 
result  in  the  complications  under  discussion. 

i\Iy  purpose  in  presenting  this  topic  is  that  fate 
has  brought  it  to  my  attention  in  the  last  year  and 
made  me  realize  the  importance  of  recognizing  such 
defects.  These  minor  deformities  are  actually  fairly 
common.  Vet  this  has  not  been  generally  realized. 
Falls  in  1928  recognized  the  incidence  to  be  about 
one  per  cent  of  labor  cases.  Yet  Ho}i;  Tayler  wrote 
in  1943  that  the  incidence  of  all  degrees  of  failure 
of  fusion  of  the  Mullerian  ducts  in  obstetric  pa- 
tients was  one  in  1500.  Stanley  Way  in  1945  re- 
ported an  incidence  of  one  in  389.  In  August  1947 
he  reported  an  incidence  of  one  in  78  cases — which 
he  believes  entirely  due  to  the  fact  that  he  was 
looking  for  them. 

This  incidence,  of  course,  means  that  every  doc- 
tor doing  obstetrics  will  meet  such  defects  reason- 
ably frequently.  Since  Ways  series  of  37  cases  with 
78  pregnancies  is  large,  I shall  quote  his  incidence 


of  complications: 

Transverse  lie  27% 

Abortion  26% 

Retained  placenta  15% 

Breech  presentation 9% 

Premature  labor 9% 

Placenta  previa  5%- 

Prolapse  of  the  cord 5% 


In  addition,  he  says,  premature  separation  of  the 
placenta  is  common  if  the  placenta  is  inserted  on 
the  septum.  His  combined  fetal  and  neonatal  mor- 
tality was  a little  over  20%..  Of  these,  2 babies  had 
congenital  deformities  incompatible  with  life.  He 

*Read  before  the  Manchester  Medical  Society,  April 
6,  19+8. 


examined  some  of  the  female  children  who  lived,  by 
.\-ray  with  a radio  opaque  medium  in  the  uterus 
and  found  similar  uterine  defects  in  several. 

However,  the  misfortunes  of  these  patients  are 
not  limited  to  pregnancy.  Some  will  have  associated 
urinar}  tract  abnormalities.  Unnecessary  surgery 
due  to  mistaken  diagnosis,  such  as  ectopic  preg- 
nancy, adds  further  to  their  dangers. 

The  following  3 cases  have  come  under  obsen'a- 
tion  since  August  1947: 

The  first  patient,  age  22,  had  had  2 full  term 
uneventful  pregnancies.  She  went  into  Sheltering 
Arms  Hospital  in  labor  one  month  before  term. 
After  a 4-hour  labor  she  delivered  spontaneously  a 
healthy  female  child  weighing  5 pounds  2 ounces. 
One  hour  and  27  minutes  later  the  placenta  was 
manually  removed.  It  was  adherent  to  the  right 
side  of  the  fundus.  A septum  2 inches  long  w'as 
felt  in  the  upper  part  of  the  uterus. 

The  second  patient  was  treated  by  Dr.  Edwin 
Rucker.  She  was  a primigravida,  age  30.  She  had 
noticed  passage  of  blood  tinged  fluid  2 days  pre- 
viously and  therefore  had  been  referred  to  Johnston- 
Willis  Hospital  by  her  local  doctor.  She  went  into 
labor  spontaneously  three  week.s  before  term  by 
menses,  and  after  a 9-hour  labor  delivered  a baby 
weighing  5 pounds  and  9]/2  ounces.  Twenty  min- 
utes later  the  placenta  had  not  been  delivered,  so  it 
was  removed  manually.  The  interior  of  the  uterus 
was  found  to  be  bicornate  and  the  placenta  was 
implanted  in  the  right  horn.  Blood  loss  was  esti- 
mated to  be  350  cc.  The  placenta  had  a velamentous 
insertion  of  the  cord.  At  the  one  month  check-up 
no  uterine  abnormality  could  be  felt. 

The  third  case  was  a 20-year  old  primigravida. 
On  the  routine  8 months  abdominal  examination  the 
baby  was  found  to  lie  presenting  as  a breech.  It 
was  easily  converted  to  a vertex  by  external  version. 
Two  weeks  later  she  complained  of  severe  backache. 
The  baby  was  lying  transversely  this  time.  Again 
it  was  easily  converted  to  a vertex.  One  week  later 
she  said  she  had  had  considerable  abdominal  pain 
since  her  last  examination,  .^t  this  time  the  head 
presented  but  was  not  engaged.  The  cervix  was  felt 
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to  be  one-half  inch  long  and  admitted  the  tip  of  a 
finger. 

Two  days  later — six  days  before  term  by  menses 
— she  had  a large  gush  of  what  she  considered  to 
be  pure  blood,  followed  at  once  by  labor  pains.  She 
arrived  at  Sheltering  Arms  Hospital  three  hours 
later.  The  intern  remarked  that  the  fundus  felt  as 
if  notched.  The  patient  was  in  very  hard  labor, 
bleeding  only  slighth'.  Blood  pressure  was  90/60. 
Fetal  movements  could  be  felt,  but  no  fetal  heart 
sounds  could  be  heard.  The  patient’s  hemoglobin 
was  55%.  Transfusion  was  immediately  made 
ready  but  not  given.  A sterile  vaginal  examination 
showed  the  cervix  to  be  6 cm.  dilated  and  no  placenta 
could  be  felt.  Two  hours  and  40  minutes  after  ad- 
mission the  baby  was  delivered  through  the  com- 
pletely dilated  cervix  as  L.O.A.  by  low  forceps, 
using  open  drop  ether  anesthesia.  It  was  a stillborn 
female  child  48  centimeters  long.  Following  de- 
livery the  placenta  appeared  to  be  loose  in  the  uterus 
and  came  away  immediately.  The  uterus  was  re- 
laxed as  the  placenta  delivered  and  an  estimated 
400  cc.  of  blood  was  passed  before  her  bicornate 
uterus  and  vagina  could  be  packed.  Following  de- 
livery her  pulse  was  100,  blood  pressure  104/70. 
She  was  given  a blood  transfusion  later  in  the  day 
because  of  anemia.  Her  postpartum  course  was  es- 
sentially normal. 

Autopsy  on  the  infant  showed  only  complete  pul- 
monan'  atelectasis.  There  were  no  abnormalities  of 
the  genital  tract. 

I am  sure  the  presence  of  the  bicornate  uterus 
could  have  been  noticed  before,  and  the  transverse 
presentation  should  have  made  me  suspect  its  pres- 
ence. It  is  quite  possible  that  the  second  external 
version  precipitated  a premature  separation  of  the 
placenta  resulting  in  the  death  of  the  baby.  Had  I 
noticed  the  defect  and  realized  its  potentialities  for 
trouble  she  would  have  had  her  blood  typed  long 
before  labor  began  and  she  would  have  been  advised 
to  spend  the  last  few  weeks  in  Richmond. 

It  becomes  evident  that  the  most  important  part 
of  therapy  of  these  individuals  is  diagnosis  before 
complications  have  occurred.  Occasionally  it  may 
be  suspected  from  the  family  history.  Stanley  Way 
found  that  in  one  instance  2 sisters  and  j^robably 
the  mother,  from  her  history  of  obstetric  complica- 
tions, had  had  the  deformity.  It  can  be  palpated  in 
late  pregnancy  when  it  cannot  always  be  noted  in 
the  non-pregnant  uterus.  Sometimes  the  fundus 


feels  abnormally  broad.  The  uterus  tends  to  deviate 
to  one  side  of  the  abdomen,  according  to  Falls. 
Transverse  presentation  in  the  last  month  of  preg- 
nancy should  certainly  lead  to  strong  suspicion — 
particularly  in  a primigravida.  In  addition,  Ijreech 
presentation,  antepartum  bleeding  due  to  placenta 
previa,  premature  labor,  or  a history  of  any  of  these 
in  previous  pregnancies,  or  a history  of  retained 
placenta  or  postpartum  hemorrhage,  should  bring 
this  possibility  to  mind. 

Having  made  the  diagnosis  during  pregnancy, 
the  need  of  a blood  transfusion  can  be  anticipated. 
Any  attempts  at  external  version  of  breech  or  trans- 
verse presentation  should  be  eschewed.  Many  of 
the  transverse  presentations  will  convert  spontane- 
ously the  day  before  labor,  or  even  in  early  first 
stage,  as  Way  emphasized.  It  is,  therefore,  unwise 
to  decide  to  do  a Caesarean  section  on  these  before 
labor  begins,  except  where  another  indication  is 
present.  When  labor  does  begin,  if  transverse  pres- 
entation is  still  present,  Caesarean  section  or  in- 
sertion of  a Voorhees’  bag  can  then  be  decided  upon, 
depending  on  the  merits  of  the  case.  The  possibility 
of  severe  foetal  deformity  must  always  be  borne  in 
mind.  Whether  the  presence  of  bicornate  uterus 
should  make  the  treatment  of  placenta  previa  tend 
more  to  Caesarean  section,  I am  unprepared  to  say. 
Delay  in  separation  of  the  placenta  should  be  fol- 
lowed by  manual  removal  of  the  placenta  without 
waiting  for  hemorrhage  to  occur.  Many  deliveries 
will  of  course  be  perfectly  normal. 

The  treatment  of  patients  with  these  defects  having 
repeated  abortions  has  not  been  extensively  tried. 
\\'ay  x-rayed  12  patients  who  had  had  3 or  more 
une.xplained  abortions,  using  radio-opaque  media 
and  found  such  a defect  in  2.  He  removed  the  sep- 
tum in  one,  only  to  have  the  patient  miscarry  again. 
He  reported  a case  operated  on  by  Mr.  Harvey 
Evers  after  6 abortions,  who  then  had  a norrnal 
pregnancy  with  a living  baby.  In  1926  P.  Strass- 
man,  of  Berlin,  reported  that  he  had  operated  on 
17  cases.  Three  had  had  living  children  following 
this  operation  and  one  had  had  6 children.  The  op- 
eration consisted  of  a transverse  cut  across  the  top 
of  the  fundus,  which  was  then  repaired  by  suturing 
so  that  the  repaired  wound  was  at  right  angles  to 
the  cut.  He  claimed  that  no  uterine  ruptures  oc- 
curred during  pregnancy  or  delivery.  This  will 
still  be  considered  extremely  radical  surgery  by 
most  operators. 
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The  possibility  of  renal  abnormality  should  be 
watched  for  whene^'er  genital  defects  are  found. 

In  conclusion,  uterus  subseptus  and  uterus  bi- 
cornisunicorpus  unicollis  are  common  abnormali- 
ties, occurring  in  over  1%  of  obstetric  patients. 
.■\lthough  these  patients  frequently  have  normal 
pregnancies  and  labors,  tliey  also  very  often  have 
seriously  abnormal  ones.  It  is,  therefore,  extremely 
important  to  be  on  the  alert  for  them. 
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THE  PHYSICIAN 


Ch.arles  W.  Putney,  ;M.D., 
Staunton,  Va. 


The  physician  is  born  with  a desire  to  serve. 
Seemingly  having  an  iron  nerve; 

He  goes  night  and  day,  through  snow  and  rain. 
Risking  his  own  life  to  relieve  pain. 

\Mien  the  anxious  mother  starts  to  weep. 

The  true  physician  can  never  sleep. 

Until  the  child  has  obtained  relief, 

.A.nd  the  distressed  mother,  lost  her  grief. 

He  continues  to  serve,  night  and  day. 

Helping  the  sick  in  his  usual  way. 

Unmindful  of  his  personal  gain, 

Happy  in  relieving  human  pain. 

He  observes  the  patient  with  a smile. 

Though  searching  for  the  cause,  all  the  while. 

His  mind  is  alert  and  always  keen. 

For  diagnostic  signs  to  be  seen. 

Tests  are  made  or  pictures  are  taken. 

Then  his  opinion  is  not  shaken. 

For  all  other  causes  tend  to  fade 
When  the  diagnosis  has  been  made. 


His  work  continues  without  a pause. 

For  it  is  not  hard  to  treat  the  cause. 

When  the  treatment  is  well  under  way. 
The  patient  then  sees  the  light  of  day. 

.■\nd  as  he  recovers  from  his  plight. 

His  physician  is  filled  with  delight. 

Seeing  him  improve  and  gaining  ground, 
iMakes  the  doctor’s  joy  most  profound. 

.\s  the  doctor  labors  through  the  years. 

His  life  is  mingled  with  joy  and  tears; 

Constantly  dealing  with  life  and  death, 
.\waiting  the  first  or  the  last  breath. 

And  when  his  work  on  this  earth  is  done. 
And  he’s  approaching  his  setting  sun. 

He  knows  his  efforts  were  not  in  vain, 

.■\nd  his  conscience  does  not  suffer  pain. 

His  eternal  joy  has  just  begun, 

Thinking  of  the  many  battles  won. 

Or  joining  his  patients,  gone  before 
With  the  Great  Physician,  evermore. 

Then  in  the  fairest  kind  of  weather. 

They  can  commune  with  God  together 

.A.nd  talk  of  the  things  that  used  to  be, 

.\nd  dwell  with  Him  in  Eternity. 

21  North  Market  Street. 
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THE  RECOGNITION  OF  THE  LATE  PULMONARY  RESIDUALS  OF 

COCCIDIOIDOMYCOSIS 


Randolph  P.  Pillow,  M.D.,* 

University,  Virginia, 
and 

Theodore  E.  Finnegan,  M.D., 

Elyria,  Ohio. 


Although  the  acute  cases  of  coccidioidomycosis 
are  confined  largely  to  endemic  areas  in  California, 
Arizona,  New  Mexico,  Texas,  Nevada,  Utah,  and 
Colorado,  the  cases  of  late  residual  pulmonary  le- 
sions of  this  disease  are  not  limited  necessarily  by 
any  geographical  boundaries.  During  the  war  years, 
a large  number  of  civilians  and  soldiers  were  ex- 
posed to  the  disease  in  the  endemic  areas.  It  is 
the  purpose  of  this  article  to  point  out  that  these 
people  have  since  returned  to  their  homes  through- 
out the  country,  and  their  physicians  may,  thus,  be 
confronted  with  the  late  phases  of  this  disease  for 
diagnosis. 

-\t  the  present  time,  the  exact  incidence  rate  of 
the  acute  disease  is  unknown.  In  some  communi- 
ties in  the  endemic  areas,  it  has  been  estimated  that 
at  least  80%  of  the  population  have  had  coccidioido- 
mycosis^. Infection  may  occur  readily  by  inhaling 
dust  contaminated  with  the  mycelial  or  vegetative 
form  of  the  fungus,  Coccidioides  immitis.  The 
magnitude  of  the  problem  is  better  appreciated 
when  it  is  realized  that  merely  driving  through  an 
endemic  area  can  result  in  infection^.  It  is  believed 
that  around  60%  of  the  persons  infected  are  ini- 
tially asymptomatic  or  manifest  such  mild  symp- 
toms as  to  remain  undiagnosed.  Such  cases  can  be 
demonstrated  by  a ‘‘change  over”  from  a negative 
to  a positive  coccidioidal  skin  test.  Nevertheless, 
actual  infection  has  occurred  in  these  cases.  The 
acute  infection  may  resolve  completely  or  a residual 
pulmonary  lesion  may  persist,  to  be  discovered  ac- 
cidentally on  some  future  examination.  The  re- 
maining 40%  of  the  acute  cases  have  SATnptomatol- 
ogy  referable  to  the  pulmonary  system,  and  the 
infection,  again,  may  resolve  completely  or  may 
leave  a characteristic  pulmonary  lesion.  In  a small 
percentage  of  cases,  one  in  400  coccidioidal  infec- 
tions, the  fungus  is  not  confined  to  the  pulmonar)’ 
system  and  disseminates  throughout  the  body.  When 

*Instructor  in  Medicine,  Department  of  Internal  Medi- 
cine, University  Hospital,  Charlottesville,  Va. 


this  occurs,  the  mortality  rate  in  some  series  has 
been  found  to  be  50%^. 

The  late  residual  pulmonary  lesions  resulting 
from  either  the  symptomatic  or  asymptomatic  ini- 
tial coccidioidal  infections  are  characteristically  of 
two  t)'pes:  (1)  cavitation  and  (2)  nodule  forma- 
tion. These  lesions  must  be  differentiated  from  pul- 
monary tuberculosis,  solitary  or  multiple  cysts  of 
the  lung,  primary  and  metastatic  lung  tumors,  and 
bronchiectasis. 

(1) .  Cavitation:  During  or  shortly  after  the 
acute  pneumonic  phase  of  the  disease,  cavitation 
may  result.  Goldstein  et  al  ^ observed  cavit}'  for- 
mation in  3 of  75  acute  cases.  When  observed  in 
the  late  phase  of  the  disease,  the  cavity  appears 
oval,  thin-walled,  and  with  a minimal  amount  or  no 
inflammatory  reaction  in  the  surrounding  tissue. 
The  cavity  may  or  may  not  contain  fluid.  Patho- 
logical studies  have  shown  these  cavities  to  be 
lined  by  chronic  granulomatous  inflammatory  tis- 
sue^. This  lesion  may  produce  no  symptoms. 
Goldstein  also  noted  that  2 of  the  3 cavities  closed 
spontaneously  after  a period  of  3 to  5 months'*. 
On  the  other  hand,  such  a cavity  may  remain  in- 
definitely with  no  change  in  X-ray  appearance. 
This  lesion  should  not  be  confused  with  progres- 
sive coccidioidal  disease  but  is  merely  a residual 
of  the  primar}'  acute  infection. 

(2) .  Nodule  formation:  With  serial  X-ray  ex- 
amination, it  may  be  found  that  the  acute  pneu- 
monic process  fails  to  resolve  completely,  leaving  a 
dense,  well-circumscribed  nodular  lesion.  This  le- 
sion is  hyaline  scar  tissue  and  is  permanent.  Jami- 
son'^ followed  4 cases  and  found  that  nodule  for- 
mation occurred  in  10  days  to  3 months  after  the 
initial  pneumonitis.  Slight  decrease  in  the  size  of 
the  nodule,  and  even  calcification,  may  occur  over 
a period  of  years. 

Coccidioidomycosis  may  be  expected  to  enter  on 
occasions  in  the  differentiation  of  pulmonarj’  le- 
sions. Since  the  late  cases,  as  a rule,  are  quiescent 
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and  require  no  active  treatment,  a diagnosis  can  be 
made  promptly  and  long  hospitalization  or  bed 
rest  avoided  if  a systematic  investigative  program 
is  carried  out: 

1.  History.  Since  late  coccidioidal  lesions  can 
result  in  cases  with  an  asymptomatic  initial  illness, 
the  patient  may  be  unable  to  recall  any  sickness 
which  may  be  regarded  as  the  acute  stage  of  the 
disease.  It  is  obvious  that  a positive  history  of 
having  been  in  an  endemic  area  is  of  as  great  value 
as  a positive  history  of  an  initial  illness.  Eliciting 
a story  of  manifestations  such  as  hemoptysis,  slight 
shortness  of  breath,  deep  chest  pain,  or  pleurisy  will 
aid  in  establishing  the  date  of  the  original  infection. 

2.  Chest  X-ray.  In  many  cases,  attention  is  first 
focused  on  the  chest  when  X-ray  examination  re- 
veals a nodule  or  thin-walled  cavity.  Serial  films 
usually  reveal  little  or  no  change.  Quite  frequently 
the  appearance  of  the  lesion  is  sufficiently  charac- 
teristic that  a presumptive  diagnosis  can  be  made 
from  the  X-ray  alone. 

3.  Skm  test.  The  use  of  potent  coccidioidin  in 
J/1000,  1/100,  and  1/10  dilutions  as  a skin  test- 
ing agent  is  generally  specific.  As  a rule,  a 1/100 
dilution  is  the  most  satisfactory  for  routine  testing 
of  suspected  late  cases.  Sensitivity  to  coccidioidin 
is  unrelated  to  tuberculin  or  to  proteins  from  other 
acid-fast  bacteria  or  to  proteins  from  bacillus  abor- 
tus®. The  test  is  perfonned  and  read  in  the  same 
manner  as  the  tuberculin  skin  test  and  is  of  the 
same  significance.  positive  test  indicates  con- 
current or  previous  coccidioidal  infection,  except  in 
the  presence  of  dissemination  which  may  produce 
a negative  test.  Care  must  be  observed  that  the  sy- 
ringe has  not  been  contaminated  previously  with 
tuberculin.  Since  the  antigenicity  of  coccidioidin  is 
negligible,  it  should  not  be  withheld  for  fear  of 
evoking  humoral  antibodies  that  would  interfere 
with  serological  tests. 

4.  Examination  of  body  fluids.  Sputum  or  gastric 
washings  should  be  studied  by  smear  or  culture  on 
Saboraud’s  media  for  the  spherule  or  mycelial  phase 
of  the  fungus.  The  material  is  collected  in  the 
same  manner  as  a specimen  for  acid-fast  studies. 

satisfactory  culture  method  has  been  described 
by  Wilhelm'^. 

5.  Serology.  This  test  is  carried  out  by  using  the 
patient’s  serum  and  coccidioidin  as  an  antigen.  The 
precipitin  test  is  seldom  positive  in  the  late  cases.  In 
some  instances,  the  complement  fixation  test  re- 


mains positive  in  low  dilutions  and  is  specific. 
Should  the  complement  fixation  titre  begin  to  rise 
in  the  pre.sence  of  a residual  lesion,  dissemination 
of  the  fungus  infection  should  be  strongly  suspected. 

The  following  cases  have  been  selected  from  a 
series  under  observation  to  demonstrate  some  of  the 
aspects  of  the  late  pulmonary  lesions  of  coccidioido- 
mycosis : 

Case  1.  This  twenty-seven  year  old  white  male 
trained  in  the  U.  S.  Army  Air  Corps  in  Southern 
California  at  various  flying  fields  in  the  summer 
of  1943.  He  gave  no  history  of  illness  at  that  time 
or  since,  nor  was  there  any  history  of  fever,  hemo- 
ptysis, chest  pain,  weight  loss,  cough,  or  sputum  (a 
chest  X-ray  in  January  1943  was  normal).  The 
patient  left  the  endemic  area  in  November,  1943. 
In  December,  1946,  a chest  X-ray  revealed  a 2 x 2.5 
cm.  cavity  at  the  level  of  the  7th  intercostal  space 
in  the  left  postero-lateral  lung  field  about  2 an. 
from  the  periphery  (Figure  1).  Physical  exami- 


Eigure  1. 


nation  was  normal.  There  was  no  anemia  and  the 
sedimentation  rate  was  normal.  Tuberculin  skin 
test  was  negative.  Coccidioidin  skin  test  (1/10) 
was  three  plus  and  coccidioidal  complement  fixa- 
tion test  was  positive  in  a dilution  of  1 :4  in  Novem- 
ber, 1947.  Sputum  and  gastric  w'ashings,  including 
guinea  pig  inoculations,  were  negative  for  C.  im- 
mitis  and  tubercle  bacilli.  Similar  studies  were 
carried  out  on  a sputum  specimen  ohta'ned  from 
the  left  bronchus  on  broncho.scojiic  examination  and 
were  negative.  In  November,  1 947,  the  aiipearance 
of  the  cavity  was  unclianged.  However,  in  April, 
1948,  serial  X-ray  studies  revealed  complete  dis- 
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appearance  of  the  cavity,  the  X-ray  being  entirely 
normal. 

Comment:  In  the  absence  of  a positive  history  of 
an  acute  illness,  it  must  be  assumed  that  coccidioidal 
infection  occurred  while  the  patient  was  in  the 
endemic  area  in  1943.  Discovery  of  the  typical  cavi- 
tation was  made  on  routine  X-ray  examination  as 
the  patient  was  entirely  asymptomatic.  A positive 
skin  test  and  a positive  complement  fixation  test 
in  low  dilution  were  sufficient  to  confirm  the  diag- 
nosis of  late  coccidioidomycosis.  Cavitation  has 
been  reported  to  close  in  varying  lengths  of  time,  but 
for  such  a cavity  to  remain  as  long  as  five  years 
after  the  probable  initial  illness  is  not  rare  in  our 
experience. 

Case  2.  This  twenty-three  year  old  white  male 
was  in  Army  flight  training  in  Southern  California 
and  Arizona  from  April  to  September,  1944.  A 
chest  X-ray  in  August,  1944,  was  normal.  There 
was  no  history  of  illness  at  this  time  or  subsequently, 
and  the  patient  left  the  endemic  area  in  November, 
1944.  On  May  29,  1946,  a routine  chest  X-ray 
showed  an  annular  cavity  measuring  3 cm.  in  di- 
ameter at  the  level  of  the  8th  and  9th  ribs  in  the 
right  lower  lobe  laterally  and  just  beneath  the  lung 
periphery.  The  cavity  was  thin-walled  and  without 
evidence  of  perifocal  reaction,  as  shown  in  Figure 
2.  Diagnostic  studies  were  carried  out  in  October 


Figure  2. 

1946,  December  1947,  and  May  1948,  as  follows; 
sedimentation  rate — normal,  coccidioidin  skin  test 
2-t-  (1/100),  tuberculin  skin  test  2-\-,  coccidioidal 
complement  fixation — negative,  and  sputum  and 
gastric  washings  for  C.  immitis — negative.  This 


patient  has  remained  asymptomatic  to  date  and  the 
X-ray  appearance  of  the  lesion  has  remained  un- 
changed. 

Comment:  Assuming  that  the  initial  acute  in- 
fection was  incurred  in  the  endemic  area,  we  may 
estimate  this  cavity  to  be  of  three  and  one-half 
years  duration,  its  definite  presence  being  known' 
and  observed  for  two  years.  The  history,  skin  test, 
and  X-ray  apj^earance  are  sufficient  to  make  a di- 
agnosis of  coccidioidomycosis.  Man-to-man  trans- 
mission has  never  been  regarded  as  a factor  in  this 
disease  but  such  a method  of  spread  has  been  sus- 
pected recently*.  In  the  absence  of  symptomatol- 
ogy and  of  positive  serological  tests,  this  lesion 
may  be  regarded  as  quiescent  and  the  cavitation 
may  remain  indefinitely. 

Case  3.  This  twenty-six  year  old  white  male 
trained  with  the  U.  S.  A.A.F.  in  Southern  Cali- 
fornia in  1945.  A chest  X-ray  in  1944  was  normal. 
In  June,  1945,  while  on  a routine  flight  to  Florida, 
he  developed  an  acute  febrile  illness  with  physical 
and  X-ray  signs  of  a bronchopneumonia  in  the  right 
lower  lobe  of  the  lung.  Coccidioidin  skin  test  was 
strongly  positive  but  serological  tests  were  not  done. 
The  acute  illness  subsided  in  two  weeks  and  dur- 
ing the  course  of  a month,  the  pneumonic  process 
was  observed  to  resolve  slowly  but  left  a persi.=tent 
oval-shaped  shadow  of  increased  density  in  the 
right  base  just  above  the  middle  third  of  the  dia- 
phragm (Figure  3).  Since  that  time,  he  has  been 


Figure  3. 

asymptomatic  except  for  an  occasional  comjflaint  of 
mild  pain  under  the  right  mid-scapula.  He  was 
re-examined  in  October,  1946,  and  March,  1948, 
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with  the  following  findings;  ])hysical  examination 
— normal,  sedimentation  rate — normal,  coccidioidin 
skin  test  24-  (l  /'lOO),  tuberculin  skin  test — nega- 
tive, coccidioidal  complement  fixation — negative, 
and  sputum  and  gastric  washings  for  C.  immitis  and 
tubercle  bacilli — negative. 

Comment:  This  lesion  has  been  observed  for  ap- 
proximately three  years  without  change.  Its  ap- 
pearance has  been  stable  and  is  that  of  a residual 
nodule  of  coccidioidomycosis.  The  danger  of  dis- 
semination at  some  future  date  from  such  a lesion 
has  never  been  regarded  as  serious,  yet  it  would 
seem  advisable  to  follow  such  a lesion  periodically 
by  X-ray  about  ever}’  twelve  months  for  at  least 
five  years. 

Case  4.  This  twenty-six  year  old  white  male  lived 
in  Southern  California  from  1935  to  1942.  He  en- 
tered the  Navy  and  continued  to  visit  occasionally 
in  the  same  area.  A chest  X-ray  in  1942  was  nor- 
mal. In  January,  1945,  he  noted  the  onset  of  a 
chronic  cough  productive  of  a cupful  of  blood- 
streaked  sputum  each  day,  pain  in  the  right  lower 
chest,  and  weight  loss.  Ujx>n  hospitalization  in 
.\pril,  1945,  an  X-ray  of  the  chest  revealed  a typi- 
cal coccidioidal  cavity  4 cm.  in  diameter  close  to 
the  periphery  of  the  right  lung  at  the  level  of  the 
7th  dorsal  vertebra  (Figure  4a).  The  sputum  was 
negative  for  acid-fast  bacilli  and  the  tuberculin  skin 
test  was  negative.  The  coccidioidin  skin  test  was 


to  gain  weight,  complained  of  fatigue,  and  occa- 
sionally produced  a small  quantity  of  blood-streaked 
sputum.  In  •A.ugust,  1947,  while  under  observation 
as  an  out-patient,  he  suddenly  developed  physical 
signs  and  X-ray  evidence  of  a spontaneous  hydro- 
pneumothorax  on  the  right  (Figure  4 b).  There 
was  complete  collapse  of  the  right  lung  and  fluid 
to  the  level  of  the  6th  rib.  The  fluid  was  a straw- 
colored  transudate  which  gave  a positive  comple- 
ment fixation  test  in  a low  titre  for  coccidioidal  in- 
fection, as  did  a blcx)d  specimen.  The  pleural  ef- 
fusion and  the  sputum  were  negative  for  coccidioidal 
and  tuberculous  infection  on  culture  and  guinea  p g 
inoculation.  The  pleural  effusion  was  removed  by 
repeated  thoracenteses  and  the  lung  slowly  re-ex- 
panded  over  a period  of  several  months  (Figure  4c). 
The  last  X-ray  in  March,  1948,  revealed  the  chest 
to  have  returned  to  its  previous  appearance  and  the 
cavity  was  unchanged. 

Comment:  This  patient  has  a large  pulmonary 
cavity  as  a result  of  previous  coccidioidal  infection. 
There  has  been  no  evidence  of  dissemination  or  of 
activity  of  the  fungus.  Spontaneous  pneumothorax 
developed  as  a mechanical  complication  upon  rup- 
ture of  the  cavity  into  the  pleural  space.  Sponta- 
neous pneumothorax  is  not  a common  complication 
of  coccidioidomycosis  but,  perhaps,  occurs  more 
frequently  than  is  recognized.  A high  index  of 
suspicion  may  place  some  cases  of  the  so-called 


Figure  4,  A,  B,  C. 


strongly  positive  (1/00)  and  the  coccidioidal 
complement  fixation  test  was  positive  in  a low 
titre.  Following  discharge  from  the  Navy,  he  failed 


“idiopathic  pneumothorax”  in  this  category,  and 
all  such  cases  should  be  tested  with  potent  cck'- 
cidioidin. 
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Summary 

Acute  coccidioidal  infection  has  not  been  uncom- 
mon during  the  past  decade  in  a migratory  ])opu- 
lation  (military  and  war  industry-  workers)  in  the 
southwestern  portion  of  the  United  States  where 
the  disease  is  endemic.  Many  cases  were  mild  and 
undiagnosed  initially  but  have  resulted  in  late 
residual  pulmonary  lesions.  Such  lesions  may  now 
appear  as  diagnostic  problems  throughout  the  en- 
tire country.  Long  hospitalization  can  Ire  avoided 
if  the  following  procedures  are  used  in  the  differen- 
tial diagnosis  of  pulmonary  cavities  and  nodules: 
(1)  history,  (2)  chest  X-ray  appearance,  (3)  coc- 
cidioidin  skin  test,  (4)  coccidioidal  serological  tests, 
and  (5)  study  of  the  sputum  and  gastric  washings 
for  C.  immitis.  Late  coccidioidal  pulmonary  le- 
sions must  be  regarded  as  latent  and  not  healed. 
Periodic  examination  every  twelve  months  for  the 
fir^t  five  years  is  believed  advisable.  Four  typical 
cases,  with  spontaneous  hydropneumothorax  as  a 
complication  of  one,  are  presented.  A high  index  of 
suspicion  for  late  pulmonary  residuals  of  coccidio- 
idomycosis in  so-called  “idiopathic  pneumothorax” 
is  suggested. 
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Columbus,  Matthaeus  Realdus,  (d.l559):  De  re  anatomica  libri  XV.  Farisiis, 
Andreas  Wechelus,  1572.  495  p.  17^^  cm.  (M.L.) 

Columbus  was  assistant  to  Vesalius  and  succeeded  Vesalius  at  Padua.  His  book  ap- 
peared posthumously  in  1559.  It  makes  better  reading  than  that  of  his  Master,  but 
lacks  the  superb  illustrations.  In  his  chapter  on  vivisection  he  described  the  pulsa- 
tions of  the  heart  and  noted  that  systole  was  synchronous  with  arterial  expansion  and 
that  diastole  was  synchronous  with  arterial  contraction.  There  has  been  much  argu- 
ment about  the  part  Columbus  played  in  the  discovery  of  the  circulation  of  the  blood. 
To  obstetricians  he  is  interesting  because  he  emphatically  opposed  the  ancient  idea 
that  the  pubic  bones  separate  during  labor.  According  to  Singer  the  modern  use  of 
the  term  pelvis  dates  from  Columbus.  (Evolution  of  Anatomy,  N.  Y.  Alfred  Knopp. 
1925  p.  140). 
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PRECOCIOUS  PUBERTY  IN  GIRLS- 


Randolph  H.  Hoge,  M.D., 

Richmond,  Virginia. 


“Nature  wishes  children  to  be  children  before 
they  are  men.  If  we  perv'ert  this  order  we  shall 
produce  precocious  fruits.” — J.  J.  Rousseau:  ^mile, 
I,  1762. 

Animals,  with  the  e.xception  of  man,  pass  abrupt- 
ly from  infancy  to  sexual  maturity,  lacking  that 
period  of  childhood  characteristic  of  the  human 
being.  But  the  latter  has  a long  period  of  juvenile 
growth  during  which  sexual  development  is  es- 
sentially dormant.  Then,  at  the  appointed  time, 
there  is  an  awakening  of  the  organs  related  to  sex 
and  puberty  is  at  hand.^-- 

The  central  nervous  system  and  the  ductless 
glands  influence  sexual  develojmient.  There  is 
clinical  and  experimental  evidence  that  the  hy- 
pothalamus is  the  seat  of  sex  centers  which  can 
mediate  or  influence  the  gonodatropic  functions  of 
the  hypophysis.  It  is  suggested  that  the  normal 
time  of  sexual  development  is  tied  up  genetically 
with  maturation  of  these  centers,  and  at  that  time 
a hypothalamic-hypophyseal  mechanism  comes  into 
play  which  either  stimulates  the  pituitary  to  gonado- 
tropic secretion  or  removes  inhibitions  to  secre- 
tions which  were  present  during  immaturity.^-^-^ 
The  gonadotropic  hormones  then  cause  maturation 
of  the  ovaries  with  resulting  production,  sooner  or 
later,  of  estrogen,  progesterone,  and  ova.  The  ovarian 
hormones  in  turn  bring  about  a maturation  of  the 
rest  of  the  genital  organs  and  the  appearance  of 
secondar}’  sex  characteristics. 

This  chain  of  events,  resulting  in  puberty,  nor- 
mally occurs  between  the  years  of  9 and  17,  there 
being  individual,  familial,  and  racial  variations.’ 
If  puberty  occurs  before  the  age  of  9,  it  is  said  to 
be  precocious,  and  the  cause  and  effect  of  this  pre- 
cocity will  vary  according  to  what  link,  if  any,  in 
the  above  chain  is  first  affected.  The  effects,  so 
far  as  the  characteristics  of  the  precocious  puberty 
are  concerned,  are  chiefly  on  the  links  in  the  chain 
distal  to  the  one  primarily  affected. 

Classification 

Thus,  one  can,  with  exceptions,  classify  the  cases 
of  precocious  puberty  according  to  which  of  the 

*From  the  Department  of  Gynecology,  Medical  College 
of  Virginia,  Richmond,  Virginia. 


above  links  is  primarily  affected;  that  is,  according 
to  the  level  of  the  primary  lesion,  if  any,  and  ac- 
cording to  the  nature  of  the  lesion,  if  present — 
(See  table). 

Table  I 

Precocious  Puberty  in  Girls 
Classification  of  Cases 
(Modified  from  SeckeP) 

I.  Constitutional 

(Chromosomal  or  genic  basis.  Hypothalamic  level. 

No  lesion.) 

II.  Pathologic 

A.  Cephalic 

(Various  lesions,  primarily  or  secondarily  af- 
fecting the  hypothalamus.) 

B.  Abdominopelvic  (Hormonal). 

1.  Ovarian 

a.  Granulosa  cell  tumor 

b.  Teratomas 

c.  Chorionepitheliomas 

d.  ? et  al. 

2.  Adrenal-cortical 

a.  Neoplasms 

b.  Hyperplasias 

III.  Miscellaneous 

A.  Albright’s  syndrome 

B.  et  al.  ? 

In  one  type  of  case  the  normal  mechanism  of 
maturation  comes  into  play  spontaneously  at  an 
abnormally  early  age  without  there  ever  being  a 
demonstrable  lesion.  The  primary  physiologic 
change  in  such  cases  occurs  at  the  intracranial  level. 
In  these  cases  there  is  apparently  a premature 
maturation  of  the  hypothalamic  sex  centers  due  to 
an  inherited  factor.  Novak  has  admirably  described 
these  cases  and  has  applied  to  them  the  adjective 
“constitutional”.^  They  have  also  been  termed  “pri- 
mary” and  “idiopathic”. 

On  the  other  hand,  those  cases  having  demon- 
strable lesions  may  be  called  “pathologic”.  This 
broad  pathologic  group  may  be  subdivided,  accord- 
ing to  the  level  affected,  into  the  cephalic  and  the 
abdominopelvic  groups.  The  cephalic  group  con- 
tains lesions  which  are,  for  the  most  part,  in  or 
close  to  the  hypothalamus®-®  and  which  apparently 
affect  the  hypothalamus  or  the  hypothalamic-hy- 
pophyseal mechanism  by  actual  invasion  or  through 
pressure.®-’’  They  include  various  tumors,  hydro- 
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cephalus^'®  and  encephalitis.*  All  of  the  cases  of 
pineal  tumors  associated  with  precocious  puberty 
have  been  in  males,  except  one;  and  there  is  evi- 
dence that  the  precocity  in  these  cases  is  due  to 
involvement  of  the  hypothalamic  area  and  not  to 
any  hormonal  activity  of  the  pineal  body.^’'*, 5.6,8 
Nevertheless,  there  is  some  evidence  to  the  con- 
trary.^’^®  It  is  of  interest  that  no  case  of  precocious 
puberty  due  to  primary  disease  of  the  pituitary  has 
been  reported. In  both  the  constitutional  group 
and  the  cephalic  group  the  primary  change  occurs 
at  the  intracranial  level. 

The  abdominopelvic  subdivision  ma}'  be  further 
divided  into  the  adrenocortical  group  and  the  ova- 
rian group.  The  adrenal  disease  may  be  either  a 
hyperplasia  or  a neoplasia.*-®’^!  The  primary  change 
in  this  group  does  not  fit  squarely  into  any  link 
of  the  chain  given  above,  but  may  perhaps  be 
thought  of  as  occurring  in  a connecting  side  chain. 
The  ovarian  group  consists  chiefly  of  cases  with 
granulosa  cell  tumors  and  rarely  other  tumors. 
Six  cases  of  teratoid  tumor  of  the  ovary  and  4 
cases  of  ovarian  chorionepithelioma  producing  sex- 
ual precocity  are  reported  in  the  literature.^’^* 
Incidentally,  no  cases  of  arrhenoblastoma  occur- 
ring before  normal  puberty  have  been  reported.^ 
The  abdominopelvic  group  may  be  called  the  en- 
docrine or  hormonal  group,  as  the  lesions  primarily 
affect  hormone-producing  glands,  thereby  causing 
excessive  endocrine  secretion  which  brings  about  the 
sexual  changes.  A third  major  division  may  be 
called  .“miscellaneous”  to  include  any  conditions  of 
precocious  puberty  not  proven  to  fall  in  the  other 
two  divisions.  Into  this  division  may  be  put  Al- 
bright’s syndrome,^*  the  etiology  of  which  is  still 
obscure,^^  though  it  has  been  suggested  that  it  is 
due  to  an  embnonic  defect  possibly  of  the  central 
nervous  system,  which,  if  true,  would  place  it  in 
the  cephalic  group.®  Here,  also,  might  be  put  such 
cases  as  the  one  in  which  precocious  puberty  was  re- 
ported to  have  been  induced  by  the  administration 
of  insulin,^®  and  the  case  of  precocious  puberty  oc- 
curring in  familial  cretinism.^®  Coffey^’'  states  that 
“it  has  been  reported  that  puberty  may  be  accel- 
erated” in  achondroplasia,  but  details  are  not  given. 
It  seems  that  in  the  last  three  conditions  the  par- 
ticular patients  might  have  coexisting  causes  for 
their  sexual  precocity,  such  as  a constitutional  fac- 
tor, unrelated  to  their  overt  diseases. 


Clinical  Picture 

In  general,  the  precocity  is  marked  by  accelera- 
tion of  skeletal  growth,  enlargement  of  the  breasts, 
development  of  pubic  and  axillary  hair,  and  the 
onset  of  uterine  bleeding.  ^ 

Usually  the  most  outstanding  sign  of  female 
precocious  puberty  is  uterine  bleeding,  w'hich  may 
be  ovulatory  or  anovulatorxq  depending  on  the  etiol- 
ogy of  the  precocity.  In  the  constitutional  type,  the 
precocity  is  isosexual  and  complete  (the  ovary  has 
matured),  and  the  bleeding  is  ovulatory.  In  this 
type,  pregnancy  can  and  does  occur.  A case  of  the 
youngest  mother  on  record  is  an  example  of  the  ' 

constitutional  type.^*  In  the  cephalic  type,  i.e.,  in 
the  cases  due  to  lesions  in  or  near  the  hypothalamus, 
the  precocity  is  also  isosexual  and  complete,  and 
ovulation  occurs.  Though  pregnancy  may  be  possi- 
ble in  these  cases,  it  has  never  been  recorded.  The 
cases  in  the  cephalic  group  sooner  or  later  show 
characteristic  neurologic  signs  of  their  intracranial  ' 

lesions.  In  the  abdominopelvic  group  of  cases,  i.e., 
in  those  cases  due  to  lesions  at  the  ovarian  and  | 

adrenal  levels,  ovulation  does  not  occur.  Conse-  ^ 

quently,  in  these  cases  pregnancy  is  not  possible. 

Ovarian  precocious  puberty  is  isosexual  and  in- 
complete (the  ovary  is  immature).  Adrenal  preco- 
cious puberty  is  incomplete  and  usually  hetero- 
sexual, i.e.,  the  ovary  is  immature,  and  virilism 
predominates.  Menstruation  is  usually  absent  and 
pregnancy  is  not  possible  as  ovulation  does  not  occur. 

In  general,  though  there  is  a preliminary  ac- 
celeration of  skeletal  growth  in  precocious  puberty 
so  that  these  patients  are  taller  than  their  contem- 
poraries, bony  arrest  occurs  prematurely  also,  so 
that  in  the  end  they  are  apt  to  be  smaller  than  these 
same  contemporaries.  The  mental  growth  of  the 
patient  does  not  keep  pace  with  the  somatic  growth 
and,  in  general,  is  not  influenced. 

In  Albright’s  syndrome  there  are  bone  lesions 
and  pigmentation  of  the  skin  associated  with  the 
sexual  precocity. 

Determination  of  the  urinary  estrogens  has  not 
been  recorded  in  the  constitutional  type;  in  the 
cephalic  type  the  urinary  estrogens  are  within  the 
normal  adult  range;  in  cases  of  granulosa,  cell  tu- 
mor, the  urinarj^  estrogens  are  usually  increased  be- 
yond the  normal  woman’s  range;  in  the  adrenocorti- 
cal group  the  urinary  1 7-ketostproids  or  androgens 
are  increased  within  or  beyond  the  range  normal 
for  mature  males;  urinary  gonadotropins  have  gen- 
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erally  been  negative  in  all  types  of  cases  but  it  is 
suggested  that  the  latter  in  the  intracranial  group 
is  probably  due  to  methodical  inadequacy.  For  ad- 
ditional differential  diagnostic  data  the  reader  is 
referred  to  the  table  by  Seckel.^ 

Incidence 

In  1933,  Novak^®  stated  that  the  total  number  of 
cases  of  precocious  female  puberty  reported  in  the 
literature  was  “still  well  below  200”.  He  pointed 
out  that  many  of  these  were  old  cases  going  back  as 
far  as  1658,  and  on  these  cases  there  were  usually 
little  or  no  pathologic  data.  According  to  Novak,® 
the  great  majority  of  cases  are  of  the  constitutional 
type.  SeckeP  states  that  “if  a precocious  girl  with- 
out signs  of  virilization  is  presented  for  diagnosis, 
her  chances  are  (1)  idiopathic  type,  (2)  ovarian 
neoplasm,  (3)  Albright’s  syndrome  (if  bone  dis- 
ease is  present),  and  (4)  hypothalamic  lesion  . . . 
the  first  chance  is  greater  than  a combination  of 
all  the  others.”  If  she  has  virilism  she  falls  in  the 
adrenocortical  group.  Precocious  puberty  due  to 
ovarian  disease  is  far  less  frequent  than  the  con- 
stitutional type  of  precocious  puberty.  In  1938, 
Parks^®  stated  that  a summary  of  the  literature  up  to 
February  1936  revealed  only  8 reported  cases  of 
granulosa  cell  tumor  of  the  ovary  causing  symptoms 
in  children  under  10  years  of  age.  Yet,  granulosa 
cell  tumor  is  by  far  the  most  common  of  the  ovarian 
causes  of  premature  puberty.  In  1941,  Lull,^^  re- 
viewing the  literature,  reported  that  he  was  able  to 
find  there  only  16  cases  in  which  ovarian  tumors 
had  caused  precocious  puberty.  Novak  has  stated® 
that  for  the  previous  sixty  years  only  one  case  in 
which  an  ovarian  tumor  was  responsible  for  pre- 
cocious puberty  was  encountered  in  the  Department 
of  Gynecology  at  Johns  Hopkins  Hospital  among 
the  more  than  60,000  patients  treated. 

Most  all  of  the  ovarian  cases  have  been  due  to 
granulosa  cell  tumor.  The  incidence  of  teratomas 
and  chorionepitheliomas  has  already  been  referred 
to.  I have  been  able  to  find  only  2 cases  in  which 
what  appeared  to  be  only  a simple  cyst  was  thought 
to  account  for  the  precocity.  One  was  a case  re- 
ported by  LulP^  in  w’hich  the  lesion  seemed  to  be  a 
simple  follicular  cyst.  It  was  stated  that  in  this 
case  a granulosa  cell  tumor  might  have  been  pres- 
ent in  a portion  of  the  ovary  that  was  not  examined 
microscopically  but  was  embedded  in  mice.  The 
other  case  was  reported  by  Mengert.^^  The  nature 


of  the  tumor  was  not  clear.  Mengert  reported  that 
“it  may  have  been  a follicular  cyst”.  The  patholo- 
gist made  a diagnosis  of  granulosa  cell  cyst  of  the 
ovary,  but  stated  that  ordinarily  cysts  of  the  type 
seen  are  not  regarded  as  being  neoplastic.  In  this 
connection,  I am  reporting  elsewhere^  an  addi- 
tional case  of  sexual  precocity  associated  with  an 
ovarian  cyst  but  possibly  of  the  constitutional  type 
(Figs.  1 and  2). 


Fig.  1. — Case  of  Precocious  Puberty  reported 
elsewhere.'^s  Menstruation  began  at  age  of  6 
years,  4 months.  Photograph  taken  prior  to 
operation  at  age  of  7 years,  7 months. 

Treatment  and  Prognosis 
The  treatment  of  patients  with  precocious  puberty 
will,  of  course,  vary  with  the  type  of  case.  Where 
operable  lesions  are  present,  these  should  be  re- 
moved. The  prognosis  in  cases  due  to  lesions  of 
the  brain  is  bad,  whereas,  in  cases  due  to  granulosa 
cell  tumor  of  the  ovarj^  it  is  excellent.  In  the  con- 
stitutional type  obviously  no  operation  is  indicated 
except  rarely  for  diagnostic  purposes.  Patients 
thought  to  belong  to  the  constitutional  group  should 
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be  studied  and  kept  under  observation  for  signs  of 
organic  disease  which  might  indicate  that  the  con- 
dition is  in  reality  pathologic. 


Fig,  2. — Same  case.  Postoperative.  21  months 
later  than  Fig.  1. 

In  general,  all  of  these  patients  should  have  spe- 
cial psychologic  management,  and  should  be  pro- 
tected from  sex  violation,  and,  in  cases  of  complete 
precocity,  from  pregnancy. 

The  patients  in  the  constitutional  group  as  a rule 
become  essentially  normal  adults. 

Summary 

1.  Precocious  puberty  in  girls  is  discussed  and 
classified. 


2.  With  j)ossible  exceptions  the  condition  is  due 
to  an  inherited  factor,  or  to  lesions  of  the  brain, 
the  ovaries,  or  the  adrenal  glands. 
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ADULT  CARDIAC  REHABILITATION 


Nathan  Bloom,  M.D., 

From  Department  of  Medicine,  Medical  College  of  Virginia, 
Richmond,  Virginia. 


In  the  past  few  years  the  interest  in  rehabilitat- 
ing the  child  cardiac  has  been  widespread.  There 
are  hospital  beds  available  for  rheumatic  fever 
cases  and  also  convalescent  homes  in  which  these 
children  are  cared  for  over  long  periods  of  time. 
This  work  is  very  gratifying  and  of  course  there 
is  much  more  to  be  done  for  these  children.  The 
adult  cardiac  seems  to  have  been  forgotten.  His 
problem  is  certainly  just  as  important.  Under  ade- 
quate medical  care  it  is  not  unusual  to  have  a de- 
compensated cardiac  improved  within  a few  days 
or  weeks.  He  is  then  anxious  to  return  to  work,  as 
he  is  the  mainstay  of  his  family  and  cannot  afford 
to  be  idle.  Although  you,  as  his  physician,  realize 
that  he  should  have  a very  long  rest  with  rigid 
care,  the  patient’s  social  economic  status  prevents 
him  from  getting  this  care.  He  returns  to  work  and 
in  a few  weeks  or  months  is  again  decompensated 
and  returns  to  the  hospital. 

How  can  we  properly  care  for  these  individuals 
over  a long  period  of  time?  They  are  not  sick 
enough  to  remain  in  the  hospital,  but  they  are  not 
well  enough  to  return  to  work.  The  convalescent 
homes  now  available  are  much  too  expensive.  It 
is  possible  that  in  the  future  certain  convalescent 
homes  may  be  subsidized  and  adapted  especially 
for  cardiac  patients.  These  will  require  an  intel- 
ligent nursing  staff,  well  trained  in  the  handling 
of  cardiacs.  Competent  staff  physicians  with  knowl- 
edge of  cardiac  problems  should  be  available  and 
if  necessary  these  patients  should  be  taught  other 
vocations  which  would  be  more  suitable  for  their 
changed  physical  ability  and  capacity  for  work. 

It  is  a terrible  shock  for  a man  to  realize  that 
he  has  to  change  his  entire  mode  of  living,  espe- 
cially his  means  of  making  a livelihood.  He  may 
have  been  an  expert  plumber,  electrician,  truck 


driver,  or  civil  engineer,  and  all  at  once  he  is  told 
that  he  must  learn  a sedentary  occupation.  This 
tremendous  impact  on  his  mental  and  economic 
life  may  have  such  a morbid  influence  on  the  in- 
dividual that  he  may  not  be  able  to  cope  with  the 
situation.  We  have  known  patients  who  have  com- 
mitted suicide  when  told  that  they  would  not  be 
able  to  continue  with  their  life’s  work. 

These  people  require  much  attention,  not  only 
for  their  physical  needs  but  also  for  their  mental 
and  economic  requirements.  There  must  be  ways 
and  means  of  helping  this  type  of  patient.  We  all 
understand  the  necessity  for  cardiac  research  but  it 
is  just  as  important  that  we  rehabilitate  the  pa- 
tient, reassuring  him  that  he  will  eventually  be  re- 
instated into  a stable  life,  that  his  family  will  be 
taken  care  of,  and  that  he  will  be  able  to  make  a 
living  in  some  sort  of  capacity.  We  realize  that  the 
future  of  such  a program  will  require  much  thought 
and  financial  help.  The  set-up  will  have  to  be 
different  from  the  one  for  rehabilitation  of  the 
child  cardiac,  because,  if  you  have  to  take  a man 
away  from  his  family  and  his  occupation  for  a 
long  period  of  time,  someone  will  have  to  take  care 
of  the  family.  There  is  no  reason  why  we  should 
not  attempt  to  rehabilitate  a cardiac  and  spend  as 
much  time  with  him  as  would  be  accorded  a para- 
plegic. It  is  hoped  that  the  new  program  of  the 
American  Heart  Association  will  take  into  account 
the  adult  as  well  as  the  child  cardiac.  We  all  know 
there  is  a tremendous  amount  of  work  that  must 
be  done  and  probably  the  only  way  it  can  be  done 
is  to  work  out  a permanent  organization  with  in- 
dividuals in  charge  who  understand  the  entire 
problem. 

1006  West  Franklin  Street. 
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ANESTHESIA  IN  ITS  RELATIONSHIP  TO  SURGERY* 


A.  D.  Hutton,  M.D., 

Marion,  Virginia. 


Since  my  graduation  from  medical  school  I have 
devoted  all  of  my  time  to  hospital  work.  I have 
been  greatly  interested  in  anesthesia;  have  had  sev- 
eral years  of  experience  in  the  administration  of 
some  of  the  many  types  of  anesthetic  agents  that 
are  in  use  today,  and  I have  had  the  privilege  and 
pleasure  of  observing  the  administration  of  anes- 
thetic agents  in  some  of  the  larger  clinics  and  hos- 
pitals in  the  East.  Realizing  this  as  one  of  the  most 
neglected  yet  one  of  the  most  important  fields  of 
medical  practice,  I have  chosen  for  my  paper,  An- 
esthesia in  Its  Relationship  to  Surgery.  It  is  my  de- 
sire to  discuss  anesthesia  in  a limited  yet  practical 
and  helpful  way,  trying  to  point  out  some  of  the 
values  of  good  anesthesia  and  the  hazards  encoun- 
tered in  the  administration  of  a few  of  the  many 
anesthetics  that  are  now  being  used.  It  is  my  be- 
lief that  every  physician,  regardless  of  the  t)’pe  of 
medicine  he  practices,  should  have  at  least  a gen- 
eral knowledge  of  anesthesia,  its  dangers  as  well 
as  its  values. 

It  is  commonly  acknowledged  that  no  other  sin- 
gle achievement  of  science  has  done  so  much  to 
relieve  human  suffering  as  the  discovery  that  cer- 
tain chemicals  could  be  used  to  stop  all  sensations 
of  pain  during  surgical  operations. 

It  is  interesting  to  note  that  the  effect  produced 
is  called  anesthesia,  a Greek  word  meaning  mith- 
oiit  sensation,  introduced  into  the  English  language 
by  Dr.  Oliver  Wendell  Holmes,  who  was  one  of 
the  first  to  recognize  this  great  boon  to  humanity. 

Of  course,  as  we  all  know,  until  the  middle  of 
the  19th  century  surgical  operations  were  performed 
while  the  patient  was  fully  conscious,  strapped  to 
the  operating  table.  Many  life-saving  operations 
could  not  be  performed  at  all  and  human  beings 
died  by  the  thousands  because  three  simple  chemi- 
cals, ether,  chloroform,  and  nitrous  oxide  w'ere  still 
practically  unknown. 

In  1799  or  1800  Sir  Humphrey  Davy,  an  emi- 
nent British  chemist,  announced  experiments  with 
nitrous  o.xide  and  suggested  the  use  of  this  gas  in 
surgery,  but  his  suggestion  went  unheeded. 

*Read  before  the  semi-annual  meeting  of  the  South- 
western Virginia  Medical  Society,  at  Pulaski,  October 
7,  19+8. 


In  1818  Michael  Faraday,  English  scientist  and 
physicist,  showed  that  ether  had  similar  anesthetic 
power;  but  still  it  was  not  used. 

In  1842  Dr.  Crawford  W.  Long,  of  Jefferson, 
Georgia,  successfully  removed  a tumor  from  a pa- 
tient under  the  influence  of  ether  and  for  years  he 
was  not  given  credit  as  he  did  not  publish  a report 
of  this  and  similar  operations;  but  there  is  now  ab- 
solutely no  doubt  of  the  fact  that  he  was  the  first 
man  to  use  an  anesthetic  in  operating. 

In  1846  Dr.  W.  T.  G.  Morton,  a Boston  dentist, 
used  ether  in  the  extraction  of  teeth,  later  patent- 
ing the  product  under  the  name  of  Letheon.  I can- 
not refrain  from  remarking  here  on  the  contrast 
presented:  Dr.  Long,  modest  and  seeking  neither 
publicity  nor  riches  almost  lost  the  fame  of  being 
the  first  user  of  anesthetics  because  he  didn’t  even 
publish  the  news  of  the  great  event,  while  the  den- 
tist Morton  actually  had  ether  patented  under  a 
trade  name ! 

In  1847  Dr.  J.  I.  Simpson,  a Scotchman,  used 
chloroform  for  the  first  time  and  announced  and 
demonstrated  its  use  in  Edinburgh. 

It  is  hard  to  realize  that  just  a hundred  years 
ago  there  was  an  entire  absence  of  that  great  friend 
of  man,  anesthetics.  Or  at  least  there  was  an  ab- 
sence of  knowledge  that  there  were  certain  agents 
that  could  be  successfully  used  to  alleviate  pain 
and  make  all  sorts  of  operations  possible  that  there- 
tofore had  been  passed  by,  the  patient  dying,,  when 
nowadays  he  could  be  saved  without  the  sweat  and 
agony  of  pain  and  shock. 

The  mo.st  important  advances  in  our  knowledge 
of  anesthesia  and  anesthetic  agents  have  taken  place 
within  the  last  twenty-five  years.  I am  delighted 
to  know  that  physicians,  hospitals  and  medical 
schools  are  beginning  to  realize  more  and  more  the 
importance  and  value  of  good  anesthesia  in  all  fields 
of  surgical  practice.  It  is  gratifying  to  learn  that  a 
new  department  of  anesthesiology  has  been  opened 
at  the  Medical  College  of  Virginia  to  offer  training 
to  physicians  who  desire  to  specialize  in  anesthesi- 
olog}^,  and  to  give  scientific  instructions  to  medical 
students,  teaching  them  not  only  the  scientific  but 
the  practical  value  of  anesthesia,  one  of  the  most 
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important  and  neglected  fields  of  medicine. 

It  is  a well  know  fact  that  all  anesthetic  agents 
are  administered  by  inhalation,  regional,  brachial 
plexis  block,  sacral,  sympathetic,  caudal,  endo- 
tracheal, subarachnoid,  intravenous,  rectal  and 
freezing.  Which  method,  or  combination  of  methods, 
depends  on  several  factors,  some  of  which  are  age 
and  condition  of  the  patient,  the  element  of  time,  the 
type  of  surgery,  the  patient’s  wishes,  the  surgeon’s 
choice,  and  the  availability  of  an  experienced  and 
well-trained  anesthetist. 

The  question  arises,  being  a natural  one,  what 
type  or  method  should  be  used  and  who  should  ad- 
minister these  powerful  anesthetic  agents,  since  all 
carry  a certain  degree  of  danger?  Shall  the  busy 
inexperienced,  untrained  general  practitioner,  the 
highly  educated  clinician,  the  nervous  and  unstable 
la\mian,  the  kith  and  kin,  the  graduate  and  under- 
graduate nurse,  hospital  orderly,  or  the  well-trained, 
experienced  medical  anesthetist,  male  or  female?  I 
am  firmly  of  the  belief  and  certainly  advocate  that 
all  anesthetic  agents  be  administered  by  one  who 
has  a clear  concept  of  the  physical  as  well  as  the 
physiological  factors  of  the  respiratory  and  circula- 
tory systems  and  has  had  sufficient  scientific  train- 
ing and  experience  in  addition  to  his  being  a grad- 
uate of  an  A grade  medical  school.  I realize  full 
well  that  medically  trained  anesthetists  are  not  al- 
ways available  in  the  smaller  clinics  or  hospitals; 
nevertheless,  we  should  make  an  honest  effort  in 
reaching  such  a goal,  never  losing  sight  of  the  fact 
that  the  life  of  your  patient,  my  patient,  is  in- 
trusted into  the  hands  of  the  anesthetist,  a very  im- 
portant and  valuable  member  of  any  surgical  team. 
This  is  our  responsibility:  what  are  w'e  going  to  do 
about  it? 

In  all  cases  coming  to  surgerjq  emergency  in- 
cluded, they  are  entitled  to  and  should  have  as  a 
pre-operative  and  pre-anesthetic  measure  a com- 
plete examination;  in  other  words,  it  is  important, 
really  I should  say,  essential,  to  determine  as  ac- 
curately as  possible  the  cardiovascular-renal  and 
respiratory  reserves  as  well  as  the  metabolic  state 
of  the  patient.  Certainly  no  patient  should  be  even 
considered  for  anesthesia  and  surgery  until  blood 
and  urine  studies  are  completed  and  there  has  been 
a check  on  the  cardiac  and  respiratory  systems. 
We  are  all  prone  at  times  to  get  into  too  much  of  a 
hurry  and  become  careless  in  preparing  our  patients 
for  anesthesia  and  surgery.  If  they  are  not  properly 


prepared  the  risk  is  increased  and  surgery  is  made 
more  difficult  and  hazardous.  The  post-operative 
care  of  any  patient  is  just  as  important  and  even 
more  so  than  the  preparation  of  the  patient  for 
anesthesia  and  surgery.  No  patient  should  be  left 
alone  under  any  circumstances.  It  is  important, 
if  not  absolutely  essential,  that  a graduate  nurse  or 
some  qualified  person  stay  with  patient  until  he  or 
she  has  reacted  full}'.  The  respiration,  pulse  and 
blood  pressure  should  be  taken  and  recorded  at 
regular  intervals,  reporting  to  the  surgeon  or  phy- 
sician in  charge  any  alarming  symptoms  or  ab- 
normal variations  of  the  pulse,  respiration  and  blood 
pressure.  One  of  the  most  important  factors  in  the 
post-operative  case  of  surgical  and  anesthetized  pa- 
tients is  the  preservation  of  body  heat. 

I like  to  give  all  my  patients,  even  the  ver)^  young, 
some  t3^e  of  pre-operative  and  pre-anesthetic  medi- 
cation. When  possible,  have  the  patient  enter  the 
hospital  the  night  before  the  operation;  light  sup- 
per, give  some  mild  sedative;  any  of  the  barbituates 
can  be  used  if  the  patient  is  not  allergic  to  this  group 
of  drugs.  I usually  prescribe  and  prefer  sodium 
nembutal  grs.  iss  at  bedtime  and  at  7 A.M.,  repeat 
same  dosage  with  morphine  and  atropine  in  proper 
dosage  30  to  45  minutes  prior  to  going  to  surgery. 

I have  found  and  use,  mostly  for  patients  under- 
going prolonged  surgery  and  deep  anesthesia,  5% 
or  10%  glucose  either  in  distilled  water  or  physio- 
logical saline,  500  to  1000  cc.  with  insulin,  prior 
to  induction  and  during  the  surgical  procedure.  I 
like  to  have  available  whole  blood  and  plasma  in 
addition  to  cardiac  and  respiratory  stimulants. 

Every  physician,  I believe,  should  familiarize 
himself  with  the  fundamentals  of  fluid  therapy  since 
so  many  patients  require  this  form  of  treatment  and 
are  not  financially  able  to  enter  hospitals  for  such 
treatment. 

The  selection  of  the  anesthetic  agent  is  most  im- 
portant. 4'he  choice,  I think,  should  be  made  by 
the  personnel  of  the  operating  team,  with  tlie  clini- 
cian and  the  pediatrician  as  consultants.  The  w.shes 
of  the  patient  should  be  carried  out  as  far  as  pos- 
sible, not  to  the  extent  of  course,  of  jeopardizing 
one’s  life.  Let  me  mention  a few  of  the  types  of 
cases  requiring  surgery,  suggesting  an  anesthetic 
of  choice. 

For  children,  regardless  of  surgical  pathology 
present,  I prefer  ether,  the  best-established  and 
safest  anesthetic  of  tliem  all.  \Vith  the  exception 
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of  chloroform,  it  has  been  used  more  than  any  other 
agent.  No  difficulty  is  encountered  in  its  adminis- 
tration. I will  admit,  however,  that  there  are  a few 
objectionable  features.  The  feeling  of  suffocation 
initiated  at  induction,  the  post-operative  nausea  and 
vomiting,  which  usually  can  be  eliminated  or  cer- 
tainly diminished  by  giving  it  slowly  or  by  using 
a small  amount  of  sodium  pentothal  as  a supple- 
mentary agent,  and  by  the  proper  preparation  of 
our  patients  for  general  anesthesia.  This  is  by  far 
the  most  important  factor  of  them  all.  I have  found 
pyridoxine  of  value  in  taking  care  of  nausea  and 
vomiting  followdng  ether  anesthesia.  Dextrose  in 
distilled  water  is  always  valuable  in  helping  con- 
trol this  undesirable  feature. 

For  operative  obstetrics,  some  prefer  local  with 
any  of  the  gases,  cyclopropane,  ethylene,  or  nitrous 
oxide  with  oxygen.  Some  others  prefer  low  spinal, 
caudal;  while  there  are  still  others  who  prefer  and 
use  sodium  pentothal,  with  good  results.  Person- 
ally, I like  nitrous  oxide,  o.xygen  and  spray  ether. 
It  has  been  my  observation  that  Cesarean  babies 
do  much  better  with  this  combination  than  any 
other  anesthetic  other  than  local.  They  do  not  re- 
quire resuscitation  nor  do  they  develop  respira- 
tory grunt,  and  oxygen  is  rarely  ever  necessary. 

In  laparotomy  for  intestinal  obstruction,  perfo- 
rated ulcers,  colon  and  gastric  resections,  cholo- 
cystectomies  and  gynecological  surgery,  sodium 
pentothal  with  nitrous  oxide,  oxygen,  spray  ether, 
or  curare,  have  been  in  my  experience  the  anes- 
thetics of  choice.  Patients  suffering  with  endarteri- 
tis obliterans,  arteriosclerotic  and  diabetic  gan- 
grene and  similar  conditions  involving  the  extremi- 
ties, freezing  is  the  ideal  anesthetic  since  those 
patients,  as  a general  rule  are  usually  weak,  with 
low  resistance.  There  is  no  shock,  the  operative 
time  is  shortened  and  bleeding  is  practically  nil. 
There  is  some  pain  and  discomfort  to  the  patient 
with  this  type  of  anesthesia.  However,  pain  if 
present  can  be  eliminated  with  morphia  or  pantopon. 

For  thyroid  surgery,  avertin  rectally,  with  gas, 
o.xygen,  ether;  local  infiltration  of  novocaine  and 
pentothal  sodium  works  in  some  of  these  cases  re- 
markably well. 

For  surgery  of  the  eye,  paranasal  sinuses  and 
mastoid  operations,  local  or  endo-tracheal,  with 
ether  if  necessary,  appears  to  be  the  ideal  anesthetic 
for  this  type  of  case. 

I have  never  been  thrilled  with  spinal  anesthesia. 


However,  it  is  being  used  successfully  and  exten- 
sively in  many  hospitals  and  clinics.  It  certainly 
produces  excellent  muscular  relaxation,  which  all 
surgeons  like.  It  is  not  adaptable  to  all  types  of 
cases;  of  this  I am  sure.  If  the  necessary  precau- 
tions are  taken,  it  is  reasonably  safe.  When  used,  I 
like  to  give  the  patient  as  a pre-operative  and  pre- 
anesthetic medication,  especially  in  elderly  people 
with  imparied  circulation,  coramine  and  ephedrine 
sulphate,  grs.  %,  in  addition  to  the  proper  dosage 
of  morphine  and  atropine.  This  medication  keeps 
the  blood  pressure  at  an  approved  level.  There 
have  been  and  still  are  various  opinions  concerning 
the  position  of  the  head  of  the  patient  while  under 
spinal  anesthesia.  Some  advocate  lowering  of  the 
head — in  other  words,  placing  the  head  in  the 
Trendelenburg  position — while  others  say  that  this 
is  not  necessary.  Metacaine,  when  used,  being 
lighter  than  spinal  fluid,  favors  the  Trendelenburg 
position,  tending  to  decrease  the  mortality  rate.  I 
have  no  fixed  opinion. 

Just  a word  about  intravenous  anesthesia — with 
special  mention  of  pentothal.  When  used,  it  car- 
ries a wide  margin  of  safety  as  an  established  method 
of  anesthesia  if  it  is  correctly  applied.  Since  1936 
it  has  been  extensively  and  successfully  used  in  all 
the  larger  clinics  and  hospitals,  and,  I am  sorn' 
to  say,  in  dentists’  and  doctors’  offices.  I am  sure 
it  should  not  be  thus  used.  At  the  present  time 
pentothal  sodium  is  being  used  for  too  many  sur- 
gical procedures  without  due  consideration  of  the 
limitations  of  this  drug,  and,  as  a result,  unneces- 
sary complications  are  arising  in  certain  cases  of 
surgical  intervention. 

mixture  of  oxygen  and  nitrous  oxide,  50%  of 
each,  should  be  given  with  pentothal.  As  stated 
before,  pentothal  is  especially  good  as  a supple- 
mentary anesthesia  for  thyroid  surgery  if  the  gland 
is  not  causing  mechanical  obstruction  to  the  respira- 
tor}f  tract.  It  does  not  interfere  with  metabolism, 
nausea  and  vomiting  are  usually  not  present,  and 
one  can  use  as  much  oxygen  as  required. 

For  minor  surgery,  such  as  application  of  intra- 
uterine radium,  reduction  of  simple  fractures,  dis- 
locations, cervical  cauterizations,  dilatation  and 
curettage,  incision  of  abscesses,  doing  painful  dress- 
ing, sodium  pentotlial  is  quite  useful.  When  using 
this  drug  there  are  a few  precautionary  measures 
and  conditions  that  should  not  be  overlooked.  Al- 
ways use  214%  solution,  give  slowly,  sufficient  oxy- 
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gen,  and  with  a patent  airway.  Never  give  in  the 
dark,  or  following  the  intake  of  food  or  fluids. 

There  are  a few  contra-indications  to  the  use  of 
this  drug:  Children  under  the  age  of  10.  Why?  Be- 
cause vital  lung  capacity  is  less  than  adults.  It 
should  not  be  used  in  })atients  with  reduced  breath- 
ing space;  in  myocardial  insufficiency;  pulmonary 
tuberculosis;  bronchiectasis;  bronchial  asthma,  nor 
in  any  case  where  there  is  an  obstructive  lesion  of 
the  respiratory  tract,  or  where  there  is  severe  anemia. 
Lundy,  of  the  Mayo  Clinic,  never  uses  pentothal  if 
the  R.  B.  C.  is  less  than  2,000,000,  and  the  Hgn. 
is  less  tlian  40. 

Time  does  not  permit  a more  detailed  discussion 
of  this  great  field  of  medicine,  such  as  surger\’  of 
brain,  chest,  throat,  urinary  tract,  and  orthopedics. 
After  all,  you  should  choose  whatever  anesthetic 
you  prefer  or  may  be  accu.stomed  to  using,  pro- 
vided the  condition  of  the  patient  justifies  your 


choice  of  anesthetic.  They  are  all  reasonably  safe 
if  properly  administered. 

In  closing,  let  me  leave  you  this  thought,  al- 
though to  this  group  it  is  probably  another  case  of 
carrying  coals  to  Newcastle.  Give  the  best  that’s 
in  you,  and  work  in  harmony  with  your  associates 
with  only  one  purpose  in  view — that  of  restoring 
your  patient  to  normal  health  and  usefulness.  There 
is  a famous  saying  of  Dean  Swift  to  the  effect  that 
whoever  could  make  two  blades  of  grass  grow  upon 
a spot  of  ground  where  only  one  grew  before,  he 
would  deserve  well  of  mankind  and  be  of  essential 
serv'ice  to  his  country.  But  how  much  nobler,  how 
much  more  useful  to  the  world,  is  the  saving  of 
human  life  through  your  art  and  zeal  as  a physi- 
cian— with  a realization  of  the  scriptural  saying, 
“Well  done,  good  and  faithful  servant”  as  your 
reward. 

Lee  Memorial  Hospital. 


Award-Winning  Army  Film  Available. 

The  Army  Medical  Department-Signal  Corps 
“Oscar”-winning  motion  picture  entitled  “Toward 
Independence”,  is  available  on  a loan  basis  to  all 
militar}'  organizations,  and  to  any  non-profit  ci- 
vilian group.  The  film  may  be  obtained  from  the 
nearest  Signal  Corps  Film  Library  or,  if  to  be  used 
for  television,  by  wTiting  to  the  Public  Information 
Officers  in  the  nation’s  six  Army  Areas. 

The  picture  portrays  the  program  for  the  care  of 
paraplegics  as  developed  by  the  Anny  Medical  De- 
partment, and  details  the  progress  of  a patient  first 
learning  to  move  about  in  his  hospital  bed,  then 
learning  to  use  re-educated  muscles  in  opening 
doors,  climbing  stairs,  and  driving  automobiles,  and 
other  steps  in  their  rehabilitation. 

.^.Ithough  “Tow'ard  Independence”  was  made  as 
a teaching  aid  in  the  training  of  medical  personnel, 
its  realism  and  humanism  won  for  it  the  annual 
award  of  the  Academy  of  Motion  Picture  Arts  and 
Sciences,  as  the  best  documentary  film  of  the  year. 


“Colds”  May  Be  Due  to  Allergy, 

Persons  who  just  get  over  one  cold  when  another 
starts  or  have  asthma  only  when  they  catch  cold 
may  be  suffering  from  an  allergy,  according  to 
a Rochester,  N.  Y.,  doctor. 

Writing  in  the  May  7 Journal  of  the  American 
Medical  Association,  Stearns  S.  Bullen,  M.D.,  of 
the  Department  of  Medicine,  School  of  Medicine 
and  Dentistry,  University  of  Rochester,  says  that 
the  majority  of  patients  who  describe  such  s\Tnp- 
toms  to  doctors  probably  have  allergic  conditions 
rather  than  infections. 

There  is  a growing  body  of  evidence  that  the 
cause  of  periarteritis  nodosa  (inflammation  of  tis- 
sues around  an  artery),  dermatomyositis  (a  condi- 
tion characterized  by  pain  and  swelling  of  muscles 
and  inflammation  of  the  skin),  and  one  kind  of 
kidney  disease  may  be  sensitivity  to  certain  sub- 
stances, he  points  out. 
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MEDICAL  SOCIETY  OF  VIRGINIA 


PUBLIC  RELATIONS 

Henry  S.  Johnson,  Director 

Timely  Resolutions  Effective.  A few  months  ago  this  idea  was  tried  by  one 


Resolutions  passed  by  an  organization  frequently 
appear  to  be  of  more  significance  to  those  outside 
the  organization  than  to  those  within. 

Even  though  it  is  assumed  that  the  medical  pro- 
fession is  against  compulsory  health  insurance,  a 
resolution  to  this  effect  by  each  local  medical  society 
in  the  state  seems  about  the  least  that  could  be  ex- 
pected. It  is  hoped  that  every  local  medical  so- 
ciety will  have  sent  such  a resolution  to  their  rep- 
resentatives in  Washington,  either  directly  or 
through  the  state  office,  very  soon. 

A similar  resolution  will  probably  come  before 
your  House  of  Delegates  in  October,  at  its  first  meet- 
ing after  November  Second. 

It  will  be  most  helpful  if  every  member  of  the 
IMedical  Society  of  Virginia,  would  encourage  simi- 
lar resolutions  at  every  opportunity,  from  business, 
civic  clubs  and  other  community  interests. 

Our  State  Educational  Chairman,  Dr.  John  T.  T. 
Hundley,  adds: 

“Senators  and  Congressmen  are  being  flooded 
with  requests  that  they  support  the  administration’s 
Compulsory  Health  Insurance  proposals.  Those 
requests  are  inspired  by  the  proponents  of  that  leg- 
islation. 

“V'e  must  counter  that  flood  of  propaganda. 
Write,  and  have  your  friends  write,  to  your  Con- 
gressmen and  Senators,  requesting  them  to  vote  and 
campaign  against  Compulsory  Health  Insurance. 

“Our  Congressional  representatives  are  favorable 
to  our  cause  but  cannot  help  be  influenced  by  the 
requests  they  receive.  We  must  support  them.  Write 
now',  and  have  your  friends  write.” 

Talk  to  Others — Not  Ourselves. 

If  you  write  letters — and  all  of  us  write  some — 
secure  from  your  Director  of  Public  Relations, 
Medical  Society  of  Virginia,  suitable  material  to  be 
sent  to  the  public  with  your  letter  or  bill. 

There  is  nothing  new  about  a letter-stuffer — all 
businesses  use  it  to  some  extent — and  it  is  one 
method  of  getting  our  story  across  to  the  people  who 
need  to  know  the  facts  about  medical  legislation. 


physician,  w'ho  had  printed  at  his  expense  2,500 
copies  of  a feature  article  by  Miss  Dorothy  Thomp- 
son. Permission  was  secured  from  the  copyright 
owners.  Soon,  other  physicians,  dentists,  and  hos- 
pitals requested  copies  for  similar  purposes.  As  a 
result,  the  well-told,  terse  and  informative  article 
by  Miss  Thompson  has  been  placed  in  the  hands 
of  40,500  people  by  means  of  this  single  effort. 

Physicians  should  send  copies  of  any  material 
favorable  to  our  cause  from  newspapers,  magazines, 
etc.,  to  the  Director  of  Public  Relations,  1200  East 
Clay  Street,  Richmond  19,  Virginia. 

We  must  tell  the  story  to  those  who  need  to  know 
the  truth — there  is  no  point  in  talking  to  ourselves. 

James  P.  King,  Councilor 
9th  Congressional  District 
Radford,  Virginia 

Virginia  Doctor  Practicing  At  Eighty-One. 

Dr.  J.  C.  Cutler,  3201  West  Avenue,  Newport 
News,  Virginia,  will  have  practiced  medicine  fifty 
years  this  month.  He  was  born  in  1867  and  gradu- 
ated from  North w’estem  University  Medical  School 
in  1899,  and  has  been  practicing  in  Virginia  since 
1913.  His  eighty-second  birthday  wall  be  celebrated 
November  9. 

At  eighty-one  years  of  age,  he  is  the  oldest  doctor 
on  the  staff  of  the  Elizabeth  Buxton  Hospital,  New- 
port New's,  Virginia,  and  he  is  the  oldest  practicing 
physician  in  the  Virginia  Peninsula. 

Dr.  Cutler,  still  quite  a young  man,  is  one  of 
the  doctors  eligible  for  the  Fifty  Year  Club  of  the 
IMedical  Society  of  Virginia,  and  is  expected  to  be 
among  those  receiving  this  award  during  the  annual 
meeting  of  the  Medical  Society  of  Virginia  in  Oc- 
tober. 

Dr.  Cutler  will  fly  to  Evanston,  Illinois,  May  14, 
to  be  honored  with  fourteen  other  members  of  his 
medical  class  by  Northwestern  University. 

Candidates  for  Governor  vs.  Government 

Medicine. 

The  possibility  of  government  or  political  medi- 
cine having  been  brought  to  our  attention  in  every 
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congress  since  1939,  and  the  seriousness  of  what 
effect  this  would  have  on  the  medical  care  of  our 
people,  it  was  deemed  well  by  our  council  at  its  last 
meeting,  to  inquire  of  the  attitude  of  the  announced 
candidates  for  Governor  in  Virginia,  on  this  subject. 

In  this  connection  the  following  letter  was  writ- 
ten to  those  who  had  at  that  time  announced  their 
candidacy.  Their  replies  follow  in  alphabetical 
order ; 

Mr.  Re.vi.mie  L.  Arnold 
Arnold  Pen  Company 
Petersburg,  Virginia 
Dear  Mr.  Arnold: 

In  view  of  legislation  already  offered  in  the  81st 
Congress,  proposing  a national  compulsory  health  insur- 
ance plan,  which  naturally  is  of  immediate  concern  to 
the  doctors  of  medicine  in  Virginia  and  in  this  country, 
and 

Further,  in  view  of  the  departure  this  represents 
from  our  American  democratic  way  of  life,  and 

Further,  in  view  of  the  ultimate  effect  this  would 
have  on  the  deterioration  of  medical  education,  medical 
research,  and  the  kind  of  medical  care  that  our  people 
would  get,  and 

Further,  in  view  of  the  effect  this  would  have  upon 
doctor-patient  relaticnship,  and 

Further,  in  view  of  the  approach  this  would  represent 
to  a socialistic  state,  and 

Further,  in  view  of  the  eventual  increased  cost  of  our 
medical  care  program,  that  this  would  inevitably  lead 
to,  and 

Further,  in  view  of  the  many  other  objections  that  are 
as  valid,  the  Council  of  the  Medical  Society  of  Virginia 
would  like  to  have  your  views  on  this  subject,  and  those 
of  every  other  announced  candidate  for  Governor,  in 
order  that  these  views  may  be  made  known. 

For  your  information,  we  plan  to  publish  the  replies 
of  each  candidate  in  an  early  edition  of  the  Virginia 
Medical  Monthly,  which  goes  to  the  membership  of  the 
Med'cal  Society  of  V^irginia. 

J.  M.  Em.mett,  Chairman 
Public  Relat.ons  Committee 

March  18,  1949. 


Dear  Dr.  Emmett: 

I certainly  do  want  to  thank  you  for  your  letter  of  the 
18th  and  I believe  my  stand  in  regard  to  the  legislation 
offered  in  the  81st  Congress,  concerning  compulsory  health 
insurance,  has  already  been  made  public.  As  a matter 
of  fact,  I talked  to  the  Richmond  Dental  Society  and  out- 
lined my  views  recently  and  I am  enclosing  herewith  a 
copy  of  this  speech.  I believe  it  answers  every  question 
in  your  letter. 


1 am  absolutely  opposed  to  compulsory  health  insurance 
or  socialized  medicine  and  shall  fight  this  with  all  the 
effort  that  I have. 

I am  a business  man  and  I have  seen  the  Government 
put  on  too  many  rules  and  regulations  in  business  and 
I do  not  want  to  see  these  same  things  put  on  the  medical 
profession  which  will  eventually  destroy  it.  You  can  de- 
pend upon  me  to  assist  and  help  fight  this  in  every  way 
I possibly  can. 

I certainly  hope  that  you  will  support  me  regarding  my 
candidacy  for  Governor  of  the  State  of  Virginia.  I be- 
lieve I can  give  to  the  Commonwealth  a good  sound 
business  administration,  one  which  will  be  beneficial  to 
all  of  its  people.  I believe  I can  effect  economy  and  effi- 
ciency in  Government  and  that  I can  stem  the  flow  of 
increased  taxation  and  we  certainly  do  not  want  any 
more  taxes,  not  even  a sales  tax. 

Thanking  you  for  giving  me  an  opportunity  to  give  you 
my  views  and  with  an  abundance  of  good  luck,  good 
health  and  happiness,  believe  me  to  be. 

Most  sincerely, 

Remmie  L.  Arnold. 

March  28,  1949. 


Dear  Dr.  Emmett: 

1 trust  that  you  will  pardon  the  delay  in  acknowledging 
receipt  of  your  letter  of  March  18th  which  has  just  come 
to  my  attention. 

I do  not  hesitate  to  state  that  I am  unalterably  opposed 
to  what  is  generally  termed  socialized  medicine.  The 
reasons  for  my  position  are  well  stated  in  your  letter.  I 
am  not  familiar  with  the  details  of  the  Legislation  pro- 
posing a National  Compulsory  Health  Insurance  plan,  but 
from  what  I know  of  it  it  appears  to  be  at  least  a long 
step  towards  socialized  medicine,  and  I certainly  do  not 
favor  it. 

Thanking  you  for  writing  me,  and  with  my  personal 
regards  and  with  best  wishes,  I am. 

Cordially  yours, 

John  S.  Battle. 

April  1,  1949. 


Dear  Dr.  Emmett: 

I am  glad  to  have  your  inquiry  of  March  18th  of  my 
views  with  respect  to  Government  medicine.  Further- 
more, I would  welcome  any  opportunity  to  discuss  in  detail 
with  the  members  of  your  profession  and  with  the  lay 
public  the  real  tragedy  that  would  result  from  any  sys- 
tem of  Government  or  political  medicine.  Certainly  the 
medical  care  of  our  people  is  far  too  important  to  fall 
into  such  bungling  hands. 

The  six  references  you  make  to  legislation  proposed  in 
the  Eighty-first  Congress  are  of  real  concern  to  those 
of  us  like  myself  who  are  in  thorough  accord  with  the 
point  of  view  of  the  medical  profession  on  this  subject. 
My  concern  and  interest  in  the  medical  profession  has 
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been  demonstrated  at  past  sessions  of  the  General  Assem- 
bly of  Virginia.  I am  not  only  opposed  to  socialized 
medicine  but  to  anything  that  constitutes  an  entering 
wedge  for  socialism  into  our  system  of  free  enterprise  and 
democratic  way  of  life. 

Thank  you  for  this  opportunity  which  you  have  afforded 
me  of  expressing  my  views  on  this  important  matter. 

Sincerely  yours, 

Horace  H.  Edwards. 

April  1+,  1949. 


Dear  Dr.  Emmett: 

I have  received  your  letter  of  March  18th  addressed 
to  candidates  for  Governor  of  Virginia.  I am  not  familiar 
with  the  Federal  legislation  to  which  you  refer,  and,  as 
you  realize,  the  Governor  of  Virginia  has  no  respon- 
sibilities for  either  advocating  or  opposing  Federal  leg- 
islation. That  is  the  function  of  our  representatives  in 
the  Congress. 

As  a private  citizen,  I am  opposed  in  principle  to  na- 
tional compulsory  health  insurance. 

Cordially  yours, 

Francis  P.  Miller. 

March  26,  1949. 


Dear  Dr.  Emmett; 

In  response  to  your  recent  request  for  my  views  on 
compulsory  health  insurance,  I would  like  to  state  that 
I am  unalterably  opposed  to  it. 

Such  a proposal  seems  to  me  a direct  violation  of  in- 
dividual rights  in  their  most  intimate  form. 

Aside  from  a public  health  service,  and  in  some  cases, 
Federal  aid  for  hospital  construction  I believe  that  med- 
ical care  now  is  a much  higher  level  than  it  would  be 
under  any  measures  so  far  proposed  in  Congress. 

No  doubt  exists  in  my  mind  that  the  dollar  now  spent 
on  medical  care  buys  a much  greater  service  than  the 
same  dollar  would  if  it  were  by-passed  through  the  gov- 
ernment. 

If  elected  gov-ernor  you  may  expect  me  to  fight  any 
measure  which  tends  toward  a socialization  of  medicine. 

Sincerely, 

Nick  R.  Prii.la.man. 

March  29,  1949. 


[June, 

General  Practitioners  Support  Educational 

Campaign, 

In  his  annual  report  to  three  thousand  delegates 
attending  the  annual  Scientific  Assembly  of  the 
.■\merican  Academy  of  General  Practice  in  Cincin- 
nati recently,  Mac  F.  Cahal,  executive  secretary, 
pledged  solid  support  in  the  American  Medical  As- 
sociation’s fight  against  compulsory'  sickness  in- 
surance. 

Mr.  Cahal  said  the  Academy,  which  claims  a 
membership  of  10,000  general  practitioners,  will 
give  its  full  support  to  the  A.M..V. 

“A  few  groups  of  dissidents  and  malcontents  with- 
in the  profession  have  sought  to  weaken  the  A.M.A. 
by  criticizing  it,”  Mr.  Cahal  said  in  his  report  to 
the  delegates.  “The  final  outcome  of  the  present 
administration’s  drive  to  nationalize  medicine  un- 
der bureaucratic  control  will  determine  the  system 
of  political  economy  under  which  the  citizens  of  the 
country'  will  live  in  years  to  come.  American  doctors 
are  on  tlie  front  line  in  a war  of  philosophies  be- 
tween socialism  and  individual  freedom.” 


\\’ord  also  comes  that  the  General  Practitioners  of 
^'irginia  have  gone  on  record  in  support  of  cancer 
education  for  doctors  to  the  extent  of  agreeing  to 
sponsor  such  a program.  It  is  understood  that  this 
is  being  done  in  cooperation  with  the  Medical  So- 
ciety of  Virginia’s  Cancer  Committee,  the  Cancer 
Department  of  the  State  Health  Department,  and 
the  Continuation  Education  Program  as  sponsored 
by  the  Medical  Schools. 

All  members  of  the  Virginia  Academy  of  General 
Practitioners  were  urged  by  their  Board  of  Direc- 
tors to  support  and  advocate  participation  by  their 
patients  in  Blue  Shield  and  Blue  Cross,  or  some 
commercial  insurance  plan  for  the  pre-payment  of 
medical  care  and  hospitalization. 


Fluorescent  Light  Tubes — Caution. 

Handle  fluorescent  light  tubes  with  caution  and 
dispose  of  them  carefully,  advise  three  doctors  from 
the  Plastic  Surgery  Service  of  Kings  County  Hos- 
pital, Brooklyn. 

Writing  in  the  .'^pril  23  Journal  of  the  American 
'Medical  Association,  Walter  A.  Coakley,  M.D.,  Ray- 
mond N.  Shapiro,  IM.D.,  D.D.S.,  and  George  W. 


Robertson,  M.D.,  say  that  cuts  from  broken  fluores- 
cent light  tubes  may  cause  serious  ulcers  and  tu- 
mors which  can  be  cured  only  by  removing  tissue 
from  a wide  area  surrounding  the  injury. 

The  doctors  report  that  a 16-year  old  boy  devel- 
oped a tumor  from  a cut  caused  by  a broken  fluores- 
cent tube.  They  believe  the  tumor  was  due  to  beryl- 
lium inside  the  tube. 
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PUBLIC  HEALTH 


L.  J.  Roper,  M.D., 

State  Health  Commissioner  of  Virginia. 


The  report  of  the  Bureau  of  Communicable  Dis- 
ease Control  of  the  State  Department  of  Health  for 
April  1949,  as  compared  with  the  same  month  in 
1948,  and  for  the  period  of  January  through  April 
1949  compared  with  the  same  period  in  1948,  is  as 
follows : 


Jan.- 

■ Jan.- 

April 

April 

April 

April 

1949 

1948 

1949 

1948 

Typhoid  and  paratyphoid 

11 

11 

25 

41 

Diarrhea  and  dysentery 

215 

270 

1,099 

1,188 

Measles  _ 

_S,395 

656 

15,364 

2,714 

Scarlet  fever 

78 

90 

317 

431 

Diphtheria 

10 

12 

52 

83 

Poliomyelitis 

1 

2 

8 

6 

Meningitis 

11 

11 

40 

37 

Undulant  fever 

5 

8 

19 

29 

Rocky  Mountain  spotted  fever. 

2 

0 

2 

0 

Tularemia 

0 

1 

7 

20 

Brucellosis 

The  eradication  of  human  brucellosis  is  depend- 
ent upon  the  eradication  of  brucellosis  in  livestock 
— principally  cattle,  swine  and  goats.  There  is  no 
evidence  of  human-to-human  transmission.  The 
amount  of  human  brucellosis  occurring  annually  is 
not  easily  determined,  but  with  approximately  4,000 
diagnosed  cases  reported  in  the  United  States  an- 
nually, it  is  estimated  that  there  are  probably  40,000 
cases  unrecognized. 

In  Virginia  the  reported  cases  averaged  35  for 
the  period  of  1936-1946.  The  cases  reported  for 
1946,  1947  and  1948  were  70,  74  and  82  respec- 
tively. There  have  been  12  deaths  reported  from 
brucellosis  since  1939. 

Two  human  groups  are  especially  liable  to  brucel- 
losis infection: 

1.  Those  who  handle  infected  animals  on  the 
farm,  in  slaughterhouses  and  in  meat  handling 
plants. 

2.  Those  who  use  contaminated  raw  milk  and 
its  products.  In  Mexico,  the  principal  factor  in 
high  incidence  is  the  widespread  use  of  goat’s  milk 
and  cheese  from  animals  infected  with  B.  melitensis. 

At  the  recent  Southern  States  Brucellosis  Con- 
ference in  Memphis,  Tenn.,  Dr.  Raymond  Fagan, 
of  the  Harvard  School  of  Public  Health,  gave  a 


preliminary  report  of  findings  in  an  Indiana  Sur- 
vey of  positive  reactors  among  animals  and  humans. 
From  this  survey,  begun  in  1946,  the  following  find- 
ings in  six  Indiana  Townships  are  significant: 

7,700  cattle  tested  5^4%  reactors 

2,900  swine  tested  5 % reactors 

Of  1,700  persons  tested  1,100  gave  histories  of 
contact  with  animals,  and  600  no  histories  of  such 
contact.  Of  the  contacts  there  were  found  to  be: 


500  men 3%  reactors 

300  women 1%  reactors 

(200  bovs)  2%  reactors 

300  children  .' 

(100  girls) 0%  reactors 

Among  the  600  persons  who  did  not  come  in  con- 
tact with  animals,  there  were  no  positive  reactors. 
The  following  figures  are  significant,  among  work- 
ers with  animals  and  among  plant  workers: 

500  veterinarians  28%  reactors 

142  rendering  plant  workers 27%  reactors 

400  slaughterhouse  workers 13%  reactors 

Of  floor  w’orkers,  30%  reacted,  in  striking  contrast 
to  1%  in  truck  drivers,  and  0%  in  clerical  and  of- 
fice workers. 


These  figures  demonstrate  the  importance  of  con- 
tact with  infected  animals  as  a factor  in  the  spread 
of  brucellosis  to  man. 

It  has  been  demonstrated  that  cattle  can  be  in- 
fected by  both  Brucella  melitensis  and  Brucella  suis. 
However,  it  has  been  the  general  belief  that  Brucella 
abortus  is  not  pathogenic  for  swine.  Now  come 
iMcCullough,  Eisele  and  Pavelchek,  who  report*  the 
recovery  of  B.  abortus  from  the  lymph  nodes  of  8 
hogs.  Confirmation  of  this  finding  will  be  awaited 
with  interest. 

In  a series  of  193  cases  of  brucellosis  in  humans. 
Dr.  A.  L.  Braude,  of  the  University  of  Minnesota 
Medical  School,  reports  the  organism  involved  as 
follows : 

B.  abortus,  84.5%,  B.  suis  7.8%  and  B.  meliten- 
sis 6.7% 

In  the  treatment  of  brucellosis,  Aureonuxin  has 
given  dramatic  results  in  acute  cases. 

^Public  Health  Reports — April  29,  1949. 
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WOMAN’S  AUXILIARY 
TO  THE 

MEDICAL  SOCIETY  OF  VIRGINIA 


President Mrs.  R.  M.  Reynolds,  Norfolk 

President-Elect Mrs.  C.  E.  Holderby,  Hilton  Village 

Recording  Secretary Mrs.  T.  S.  Chalkley,  Richmond 

Corresponding  Secretary  Mrs.  Charles  Lupton,  Norfolk 

Treasurer  _Mrs.  Reuben  Simms,  Richmond 

Parliamentarian  ._^Mrs.  H.  W.  Rogers,  Norfolk 

Historian  Mrs.  M.  H.  Harris,  West  Point 


Norfolk. 

Mrs.  Mallory  S.  .Andrews,  President  of  The 
Woman’s  .Auxiliary  to  the  Norfolk  County  Aledical 
Society  hit  a high  note  of  city-wide  interest  in  pre- 
senting a Public  Relaticns-Health  Education  Meet- 
ing on  .April  26th. 

850  printed  invitations  were  sent  to  women's  or- 
ganizations, lay  people  and  doctor’s  wives.  The 
press  and  radio  spot-lighted  the  meeting  with  ex- 
cellent publicity  for  about  a week  and  more  than 
500  were  present. 

-At  the  morning  session,  Ur.  Thomas  N.  Spessard, 
Norfolk  psychiatrist  and  neurologist,  spoke  on  Pre- 
vention of  Alental  Illness.  He  emphasized  the 
basic  emotional  reactions,  which  are  factors  in  pro- 
ducing mental  disorders  and  the  importance  of  in- 
creasing the  general  understanding  of  mental  dis- 
orders as  a whole  in  order  to  utilize  this  knowledge 
in  their  prevention. 

Dr.  Granville  L.  Jones,  Superintendent  of  The 
Eastern  State  Hospital.  Williamsburg,  discussed 
The  Treatment  of  Alental  Illness,  and  stated  that 
mental  illness  can  best  be  described  as  a disease  in 
a personal  social  adjustment  and  such  a disturbance 
can  arise  from  either  physical,  intellectual  or  emo- 
tional causes,  thus  making  it  necessar}-  to  treat  a 
jisychotic  ]iat‘ent  in  each  of  these  ways. 

Following  this  a panel  discussion  on  Alcoholism 
was  given  by  Dr.  James  .Asa  Shield,  of  Richmond. 
Dr.  Shield,  affirming  alcoholism  as  a serious  person- 
ality disturbance  said  the  drinking  of  alcohol  con- 
tributes to  chronic  degenerative  conditions  of  the 
liver,  kidney,  brain  and  other  organs.  He  pictured 
an  alcoholic  as  being  probably  the  most  miserable  of 
all  sick  people.  The  first  goal  in  treating  a suf- 
ferer is  to  get  the  patient  to  admit  that  he  is  an 
alcoholic.  He  can  only  be  helped  w'hen  he  acknowl- 
edges that  he  needs  help. 


Concluding  the  morning  session,  a member  of 
The  Tidewater  Group  of  .Alcoholics  .Anonymous 
spoke  on  the  magnitude  of  the  public  health  and 
economic  problem  facing  the  country.  Of  58,000,- 
000  users  of  alcohol,  3,750,000  are  excessive  drink- 
ers and  800,000  are  recorded  chronic  alcoholics. 
There  are  many  more  contributing  to  a conservative- 
ly estimated  loss  to  industry  of  one  billion  dollars 
in  production  and  2A  million  man-hours  of  work 
per  year.  The  .A..A.S  claim  (|ualified  recovery  for 
appro.ximately  IS'  of  these  who  give  their  method  a 
i^incere  trial. 

.At  the  afternoon  session  Air.  John  Tatem,  Direc- 
tor of  Safet}'  Patrol  of  Tidewater  .Automobile  .As- 
sociation, Norfolk,  sjioke  on  Safety  and  Traffic  Edu- 
cation. 

Mr.  Fenton  Jordan,  City  of  Norfolk  Engineer, 
then  spoke  on  Engineering  and  cited  the  race  be- 
tween death  and  safety  that  has  been  going  on  for 
many  years,  adding  safety  is  the  winner. 

The  concluding  discussion  was  a most  vigorous 
talk  given  by  Cajitain  W.  L.  Grath,  Captain  and 
Safety  Engineer  of  A’irginia  State  Police,  Rich- 
mond. He  reviewed  the  cost  of  traffic  accidents  in 
A'irginia,  with  reference  to  economic  aspects,  peo- 
ple killed  and  injured.  Education,  Engineering  and 
Enforcement  are  the  three  slogans  of  the  Adrginia 
Traffic  Program.  His  Department  employs  trained 
engineers  to  consider  the  physical  aspects  of  what 
might  have  contributed  to  accidents  and  carries 
out  a program  for  all  officers.  It  has  even  taken  to 
the  air — A’irginia  has  three  light  jilanes,  which  re- 
duce time  to  a minimum  in  spotting  trouble  on  the 
many  highways.  Enforcement  of  traffic  laws  and 
regulations  is  the  kind  friend  of  every  law-abiding 
citizen  and  is  the  bulwark  of  the  Democracies. 

Josephine  T.  Horton, 
(Airs.  .Albert  G.  Horton) 
Chairman  of  Publicity 

Danville-Pittsylvania. 

The  .Auxiliary  celebrated  Doctor's  Day  .April  2, 
with  a cocktail  jiarty  and  dinner  at  the  Hotel  Bur- 
ton. There  were  sixty  jiresent.  Dr.  C.  W.  Pritchett 
was  es]K?cially  honored  because  he  has  practiced 
medicine  in  Danville  for  over  fifty  years. 

Dancers  from  the  .Ann  Boyer  school  of  dancing 
presented  several  numbers  during  dinner.  The 
highlight  of  the  evening  was  the  projecting  on  a 
large  screen  various  amusing  photos  of  the  doc- 
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tors  present.  Original  poetry  wliicli  accompanied 
each  photo  brought  gales  of  laughter.  Group  sing- 
ing accompanied  by  Mrs.  A,sa  Viccellio  brought  the 
party  to  a close. 


On  April  7th,  the  auxiliary  met  with  Mrs.  Roy 
Uix'hurch  with  19  memliers  present.  The  following 
reports  were  submitted: 

Hygeia — Mrs.  D.  L.  Arey,  Chainnan,  reported 
17  one-year  subscriptions,  and  one  three-year  sub- 
scription. The  Auxiliary  has  placed  it  in  the  fol- 
lowing centers:  Langston  High  School,  (colored) 
the  white  and  colored  Y.M.C.A.’s  and  Y.W.C.A.’s, 
and  the  Schoolfield  Y.IM.C.A. 

Membership — VIrs.  T.  J.  Moran,  chairman,  re- 
ported 40  members  this  year  as  against  33  last  year. 

Rummage  S.ales — Mrs.  M.  H.  IMcClintic,  chair- 
man reported  $203.85  made  on  the  IMarch  sales. 
Plans  were  discussed  for  the  May  sale. 

Doctor’s  D.ay — IMrs.  C.  A.  Easley  and  YIrs.  W. 
E.  Overcash  gave  joint  reports  regarding  the  fi- 
nancial status  of  the  party. 

A motion  was  carried  that  the  Public  Relations 
Committee  with  the  help  of  every  member  further 
the  wishes  of  the  national  organization  to  oppose 
Socialized  IMedicine  in  and  around  Danville. 

A recommendation  was  made  that  the  delegate  to 
the  state  meeting  in  October  suggest  that  the  state 
dues  be  raised  so  that  the  .\uxiliaries  will  not  be 
called  on  for  additional  contributions. 

It  was  voted  to  contribute  $5.00  to  the  State  Vlain- 
tenance  Fund,  and  $5.00  to  the  Jane  Todd  Me- 
morial Fund. 

Dr.  Samuel  Newman,  local  pediatrician,  then 
spoke  on  “The  Historic  Trend  of  Child  Welfare”. 

Mrs.  Carl  W.  White 
Publicity  Chairman 

Northampton- Accomack. 

The  April  meeting  of  this  Auxiliary  was  held  at 
the  home  of  Mrs.  W.  Carey  Henderson  in  Nas- 
sawadox  with  Airs.  John  R.  Vlapp  as  co-hostess. 
Following  luncheon  and  a social  hour,  Mrs.  R.  M. 
Reynolds,  State  President  of  the  Auxiliary,  spoke 
on  “The  Menace  of  Socialized  Medicine,  Its  Cost 
and  Implications”.  IMrs.  William  T.  Green,  Jr., 
who  presided  in  the  absence  of  Mrs.  Sturgis,  then 
read  “.A  Step  in  the  Wrong  Direction”  by  Dorothy 
Thompson.  Routine  business  included  the  an- 
nouncement of  an  award  of  $10.00  to  the  Auxiliary 


putting  on  the  most  unique,  interesting  and  well- 
planned  “Doctors  Day”  jirogram. 

The  next  meeting  of  the  Auxiliary  will  be  held 
at  the  cottage  of  Mrs.  J.  F.  Gladstone  at  Silver 
Beach. 


BOOK  ANNOUNCEMENTS 

Aesculapius  Comes  to  the  Colonies.  The  Story  of 
the  Early  Days  of  Medicine  in  the  Thirteen  Orig- 
inal Colonies.  By  MAURICE  BEAR  GORDON, 
M.D.  Ventnor  Publishers,  Inc.,  Ventnor,  N.  J. 
1949.  xiv-560  pages.  Illustrated.  Cloth.  Price 

$10.00. 

Child  Health  Services  and  Pediatric  Education.  Re- 
port of  the  Committee  for  the  Study  of  Child 
Health  Services,  The  American  Academy  of  Pe- 
diatrics. With  the  cooperation  of  the  United  States 
Public  Health  Service  and  the  United  States 
Children’s  Bureau.  The  Commonwealth  Fund, 
New  Yoi'k.  1949.  xxv-270  pages.  Cloth.  Price 

$3.50. 

Cardiac  Catheterization  in  Congenital  Heart  Disease. 
A Clinical  and  Physiological  Study  in  Infants  and 
Children.  By  ANDRE  COURNAND,  M.D.,  Asso- 
ciate Professor,  Department  of  Medicine,  College 
of  Physicians  and  Surgeons,  Columbia  University; 
JANET  S.  BALDWIN,  M.D.,  Assistant  Professor, 
Department  of  Pediatrics,  New  York  University 
College  of  Medicine:  and  AARON  HIMMELSTEIN, 
M.D.,  Instructor,  Department  of  Surgery,  College 
of  Physicians  and  Surgeons,  Columbia  University, 
The  Commonwealth  Fund,  New  York.  1949.  viii- 
108  pages.  Illustrated.  Cloth.  Price  $4.00. 

Clinical  Urology.  Essentials  of  Diagnosis  and  Treat- 
ment. By  LOWRAIN  E.  McCREA,  M.D.,  F.A.C.S., 
F.I.C.S.,  Clinical  Professor  of  Urology,  Temple 
University  Medical  School;  Attending  Urologist, 
Philadelphia  General  Hospital.  Second  Edition. 
Philadelphia,  F.  A.  Davis  Company,  1948.  xii-503 

pages.  With  263  Illustrations,  7 in  Color.  Cloth. 
Price  $6.50. 

The  second  edition  of  Dr.  VIcCrea’s  excellent 
book  follows  the  general  outline  of  the  first,  with 
some  amplification  and  addition  of  diagrams.  The 
subject  matter  is  concise,  well  outlined,  and  pre- 
sented in  an  understandable  manner.  The  accepted 
treatments  for  urological  diseases  are  up  to  date. 

The  book  is  highlighted  by  A'ery  satisfactory  de- 
scriptions of  office  urological  procedures  and  exami- 
nations. Each  major  urological  operation  is  also 
descrilted  for  general  knowledge,  but  perhaps  not 
well  enough  for  a surgeon. 

It  is  recommended  without  ([ualification  as  an 
outstanding  book  for  students,  as  well  as  practicing 
lihysicians,  who  desire  a positive  compendium  of 
urological  disease  and  treatment. 

Donald  Gilbert 
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Joseph  Lister  (1827-1912) 

Few  of  us  realize  how  comparatively  new  aseptic  surgery  is.  We  can  remember 
when  Dr.  Halsted  first  began  using  rubber  gloves.  Dr.  George  Ben  Johnston 
was  a senior  medical  student  in  New  York  when  Lister  came  to  this  country  in  1876 
to  talk  on  antiseptic  surger)'.  It  was  commonly  spoken  of  as  Listerism.  Before  this 
era  it  was  rare  for  a wound  to  heal  by  “first  intention.”  “Laudable  pus”  was  a common 
and  much  sought  after  phenomenon.  When  blood  vessels  were  ligated  the  ends  of  the 
silk  ligatures  were  left  long  and  were  brought  out  of  the  wound  so  that  they  could  be 
removed  when  they  sloughed  off.  Surgery  was  chiefly  of  the  extremities — amputa- 
tions, and  of  the  surface  of  the  body.  Surgery  of  the  body  cavities  was  too  hazardous 
to  warrant  its  frequent  employment.  With  erysipelas  and  gangrene  rampant,  hos- 
pitals had  a fearful  mortalit}'.  The  work  of  one  man  changed  all  this. 

The  great  Quaker  surgeon,  the  father  of  aseptic  surger}',  was  born  at  Upton, 
Essex,  on  April  5,  1827.  His  father  was  a scientist  of  note  who  perfected  the  achro- 
matic lens  and  improved  the  compound  microscope.  Upon  graduating  in  London, 
Lister  went  to  Edinburgh  and  served  as  house  surgeon  under  Syme.  Three  years  later 
he  married  Syme’s  daughter,  and  soon  afterwards  was  made  assistant  surgeon  to  The 
Royal  Infirmary.  He  was  appointed  to  the  Chair  of  Surgery  at  Glasgow  in  1860.  It 
was  in  Glasgow  that  he  learned  of  Pasteur’s  work  proving  that  microbes  were  the 
cause  of  putrefaction,  and  at  once  saw  the  significance  of  this  work  for  surgery.  In 
1869  he  succeeded  his  father-in-law  as  Professor  of  Clinical  Surgery  in  Edinburgh. 
In  1877  he  went  to  London  as  Professor  of  Surgery  at  King’s  College.  He  retired 
from  practice  in  1896  but  not  from  scientific  studies.  From  1895  to  1900  he  was 
President  of  the  Royal  Society  and  in  1896,  President  of  the  British  Medical  .‘\sso- 
ciation.  In  1883  he  was  created  a baronet  and  in  1897,  was  raised  to  the  peerage  as 
Baron  Lister  of  Lyme  Regis.  In  1902  he  was  nominated  an  original  member  of  the 
new  Order  of  Merit.  The  name  of  the  British  Institute  of  Preventive  Medicine,  of 
which  he  was  one  of  the  founders,  was  changed  to  the  Lister  Institute  of  Preventive 
Medicine. 

Early  in  his  career  Lister  became  interested  in  the  study  of  inflammation  and  the 
coagulation  of  blood.  His  first  paper,  shortly  after  he  became  .Assistant  Surgeon  to 
the  Royal  Infirmary,  was  on  “The  Early  Stages  of  Inflammation.”  His  Croomian 
lecture  to  the  Royal  Society  in  1863  was  upon  the  coagulation  of  the  blood.  When 
Dr.  Thomas  .Anderson  in  1865  called  his  attention  to  Pasteur’s  investigations  on 
fermentations.  Lister  at  once  set  to  work  to  devise  means  of  keeping  microbes  out  of 
wounds.  His  first  experiment  made  in  1865  was  upon  a compound  fracture  and  the 
agent  he  used  was  carbolic  acid  which  he  applied  to  the  wound  undiluted.  He  re- 
ported his  results  in  1867  in  the  Lancet.  He  then  directed  his  attention  to  mitigat- 
ing the  escharotic  effect  of  carbolic  acid  and  to  improve  ligatures.  Eventually  he 
adopted  first  carbolized  catgut  and  finally  sulphochromic  catgut.  He  improved  sur- 
gical dressings  and  in  an  attempt  to  provide  an  atmosphere  free  from  germs  in  the 
operating  room  he  introduced  his  famous  spray  of  5 per  cent  solution  of  carbolic  acid. 

Lister  s work  was  quickly  accepted  on  the  Continent,  es]jecially  in  Germany,  but  as 
usual  with  great  medical  discoveries  it  met  with  opposition  at  home.  Scotland  at  the 
time  had  a National  Health  Service.  Lister  was  excluded  from  the  government  em- 
ployment because  “the  Minister  of  Health  had  been  fully  informed  . . . that  the 
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use  of  carbolic  acid,  since  it  prevented  the  formation  of  laudable  pus,  was  inimical 
to  the  patient.  . . . The  Minister  of  Health  then  rose  to  say  that  he  was  proposing  to 
introduce  regulations  making  the  use  of  carbolic  acid  and  similar  substances,  loosely 
described  by  Mr.  Lister  as  ‘antiseptics’  (whatever  that  might  mean)  illegal.” 


Synthetic  Chloromycetin 

'"T^HE  announcement  of  a synthetic  Chloromycetin  by  the  Parke,  Davis  Laboratories 
provokes  a number  of  reflections.  This  is  the  first  time  that  an  antibiotic  has 
been  manufactured  chemically.  It  reminds  one  of  the  time  Dr.  John  Abel  first  made 
epinephrine  synthetically.  Diethylstilbestrol  belongs  to  a slightly  different  category  in 
that  it  is  not  identical  with  estrogen  chemically  but  only  clinically.  Each,  however, 
demonstrates  that  the  scientist  is  not  entirely  dependent  on  living  processes  to  manu- 
facture antibiotics  and  hormones.  When  synthetic  means  are  discovered,  manufacture 
in  quantity  is  simplified. 

Chloromycetin  was  discovered  by  Dr.  Paul  R.  Burkholder  of  Yale  in  an  extract  of 
Venezuelan  mold.  Drs.  Quentin  R.  Bartz  and  John  Ehrlich  of  the  Research  Labora- 
tories of  Parke,  Davis  and  Company  isolated  it  in  crystalline  form.  This  was  re- 
ported in  October  1947.  The  drug  was  found  to  have  rickettsiostatic  properties  when 
tested  in  infected  chick  embryos.  Many  Monthly  readers  will  recall  the  thrilling  re- 
port of  the  clinical  tests  on  scrub  typhus  in  Malaya  that  Dr.  Theodore  E.  Woodward 
told  of  at  a recent  meeting  of  the  Richmond  Academy  of  Medicine.  Through  a for- 
tunate error  in  diagnosis  the  drug  was  found  to  be  effective  for  typhoid  fever  which  is 
also  endemic  in  the  Malay  States.  The  only  difference  is  that  it  takes  three  or  four 
days  for  the  fever  of  typhoid  to  subside.  This  was  so  constant  that  it  was  used  as  a 
check  in  the  differential  diagnosis  of  the  two  diseases.  The  Army  research  team  will 
again  go  to  the  Southwest  Pacific  to  compare  the  synthetic  chloromycetin  with  the 
crystalline  product. 

The  rickettsiae  are  micro-organisms  that  resemble  the  viruses  in  that  they  grow 
only  within  living  cells.  Most  of  them  are  slightly  too  large  to  pass  through  fine 
bacteriological  filters.  Five  diseases  are  recognized  as  being  caused  by  the  rickettsiae; 
(1)  Epidemic  typhus  (louse  borne)  (classic  European,  old  world  typhus);  (2) 
Endemic  or  murrine  (flea  borne)  (Mexican  typhus  or  Brill’s  disease);  (3)  Scrub 
typhus  (mite  borne)  (Tsutsugamuski  disease,  Japanese  river  fever,  tropical  typhus, 
mite  fever);  (4)  Spotted  fever  (tick  borne)  (Rocky  Mountain  spotted  fever,  tick 
fever,  black  fever,  blue  disease),  and  (5)  Q fever. 

Scrub  fever,  unlike  the  other  types  of  typhus  fevers,  had  no  good  means  of  pro- 
phylaxis. There  was  no  vaccine  for  it,  nor  poison  for  the  mites.  P'or  this  reason 
chloromycetin  is  especially  valuable.  It  seems  to  be  a specific  remedy  for  rickettsial 
diseases.  It  also  offers  great  promise  in  some  of  the  bacterial  diseases,  such  as 
typhoid  fever.  Brucellosis  and  gas  bacillus  infections.  On  account  of  the  prevalence 
of  spotted  fever  in  the  South  Atlantic  States  these  investigations  will  be  watched  with 
especial  interest  by  Virginia  doctors. 
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South  of  the  Border 

SOUTH  of  the  Rio  Grande  there  is  an  attractive  land  that  Americans  to  the  North 
would  do  well  to  know  better.  It  is  a land  of  contrasts,  surprises  and  contradic- 
tions. It  has  developed  great  artists  who  paint  in  bold  contrasting  colors.  Its  archi- 
tects build  the  most  beautiful  renaissance  museums,  baroque  churches  or  ultra 
modernistic  apartment  houses.  Thirty  per  cent  of  Mexico’s  people  live  in  one-room 
shacks  with  mats  on  the  earth  floor  for  l^eds,  and  the  scantiest  sanitary  provisions. 
About  one-sixth  belong  to  the  privileged  class  with  incomes  from  $150  a month  up. 
A family  with  $150  a month  income  can  have  a three-room  apartment,  one  or  two 
servants  and  a car.  At  $300  to  $500  the  apartment  enlarges  and  the  car  is  of  more 
recent  vintage.  In  Mexico  City  and  Cuernavaca  we  saw  very  lovely  homes  attesting 
great  wealth.  Ninety-nine  per  cent  of  the  people  are  Catholic  and  yet  when  the 
people  gained  control  of  the  government  they  confiscated  all  church  projDerty,  and 
the  activities  of  the  priests  were  drastically  limited  and  clerical  garb  was  banned. 
The  church  now  operates  with  entire  liberty  save  for  the  threatening  shadow  of  the 
anti-clerical  law  of  1917  which  still  stands.  The  churches  are  tilled  with  devout 
worsliippers. 

Mexico  has  a civilization  that  antedates  ours  by  a century  and  its  civilization  sup- 
planted several  highly  developed  native  civilizations  chat  extended  back  to  prehistoric 
times.  We  saw  one  pyramid,  the  plateau  pyramid  of  Ciucipleo  that  was  built  about 
5000  B.C.  by  an  unknown  race.  Remains  of  Maya,  Toltec  and  Aztec  civilizations  are 
abundant  in  stone  carving  and  pottery,  especially.  Examples  of  wood  carving,  tapes- 
try and  feather  work  are  rare  since  these  substances  are  more  perishable  but  enough  is 
known  to  excite  wonder  at  the  skill  of  these  stone  age  people.  At  Teotihuacan  which 
is  supposed  to  be  the  site  of  the  capital  of  the  Toltec  nation  we  saw'  the  huge  pyra- 
mids to  the  Sun  and  the  Moon  and  some  wonderful  Toltec  candngs  in  the  Ciudadela 
at  the  south  end  of  the  area  that  covers  some  eight  square  miles. 

Mexico  City  is  the  oldest  city  in  America,  founded  as  it  was  by  the  Aztecs  in 
1325.  A part  of  the  Aztec  capital  still  survives  near  the  cathedral  in  the  form  of  a 
])ortion  of  the  Great  Temple  of  the  God  of  War.  The  National  University  dates  back 
to  1533.  The  first  printing  shop  in  the  Western  Hemisphere,  established  by  Giovanni 
Paoli  about  1539,  w'as  jx)inted  out  to  us.  We  went  into  the  patio  of  the  House  of  the 
Count  of  Santiago,  erected  shortly  after  tlie  Conquest.  It  is  built  of  pink  tezontle  and 
has  massive  carved  doors  leading  into  the  patio  which  is  entirely  surrounded  by 
balconies  and  has  a grand  stairway  on  one  side.  Gargoyles  are  in  the  form  of  cannon. 
We  were  told  that  wdien  this  house  was  built  one  had  to  get  a royal  permit  from  Spain 
in  order  to  build  a two-story  house.  Almost  across  the  street  is  the  Hospital  de  Jesus 
Nazareno  built  of  similar  pink  volcanic  stone.  It  was  founded  by  Cortes  in  1524  on 
the  spot  w'here  he  first  met  Montezuma.  The  hospital  has  been  in  continuous  opera- 
tion since  that  time  and  we  saw  patients  sitting  on  its  pleasant  galleries  that  surround 
its  two  patios,  and  white  coated  doctors  going  back  and  forth.  Its  board  room  has  an 
original  portrait  of  Cortes.  ...  In  this  connection  it  should  be  stated  that  Mexico  has 
a wonderful  Childrens’  Hospital  and  a Cardiology  Institute,  both  housed  in  ultra 
modern  buildings. 

Mexico  City  is  situated  in  a broad  flat  plain  7,400  feet  above  the  sea  level.  In  the 
drj’  season  this  arid  plain  looks  neither  tropical  nor  mountainous.  Although  we  were 
in  the  tropics  we  slept  under  blankets.  Overlooking  the  city  is  Chapultepec  Park  and 
Castle.  We  were  standing  on  the  terrace  overlooking  the  beautiful  panorama  of  the 
city  at  our  feet  when  our  guide  pointed  out  a new  security  hospital  going  up  in  the 
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foreground.  \\’e  asked  her  what  the  people  thought  of  social  security.  She  replied  in 
no  uncertain  terms  that  they  did  not  like  it.  In  the  first  place  they  did  not  like  the 
compulsion  and  her  Castilian  accent  left  no  doubt  but  that  she  really  meant  com- 
pulsion. In  the  second  place  the}'^  got  very  little  value  for  their  payroll  deductions. 

The  people  of  Mexico  have  even  less  sanitary  security.  Guide  books  warn  you 
against  raw  fruit.  Outside  of  the  cities,  water,  ice,  milk  and  butter  are  said  to  be 
unsafe.  Of  our  party  of  twelve  who  went  on  a two  day  trip  to  Taxco,  three  were  taken 

sick  on  the  trip  and  two  others  were  known  to  have  gotten  sick  afterwards.  Our  hotel 

was  ultra  modern  in  structure  and  appointments.  The  waiters  were  continental  in 
costume  and  suavity,  and  yet  we  saw  them  emptying  the  left  over  drinking  water  into 
a waste  bucket,  polish  the  glass  with  a napkin  and  replace  it  on  the  table  for  the 
next  customer. 

Tlie  ^Mexicans  are  descendants  of  fierce  man-eating  Indians  or  their  equally  fierce 
and  arrogant  Spanish  conquerors.  Surprisingly,  the  present  day  Mexicans  are  gentle, 
polite,  amiable  people,  the  very  embodiment  of  patience.  Apparently  they  love 

flowers,  for  the  markets  are  filled  with  all  sorts  and  they  are  indeed  beautiful.  The 

bougainvillaea  and  the  climbing  geraniums  bloom  all  the  year.  The  jacaranda,  a 
blue  plumbago  vine  and  the  royal  poinciana  as  well  as  myriads  of  roses,  carnations 
and  gladioli  give  color  to  the  suburbs.  Mexican  children  are  wonderfully  well  be- 
haved. During  Holy  \\'eek  the  churches  and  market  places  and  public  squares  were 
filled  with  them.  We  did  not  see  a cross  or  peevish  child.  Altogether  ISIexico  makes 
an  almost  perfect  vacation  land.  It  has  exotic  beauty,  interesting  and  varied  archi- 
tecture, age  old  culture,  historic  back  ground,  a wonderful  climate,  and  a polite  people. 


Medical  Home  Missionaries 

IN  the  .April  Monthly  we  suggested  that  Home  Missions  might  play  an  importan!: 

role  in  supplying  physicians  in  certain  rural  areas.  We  now  find  that  this  has 
already  been  done  by  the  Lutheran  Church  at  Konnarock,  at  the  foot  of  White  Top 
Mountain  in  southwest  Virginia.  For  years  the  Southern  Mountain  Mission  Work 
has  attempted  to  meet  the  medical  as  well  as  the  spiritual  needs  in  this  area.  At  first 
they  depended  on  nurses  who  did  the  best  they  could  to  promote  clinics  by  non- 
lesident  physicians,  hauling  patients  long  distances  over  rough  mountain  roads  to 
town,  and  supplementing  the  treatments  of  the  physicians  to  the  best  of  their  ability. 
In  1940,,  a modern  medical  center  was  built  by  the  Lutheran  League  of  America.  It 
has  waiting  rooms,  offices,  examination  rooms.  X-ray  room,  laboratory  and  a two  bed 
emergency  ward,  and  a physician’s  apartment.  The  equipment  is  modern  in  every 
respect. 

Dr.  Heinz  Meyer,  a German  refugee,  was  employed  as  resident  physician.  Accord- 
ing to  the  Konnarock  Echoes  the  greatest  health  problem  is  malnutrition  and  much 
of  the  doctor’s  time  is  devoted  to  educating  the  people  in  nutrition  and  how  to  grow 
the  right  kind  of  food.  A deaconess  nurse  is  connected  with  the  clinic  and  she  and 
Dr.  Meyer  have  developed  an  efficient  maternity  service.  With  the  help  of  locally 
trained  midwives  they  deliver  90  per  cent  of  the  babies  in  their  homes.  The  mothers 
attend  the  prenatal  clinic  and  complicated  cases  are  delivered  at  the  Center.  A better- 
baby  clinic  is  conducted  at  the  Center.  After  six  years  Konnarock  Medical  Center  is 
almost  self-supporting.  What  it  has  done  in  the  way  of  elevating  the  health  standards 
of  the  community  is  incalculable. 
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SOCIETIES 


Richmond  Academy  of  Medicine. 

The  third  annual  J.  Shelton  Horsley  Memorial 
Lecture  at  the  Richmond  Academy  of  Medicine  was 
delivered  on  April  26th.  Dr.  A.  C.  Broders,  direc- 
tor of  the  division  of  surgical  pathology  at  the 
IMayo  Clinic,  Rochester,  sixike  on  “Functioning 
Cancer”.  He  is  a graduate  of  the  Medical  College 
of  Virginia  and  has  been  awarded  the  honorary  de- 
gree of  doctor  of  science  by  the  College.  During 
1935  and  1936,  Dr.  Broders  served  as  professor  of 
surgical  pathology  and  director  of  cancer  research 
at  the  Medical  College  of  Virginia. 

The  J.  Shelton  Horsley  ^Memorial  Lectures  were 
established  in  memory  of  Dr.  Horsley  by  his  son. 
Dr.  Guy  W.  Horsley.  They  are  given  each  Si)ring 
at  the  .Academy  of  Medicine  by  outstanding  men  in 
the  fields  of  surger}%  pathology  and  physiolog}L 

Arlington  County  Medical  Society. 

At  a special  meeting  of  this  Society,  held  on 
iMarch  24th,  Dr.  William  P.  Howard  of  .Mbany, 
New  York,  was  the  speaker.  He  is  a director  of  the 
.American  Association  of  Physicians  and  Surgeons, 
and  the  Arlington  Society  has  recently  joined  sev- 
eral other  Virginia  societies  in  endorsing  this  As- 
sociation. 

Dr.  John  T.  Hazel  is  president  of  the  Arlington 
Society  and  Dr.  John  B.  Leary  is  secretar>'- 
treasurer. 

The  Mid-Tidewater  Medical  Society 

Held  its  second  quarterly  meeting  on  April  26th 
at  Gloucester  Court  House,  Dr.  M.  H.  Harris  of 
West  Point  presiding. 

The  question  of  formation  of  “Health  Councils” 
in  the  various  counties  was  discussed  and  it  was 
decided  that  the  Vice-Presidents  from  the  several 


counties  represented  should  explore  the  feasibility 
of  the  formation  of  these  councils  in  their  counties 
and  that  further  discussion  would  be  held  at  the 
next  meeting. 

The  proposal  that  a joint  meeting  be  held  with 
representative  laymen  was  discussed,  but  no  act  on 
was  taken. 

Dr.  T.  Dewey  Davis  presented  a pajier  on  Rheu- 
matoid Arthritis  which  was  well  received  and  the 
discussion  was  participated  in  by  most  of  the  mem- 
bers present. 

The  meeting  was  adjourned  to  meet  in  Urbanna 
on  July  26th. 

William  H.  Hoseield 
Secretary 

The  Fourth  District  Medical  Society 

Met  at  the  Central  State  Hospital,  Petersburg, 
on  April  19th.  The  effect  of  the  government’s  pro- 
posed prepaid  medical  plan  on  private  practice  was 
outlined  by  Dr.  M.  Peirce  Rucker,  President  of  the 
IMedical  Society  of  Virginia.  Other  speakers  in- 
cluded: Dr.  John  T.  T.  Hundley,  Lynchburg, 
Chairman  of  the  education  campaign  for  the  state 
society;  Dr.  Walter  B.  Martin,  Norfolk,  a trustee 
of  the  .American  Medical  Association;  Dr.  Ben- 
jamin W.  Rawles,  Jr.,  Richmond,  chairman  of  the 
committee  on  hospital  care  of  the  Richmond  Com- 
munity Council;  and  Mr.  Henry  S.  Johnson,  direc- 
tor of  public  relations  of  the  state  society.  Dr. 
Fletcher  J.  Wright,  Jr.,  Petersburg,  conducted  a 
panel  discussion  on  the  effects  of  the  medical  plan 
proposed  by  President  Truman. 

Dr.  J.  A.  B.  Lowr}',  Crewe,  is  president  of  this 
Society,  and  Dr.  William  S.  Sloan,  Petersburg,  sec- 
retary-treasurer. Dr.  William  Grossmann,  Peters- 
burg, is  chairman  of  the  steering  committee. 


NEWS 


The  Virginia  Peninsula  Calls  All  Doctors! 

^Members  of  the  Medical  Society  of  Virginia,  your 
annual  meeting  October  9 to  12  will  be  held  in 
one  of  the  nation’s  showplaces — the  Virginia  Pen- 
insula— down  where  America  got  started.  When 
you  open  your  sessions  at  the  Chamberlin  Hotel  on 
Old  Point  Comfort  you  will  be  standing  on  the 
ground  where  the  fir.st  settlers  paused  briefly  on 


their  way  to  Jamestown.  Here,  the  old  chronicler 
relates,  “They  found  a channel  which  put  them  in 
good  comfort.”  Plan  to  come  several  days  in  ad- 
vance of  the  meeting  (or  stay  on  afterwards)  to 
take  in  the  many  fascinating  attractions  which  the 
Virginia  Peninsula  offers  to  you. 

F'rom  the  Chamberlin’s  door  you  will  gaze  upon 
the  thrilling  panorama  of  Hampton  Roads,  one  of 
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tlie  world’s  greatest  natural  waterways.  Cargo 
steamers  bound  for  Marseilles,  Buenos  -A.ires  and 
Hong  Kong  glide  slowly  toward  the  sea  trailing 
plumes  of  black  smoke.  Gray  battleships  and  aero- 
plane carriers  ride  sullenly  at  anchor.  Hard  by  the 
hotel  is  Fortress  Monroe  where  Jefferson  Davis’ 
place  of  confinement  is  commemorated.  The  sister 
cities  of  Newport  News,  Hampton  and  Phoebus, 
which  are  linked  together  like  Siamese  triplets,  will 
bid  you  welcome.  Hampton  which  was  founded  in 
1610  is  the  oldest  continuous  settlement  in  English- 
speaking  America.  It  was  the  birthplace  of  the  first 
president  of  the  Medical  Society  of  Virginia,  James 
McClurg  (1747-1823). 

In  old  St.  John’s  Church  which  is  much  fre- 
quented by  tourists,  you  will  find  a lovely  stained 
glass  window  in  memory  of  George  William  Sem- 
ple (1810-1883),  thirty-third  president  of  the  Medi- 
cal Society  of  Virginia.  Many  of  our  Peninsula 
doctors  are  inveterate  sailors.  They  will  be  pleased 
to  see  that  the  aquatic-minded  among  you  enjoy  the 
pleasures  of  the  Hampton  Yacht  Club  of  which  Dr. 
Russell  Bu.xton  is  the  commodore.  To  the  north  of 
Hampton  is  Langley  F'ield  and  the  National  Advi- 
sor}’ Committee  for  Aeronautics  where  scientists 
toil  night  and  day  in  the  giant  wind  tunnels  to  un- 
lock the  secrets  of  the  air.  High  in  the  sky  shoot- 
ing swift  and  straight  like  w’ild  geese  you  will  see 
flocks  of  jet  planes  whose  speed  is  faster  than  sound. 

In  Newport  News  you  may  visit  the  giant  shipyard 
which  has  built  some  of  the  nation’s  most  famous 
naval  vessels  and  passenger  ships.  This  is  where 
the  carriers,  Yorktown,  Hornet  and  Coral  Sea  were 
built.  Here  the  keel  of  the  $189,000,000  supercar- 
rier, The  L^nited  States,  was  laid  before  construction 
was  abandoned  by  order  from  Washington.  Tours 
of  the  yard  will  be  made  available  to  you.  One  of 
the  world’s  most  remarkable  museums  is  the  Mari- 
ner’s Museum  located  just  outside  of  Newport 
News.  Everything  pertaining  to  ships  from  the 
dawn  of  history  to  the  present  time  has  been  col- 
lected. For  you  golf  enthusiasts  there  is  a Golf 
Museum  at  the  James  River  Country  Club,  which 
is  one  of  the  finest  outside  of  St.  Andrew’s,  Scot- 
land. Only  a short  run  up  the  Peninsula  are  the 
historical  shrines  of  Williamsburg,  Jamestown  and 
Yorktown.  See  the  remains  of  the  old  church  at 
Jamestown  on  whose  site  Pocahontas  was  baptized 
and  married  to  John  Rolfe.  Visit  the  famous  Wil- 
liamsburg Restoration.  Go  over  the  battlefield  at 


Yorktown,  also  inspect  the  nearby  Moore  House 
where  Cornwallis’  surrender  was  arranged  (this  is 
the  original  building.)  Guided  tours  of  these  at- 
tractions can  be  arranged.  The  Virginia  Peninsula 
is  also  a noted  playground.  It  has  unexcelled  fa- 
cilities for  swimming,  boating,  fishing  and  golfing. 

The  Warwick  County  Medical  Society  led  by  Dr. 
George  S.  Grier,  III,  and  assisted  by  the  Elizabeth 
City  County  Medical  Society  of  Hampton  and 
Phoebus  is  going  all  out  to  make  your  stay  a mem- 
orable one.  The  local  Woman’s  Auxiliary  led  by 
Miriam  D.  Bradley  and  backed  by  Sarah  Holderby, 
President-elect  of  the  State  Auxiliary,  is  planning 
things  for  your  ladies  to  do.  So  put  it  on  your  cal- 
endar— annual  meeting  of  the  Medical  Society  of 
Virginia,  Chamberlin  Hotel,  Old  Point  Comfort, 
October  9 to  12.  Come  and  see  us  down  here  in 
“The  Nation’s  Cradle”. 

Chester  D.  Bradley,  M.D. 

Scientific  Exhibits  at  Annual  Meeting. 

Dr.  Vincent  W.  Archer,  University  of  Virginia, 
Charlottesville,  who  is  chairman  of  Scientific  Ex- 
hibits of  the  Medical  Society  of  Virginia,  would 
like  for  those  doctors  interested  in  having  an  ex- 
hibit at  the  annual  meeting  at  Old  Point  Comfort, 
October  9-12,  to  contact  him  as  soon  as  possible. 
Applications  for  exhibits  will  be  accepted  as  long 
as  space  is  available — of  course,  the  best  spaces 
will  go  to  those  who  apply  first. 

Southern  Pediatric  Seminar. 

The  29th  annual  session  of  this  Seminar  will  be 
held  at  Saluda,  North  Carolina,  July  18-30.  The 
course  is  a post-graduate,  summer  course  in  meth- 
ods of  diagnosis,  prevention  and  treatment  of  dis- 
eases of  children.  It  is  designed  primarily  to  fit 
the  needs  of  the  general  practitioner  and  the  prac- 
tical application  is  stressed.  The  lecturers  rep- 
resent some  of  the  outstanding  pediatrists  in  the 
South,  who  volunteer  their  services  to  create  a 
teaching  center  where  the  most  advanced  informa- 
tion in  this  important  branch  of  medicine  is  pre- 
sented. Dr.  Ambrose  McGee,  Richmond,  is  a mem- 
ber of  the  faculty.  For  information  and  registra- 
tion, address  M.  A.  Owings,  secretary-treasurer, 
Saluda,  North  Carolina. 

Dr.  H.  J.  Warthen,  Jr., 

Richmond,  was  elected  to  membership  in  the 
American  Surgical  .Association  at  its  meeting  held 
in  Saint  Louis  in  April. 
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News  from  University  of  Virginia  School  of 

Medicine. 

On  April  1st,  under  the  auspices  of  the  Post- 
graduate Program  for  House  Officers,  Dr.  John  S. 
Lundy  of  the  Mayo  Clinic  lectured  to  the  faculty 
and  student  body  on  the  subject:  “Anesthesiology 
Offers  Many  Opportunities”. 

Dr.  James  F.  Brailsford  of  Birmingham,  Eng- 
land was  guest  speaker  at  the  meeting  of  the  Vir- 
ginia Radiological  Society,  held  at  the  University 
of  Virginia  Hospital  on  April  2.  He  spoke  on  the 
subject:  “Diagnosis  of  Bone  Tumors”. 

On  April  4th,  the  Post-graduate  Program  for 
House  Officers  presented  as  guest  speaker  Dr. 
Charles  H.  Best,  University  of  Toronto.  The  sub- 
ject of  his  lecture  w’as  “The  Pancreas,  The  Guard- 
ian of  the  Liver”. 

Dr.  Oscar  Swineford,  Jr.,  spoke  on  the  subject, 
“Some  Problems  of  Bacterial  Allergy”,  at  the  meet- 
ing of  the  Southwestern  Allergy  Forum,  held  in  El 
Paso,  Texas  on  April  4th  and  5 th. 

Dr.  H.  B.  Mulholland  addressed  the  Harrison 
County  Medical  Society,  in  Clarksburg,  West  Vir- 
ginia, on  April  7th,  on  the  subject,  “Modern  Treat- 
ment of  Diabetes  Mellitus”. 

Dr.  Nicholson  J.  Eastman,  Professor  of  Obstet- 
rics, Johns  Hopkins  Medical  School,  delivered  the 
first  Annual  Tiffany  Johns  Williams  Memorial 
Lecture  on  April  8th.  The  title  of  Dr.  Eastman's 
lecture  was  “The  Placental  Barrier”. 

Dr.  H.  Rowland  Pearsall  has  been  promoted  to 
Assistant  Professor  of  Internal  Medicine  and  des- 
ignated Coordinator  of  the  Cancer  Program,  effec- 
tive April  1. 

Dr.  Page  Booker  has  been  appointed  Instructor 
in  Pediatrics  on  completion  of  his  residency  on 

July  1. 

“In  Tribute  to  the  American  Doctor” 

Is  beautifully  portrayed  in  the  Philip  Morris 
spread  in  the  advertising  pages  of  this  issue.  They 
invite  you  to  send  for  a copy  suitable  for  framing. 
Display  it  in  your  reception  room- — your  patients 
will  enjoy  reading  it. 


The  Virginia  Society  of  Ophthalmology  and 

Otolaryngology 

Held  its  thirtieth  annual  meeting  in  Richmond 
on  May  14th,  under  the  presidency  of  Dr.  W.  Wal- 
lace Gill,  Richmond.  The  following  program  was 
presented:  Uveitis  by  Dr.  M.  Elliott  Randolph, 
Baltimore  (invited  guest) ; External  Otitis  by  Dr. 
M.  H.  Hood,  Portsmouth ; Clinical  Observations  on 
a Common  Dermatological  Problem  by  Dr.  Thomas 
W.  Murrell,  Jr.,  Richmond  (invited  guest);  Clini- 
cal Observations  as  Viewed  by  the  Allergist  by  Dr. 
J.  Warrick  Thomas,  Richmond  (invited  guest); 
Management  of  Primary  Glaucoma  by  Dr.  Wil- 
liam P.  McGuire,  Winchester;  Venous  Thrombosis 
by  Dr.  H.  S.  Hedges,  Charlottesville;  Melkersson’s 
Syndrome  by  Dr.  Francis  H.  McGovern,  Danville; 
Carcinoma  of  the  Ptein^gium  by  Dr.  H.  Grant 
Preston,  Harrisonburg;  and  The  Haag-Streit  Bi- 
nocular Microscope  by  Dr.  Elbyrne  G.  Gill,  Roa- 
noke. 

Dr.  Rachel  F.  Weems, 

Formerly  of  Harrisonburg,  will  open  her  office 
in  Ashland  on  July  1st  where  she  will  specialize 
in  physical  medicine  and  minor  orthopedics.  She 
has  been  in  Pittsburgh,  Pennsylvania,  for  the  past 
five  years  w'here  she  has  been  working  under  Dr. 
Jessie  Wright,  a consultant  for  the  National  Foun- 
dation of  Infantile  Paralysis,  and  head  of  the  D. 
T.  Watson  Home  for  Crippled  Children.  Dr. 
Weems  has  been  assistant  in  physical  medicine  at 
the  Children’s  Hospital  and  on  the  staff  at  the 
D.  T.  Watson  Home.  She  has  also  done  special 
work  in  cerebral  palsy,  arthritis,  back  and  foot  con- 
ditions and  peripheral  vascular  disease. 

Married. 

Dr.  H.  Ward  Randolph  and  Mrs.  Lucy  Taylor 
O’Neale,  both  of  Richmond,  April  23rd.  They  will 
make  their  home  at  “Warwick”  in  Lilian. 

Dr.  William  A.  Cover,  Elkton,  and  Miss  Mar- 
garet Isabella  O’Keeffe,  Grundy,  .\pril  18th.  He 
is  a graduate  in  medicine  of  the  University  of  Vir- 
ginia, class  of  1947. 

Dr.  Henry  Chesley  Decker  and  Miss  Margaret 
Fisher,  both  of  Baltimore,  April  23rd.  He  gradu- 
ated from  the  Medical  College  of  Virginia  in  1947. 

Dr.  Ernest  Randolph  Trice,  Baltimore,  and  Miss 
Virginia  Dorsey,  Riclimond,  May  7th.  Dr.  Trice  is 
a graduate  of  the  Medical  College  of  Virginia  in 
1947. 
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Dr.  Robert  D.  Keeling, 

Class  of  ’46,  Medical  College  of  Virginia,  after 
nearly  three  years’  service  in  the  Navy,  has  located 
for  practice  at  South  Hill. 

Health  Department  News. 

Dr.  E.  D.  Hardin  was  recently  appointed  Health 
Officer  for  the  I’age-Warren-Shenandoah  Health 
District  with  heackiuarters  at  Luray.  Dr.  Hardin 
was  formerly  Health  Officer  of  the  Pittsylvania 
County  Health  De])artment  located  at  Chatham. 

Dr.  William  H.  Kelly, 

Now  director  of  the  Norfolk  Mental  Hygiene  Cen- 
ter, will  become  director  of  the  Memorial  Guidance 
Clinic.  Richmond  on  August  1st.  He  is  a graduate 
of  Marquette  College,  Michigan,  class  of  1935,  and 
has  been  in  Norfolk  since  1946.  This  appointment 
brings  to  a close  a director  search  that  has  lasted 
more  than  a year  since  the  death  of  Dr.  Harvie 
Coghill  in  February  1946. 

Dr.  John  Edgar  Stevens, 

Class  of  1941,  Medical  College  of  Virginia,  has 
located  for  practice  at  2608  Monument  Avenue.  His 
practice  will  be  limited  to  internal  medicine  with  a 
sub-specialty  of  hematology. 

The  Gill  Memorial  Eye,  Ear,  and  Throat 
Hospital, 

Roanoke,  has  completed  its  Twenty-Second  .\n- 
nual  Spring  Graduate  Course,  and  had  a registra- 
tion of  250  doctors  from  all  parts  of  the  United 


States  and  Canada.  The  next  course  will  be  given 
Ijeginning  April  3,  1950. 

Post-Graduate  Course. 

7'he  Harvard  Medical  School  announces  a post- 
graduate cour.se  in  Modern  Treatment  of  Fractures 
and  Other  Traumatic  Conditions  to  be  held  at  the 
Massachusetts  General  Hospital,  October  24-No- 
vcmber  3,  1949.  This  course  is  covered  by  the 
G.I.  Bill  of  Rights.  For  further  information  write 
.“^ssi-stant  Dean,  Courses  for  Graduates,  Harvard 
Medical  School,  25  Shattuck  Street,  Boston. 

Wanted. 

Eye,  ear,  nose  and  throat  doctor  to  practice  with 
group  in  Virginia.  Unopposed  territory  and  excel- 
lent opportunity.  For  particulars  write  “Special- 
ist”, care  the  Monthly,  1200  East  Clay  Street, 
Richmond  19.  {Adv.) 

For  Rent. 

Desirable  office,  centrally  located  in  Richmond. 
Reasonable.  If  interested,  dial  S-3267,  or  address 
“Office”,  care  this  journal,  1200  East  Clay  Street, 
Richmond  19.  (Adv.) 

Doctor  Wanted 

To  take  over  well  equipped,  eight  room  doctor’s 
office,  with  well  established  practice  in  eastern  North 
Carolina  town  of  3000  population.  Modem  hos- 
pital 18  miles  distant  on  route  301  South.  If  in- 
terested write  Harrison  Drug  Company,  Enfield, 
North  Carolina.  (Adv.) 


OBITUARIES 


Dr.  Lewis  Mines  Allen, 

Well-known  obstetrician  of  Winchester,  died 
May  2nd  after  a long  illness.  He  was  seventy-six 
years  of  age  and  received  his  medical  degree  from 
the  University  of  Maryland  in  1896.  Perhaps  one 
of  his  most  celebrated  cases  was  while  he  was  at 
the  University  of  Maryland  when  he  delivered 
Wallis  Warfield,  now  the  Dutchess  of  Windsor.  Dr. 
Allen  had  taken  a prominent  part  in  the  civic  and 
medical  life  of  Winchester  and  Clarke  County,  hav- 
ing been  city  health  officer  and  for  a number  of 
years  chief  marshal  of  the  Apple  Blossom  Festival. 
He  had  been  a member  of  the  Medical  Society  of 


Virginia  for  thirty-nine  years  and  was  at  the  1948 
meeting,  made  a member  of  the  Fifty  Year  Club.  His 
wife  and  three  sons  survive  him. 

The  following  resolution  was  adopted  by  the 
Medical  Staff  of  the  Winchester  Memorial  Hospital. 

Dr.  Lewis  M.  Allen  died  at  Winchester  Memorial  Hos- 
pital on  the  morning  of  Monday,  May  2,  1949,  in  his  sev- 
enty-sixth year.  He  was  a valued  member  of  the  medical 
staff  of  the  said  hospital  over  a long  period  of  years,  and, 
therefore,  our  close  friend  and  associate.  Through  the 
medium  of  the  hospital,  and  in  his  office  practice  he 
worked  with  constant  and  undiminished  eagerness  for  the 
comfort  and  well  being  of  humanity,  and  more  particularly 
as  a prominent  specialist  in  obstetrics  and  gynecology. 
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In  the  practice  of  his  profession,  in  his  home,  in  his  church, 
and  in  his  community  he  exhibited  untiring  zealousness  to 
do  good,  and  his  was  a high  purposeful  character,  wholly 
unimpeachable.  To  justly  appraise  the  value  of  Dr. 
Allen’s  talents,  his  success  in  his  chosen  profession,  and 
his  influence  among  those  with  whom  he  lived  and 
worked,  one  needed  only  to  know  this  gentle  character, 
and  to  look  at  the  record  of  his  achievements,  which  was 
lengthy  and  genuinely  wholesome. 

With  a distinguished  background  of  a family  that  had 
long  been  prominent  in  affairs  in  Clarke  County,  Virginia, 
and  Jefferson  County,  West  Virginia,  it  was  only  natural 
that  Dr.  Allen  was  constantly  inspired  to  attain  success 
in  everything  that  he  undertook.  A certain  incident  in 
his  own  early  experience  moulded  his  decision  to  devote 
his  life’s  work  to  obstetrics  and  the  application  of  treat- 
ment designed  to  greatly  lessen  the  perils  of  child  birth, 
and  to  that  end  he  succeeded  most  admirably. 

All  of  us  who  knew  and  worked  with  Dr.  Allen  re- 
spected and  admired  him.  He  was  possessed  of  a sense 
of  honor  which  was  never  conscious  of  temptation. 
His  devotion  to  his  loved  ones,  to  his  patients,  his  friends 
and  his  associates  was  a paramount  guide  in  the  conduct 
of  his  life. 

We  who  belong  to  the  medical  profession,  and  who 
compose  the  medical  staff  of  the  Winchester  Memorial 
Hospital,  along  with  his  countless  thousands  of  friends 
and  admirers  mourn  his  loss,  and  pledge  ourselves  to 
emulate  as  far  as  possible  the  many  virtues  which  our 
beloved  friend  and  associate  possessed,  and  therefore 
unanimously  adopt  this  Resolution  of  sympathy  in  memo- 
rium  to  our  friend  and  associate  at  this  our  regular  month- 
ly meeting  held  this  4th  day  of  May,  1949. 

Dr.  Daniel  Dodson  Willcox, 

Prominent  eye,  ear,  nose  and  throat  specialist  of 
Petersburg,  died  April  18th  after  an  illness  of  sev- 
eral weeks.  He  was  seventy-two  years  of  age  and 
a graduate  of  the  former  University  College  of 
ISfedicine,  Richmond,  in  1901.  Dr.  Willcox  was  a 
past  president  of  the  Petersburg  ^Medical  Faculty 
and  had  been  a member  of  the  Medical  Society  of 
Virginia  for  forty-five  years.  His  wife  survives  him. 


The  Petersburg  Medical  Faculty  acknowledges  with 
deep  regret  the  loss  of  one  of  its  oldest  and  most  beloved 
members.  Doctor  Daniel  Dodson  Willcox,  whose  death 
occurred  April  18,  1949,  at  the  Petersburg  Hospital.  Dr. 
Willcox  had  been  in  active  practice  for  forty-five  years 
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and  limited  his  work  to  diseases  of  Ear,  Eye,  Nose  and 
Throat. 

Be  It  Therefore  Resolved  that  the  Petersburg  Medical 
Faculty  wishes  to  express  to  the  family  of  Dr.  Willcox 
their  sincere  sorrow  in  his  untimely  passing;  that  the 
Medical  Profession,  particularly  the  Speciality  of  Ophthal- 
mology and  Otolaryngology,  has  suffered  a great  loss. 
From  the  beginning  of  his  specialization,  in  which  he  was 
a pioneer  in  this  community,  he  gave  freely  of  his  time 
and  talents  and  his  attractive  personality  endeared  him  to 
his  patients  as  well  as  to  his  professional  colleagues.  The 
community  has  lost  a valuable  citizen  and  the  medical  pro- 
fession a talented  and  beloved  physician  who  will  be 
greatly  missed. 

Be  It  Further  Resolved  that  a copy  of  these  resolutions 
be  sent  to  his  family,  to  the  local  paper,  recorded  in 
minutes  of  Petersburg  Medical  Faculty  and  to  the  Virginia 
Medical  Monthly. 

Charles  S.  Dodd,  Chairman 
Meade  C.  Edmunds 
George  H.  Reese 

Dr.  Walter  Fitzgerald  Hartman, 

V ell-known  physician  of  Swoope  in  .A.ugusta 
County,  died  .A.pril  8th.  He  had  been  in  bad  health 
for  several  months  and  was  in  Florida  at  the  time 
of  his  death.  He  was  eighty-six  years  of  age  and  re- 
ceived his  medical  degree  from  the  University  of 
Virginia  in  1889.  He  served  as  Captain  in  the 
first  World  War  and  had  practiced  in  Augusta 
County  until  his  retirement  several  years  ago.  Dr. 
Hartman  had  served  as  president  and  secretary  of 
the  Augusta  County  Medical  Society  and  had  been 
a member  of  the  Medical  Society  of  Virginia  for 
fifty-six  years.  He  was  made  a member  of  the  Fifty 
Year  Club  at  the  1948  meeting  of  the  Society.  His 
wife  survives  him. 

Dr.  Spurgeon  Boone  Moore, 

Portsmouth,  died  May  2nd,  shortly  after  he  suf- 
fered a heart  attack.  He  was  fifty-seven  years  of 
age  and  a graduate  of  the  Medical  College  of  Vir- 
ginia in  1918.  Dr.  Moore  had  lived  in  Portsmouth 
for  thirty-one  years  where  he  specialized  in  eye, 
ear,  nose  and  throat.  He  was  active  in  civic  affairs 
and  served  for  a time  as  a member  of  the  city  coun- 
cil. His  wife  and  a daughter  survive  him. 
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hemostatic 

Promptly  and  effectively  controls  bleeding; 


Completely  absorbed  from  various  types  of  tissue; 


convenient 

Requires  no  cumbersome  preparatory  procedures; 
applied  directly  to  bleeding  surfaces  as  it  comes 
from  the  container; 


practical 

Pliable;  easy  to  apply;  conforms  readily 
to  wound  surfaces; 


versatile 

Available  in  forms  adaptable  to  a maximum  of  uses. 
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GUEST  EDITORIAL 
Lower  Nephron  Nephrosis 

' I 'HE  syndrome  known  as  lower  nephron  nephrosis  has  received  considerable  at- 
tention  in  recent  medical  literature.  It  consists  of  acute  renal  failure  that  often 
follows  a state  of  shock  and,  in  a large  proportion  of  cases,  progresses  to  uremia  with  a 
fatal  tennination.  Numerous  causes  have  been  held  responsible,  including  transfu- 
sions with  incompatible  blood,  crushing  injuries  to  muscles,  operative  shock,  hemor- 
rhage, burns,  uteroplacental  damage,  and  poisons,  particularly  sulfonamides  and 
carbon  tetrachloride. 

The  clinical  features  and  pathologic  changes  of  lower  nephron  nephrosis  follow  a 
rather  characteristic  pattern.  With  or  without  an  antecedent  period  of  shock,  initial 
S}Tnptoms  are  apt  to  include  nausea,  v'omiting,  abdominal  pain  and  weakness,  to  be 
followed,  often  insidiously,  by  oliguria  or  anuria.  Later  developments  are  rising 
blood  pressure,  increasing  non  protein  nitrogen,  acidosis  and  edema.  In  most  fatal 
cases  pulmonary  edema  has  been  found  as  a terminal  event,  while  in  the  cases  that 
recover,  diuresis  tends  to  appear  on  the  fifth  to  the  thirteenth  day.’^ 

The  kidneys  show  edema  with  precipitation  of  pigment  casts  in  convoluted  and 
collecting  tubules  and  degeneration  of  tubular  epithelium.  There  is  no  significant 
change  in  the  glomerular  capillaries.  Changes  in  the  tubules  have  been  noted  thirty- 
two  to  sevent}’-six  hours  after  onset  and  progress  up  to  the  fifth  day  or  longer.  Avail- 
able ecddence  indicates  that  re-epithelization  of  the  tubules,  though  imperfect,  is 
completed  generally  within  two  weeks  of  onset.  Though  the  persistent  oliguria  may 
be  due  in  large  part  to  cellular  damage,  there  is  strong  evidence  that  functional  dis- 
turbance of  renal  blood  flow  with  resulting  cortical  ischemia  plays  an  important  role.^ 

Renal  damage  in  lower  nephron  nephrosis  is  acute,  with  a verc'  definite  tendency 
to  tissue  regeneration  and  functional  recovery.  Moreover,  this  takes  place  within  a 
period  sufficiently  short  to  permit  survival  even  in  the  presence  of  greatly  diminished 
kidney  function.  During  the  stage  of  severe  oliguria,  diuresis  cannot  be  provoked  Ijy 
any  known  means  and  attempts  to  do  so  are  apt  to  be  hannful.  Kidney  decapsula- 
tion has  seemed  occasionally  useful,  but  reported  cases  indicate  that  this  measure  has 
been  successful  only  when  the  operation  has  been  done  after  the  eighth  day  or  at  a 
time  when  spontaneous  recovery  is  to  be  expected.  The  problem  then  in  therapy  is 
not  to  produce  diuresis  but  to  keep  the  patient  alive  until  some  degree  of  healing  and 
recover}^  of  function  occur. 

It  is  generally  agreed  that  the  practice  of  flooding  the  body  with  large  quantities  of 
fluid  is  contra-indicated,  as  it  does  not  induce  diuresis  and  increases  the  likelihood 
of  fatal  pulmonary  edema.  IMost  observers  believe  that  fluid  intake  orallv  or  by  in- 
fusion should  be  limited  to  the  estimated  loss  of  body  fluid  by  vomiting  and  otherwise. 
Nutrition  should  be  maintained  by  blood  transfusions  during  the  period  of  shock  or 
in  the  presence  of  anemia,  by  adequate  diet  if  it  can  be  taken,  and  l)y  glucose  paren- 
terally,  together  with  water  soluble  vitamins.  Sodium  chloride  is  indicated  if  the 
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blood  chloride  is  diminished  and  sodium  lactate  when  evidence  of  acidosis  appears. 
For  delaying  the  accumulation  of  toxic  excretory  products,  the  artificial  kidney  or 
peritoneal  lavage  have  been  employed  with  apparently  satisfactory  results,  but  for 
obvious  reasons  these  measures  have  not  come  into  general  use. 

Hoffman  and  Marshall®  have  recently  published  an  account  of  six  cases  of  lower 
nephron  nephrosis  treated  according  to  the  principles  outlined  above  with  one  in- 
teresting addition.  Recovery  in  five  of  the  six  cases  warrants  serious  consideration  of 
the  method  proposed.  The  procedure  of  these  workers  for  retarding  the  accumula- 
tion of  toxic  excretory  products  was  the  careful  induction  of  edema  of  nearly  normal 
electrolyte  composition  for  the  purpose  of  diluting  the  toxic  substances,  and  was  ac- 
complished by  additional  fluid  and  sodium  chloride.  This  idea  is  theoretically  plausi- 
ble and  brings  up  the  Cjuestion  as  to  whether  or  not  the  edema  found  in  acute  nephritis 
may  be  a conservative  process.  However,  experimental  observations  such  as  those  of 
Barry,  Shafton  and  Iv}-^  on  nephrectomized  dogs  are  not  wholly  confirmative.  Their 
findings  led  to  the  conclusion  that  while  the  giving  of  sodium  chloride  prolongs  life, 
the  production  of  edema  is  of  no  particular  value. 

Apparently  lower  nephron  nephrosis  is  identical  with  “crush  syndrome”  and  “trau- 
matic uremia”,  previously  described.  From  the  number  of  cases  reported,  it  is 
certain  that  the  condition  is  fairly  common  and  that  it  results  in  an  e.xtremely  high 
mortality.  Though  much  remains  to  be  learned  of  the  underlying  pathological  physi- 
olog}-,  treatment  based  on  knowledge  already  at  hand  offers  considerable  promise  of 
prolonging  life  in  many  patients  until  spontaneous  recovery  takes  place. 

J.  Morrison  Hutcheson,  M.D. 
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VASCULAR  HYPERTENSION* * 


John  C.  Hortenstine,  M.D., 
William  P.  McGuire,  M.D., 
E.  Willis  Lacy,  Jr.,  M.D., 

and 

Monford  D.  Custer,  M.D., 

Winchester,  Virginia. 


Etiology — Dr.  Hortenstine 

Elevation  of  the  blood  pressure  may  be  observed 
in  a great  many  diseases  and  under  many  different 
circumstances.  The  normal  blood  pressure  is  120 
mm.  of  mercurj'  systolic  and  80  mm.  of  mercury 
diastolic  with  the  allowable  upper  limits  of  150  mm. 
systolic  and  90  mm.  diastolic.  It  should  be  em- 
phasized that  these  limits  are  set  for  the  blood 
pressure  of  a person  at  physical  and  mental  rest. 
During  severe  physical  exertion,  the  blood  pressure 
rises  precipitously  and  it  is  estimated  that  levels 
as  high  as  200  systolic  and  110  diastolic  may  be 
reached.  During  our  routine  work,  we  are  daily 
impressed  with  the  fact  that  emotional  upset  may 
elevate  the  blood  pressure  and  frequent  readings 
must  l)e  made  to  properly  evaluate  many  of  these 
patients. 

Elevation  of  the  systolic  pressure  with  a normal 
or  low  diastolic  blood  pressure  is  commonly  en- 
countered and  in  the  majority  of  instances  is  due 
to  arteriosclerosis,  particularly  that  affecting  the 
aorta  and  other  large  arteries.  With  the  sclerotic 
process  there  is  a gradual  loss  of  the  normal  elas- 
ticity of  the  vessel  wall  and,  instead  of  expand- 
ing to  accommodate  the  influx  of  blood  during  sys- 
tole, the  arterial  tree  acts  as  a rigid  tube  and  a high 
pressure  develops.  This  pressure  is  transient,  how- 
ever, and  it  is  rare  that  one  encounters  any  of  the 
stigmata  of  true  hypertension  (cardiac  enlarge- 
ment, cerebral  accident  or  renal  failure)  ;n  these 
cases. 

In  cases  of  aortic  regurgitation,  the  drop  in 
diastolic  pressure  is  the  most  striking  finding,  but 
in  many  instances  the  systolic  pressure  is  found  to 
be  elevated.  Several  factors  may  play  a part  in  this 
phenomenon.  In  the  first  place,  the  wall  of  the 
aorta  is  usually  involved  in  the  same  process  which 
affects  the  valve  and  we  have  again  a rigid  tube 

^Frorn  the  Departments  of  Internal  Medicine,  Oph- 
thalmology, and  Surgery,  Winchester  Memorial  Hos- 
pital, Winchester,  Va. 

*Presented  at  monthly  Staff  Conference,  Winchester 
Memorial  Hospital,  Winchester,  Va.,  October  27,  1948. 


substituted  for  the  elastic  tube  which  is  normally 
present.  Secondly,  a portion  of  the  systolic  output 
of  the  heart  regurgitates  into  the  ventricle  during 
diastole.  As  a result,  the  ventricle  dilates  and  hy- 
pertrophies to  produce  a compensator)'  increase  in 
the  output  of  the  heart.  Because  of  the  increased 
output  per  beat,  a systolic  pressure  greater  than 
normal  is  developed. 

The  increase  in  systolic  blood  pressure  observed 
in  individuals  with  a marked  sinus  bradycardia  or 
in  patients  with  complete  heart  block,  is  also  due 
to  an  increase  in  the  output  of  the  heart  per  beat. 
There  is  an  increased  filling  of  the  ventricle  during 
the  long  diastolic  period,  followed  by  more  com- 
plete emptying  of  the  heart  during  the  prolonged 
systole  which  accompanies  a slow  heart  rate. 

Hyperthyroidism  is  usually  accompanied  by  an 
increase  in  the  pulse  pressure  and  a definite  eleva- 
tion of  the  systolic  blood  pressure  is  frequently  en- 
countered. There  is  a marked  increase  in  the  blood 
flow  of  the  hyperthyroid  patient  which  may  be  as 
much  as  50%  above  the  normal  at  rest.  This  in- 
crease in  blood  flow  is  due  both  to  the  increased 
pulse  rate,  and  to  the  increase  in  the  output  of  the 
heart  per  beat.  Here  again,  with  an  increase  in  the 
volume  of  blood  ejected  from  the  heart  during  sys- 
tole, there  is  a corresponding  increase  in  the  sys- 
tolic blood  pressure. 

An  arterio-venous  aneurysm,  if  large,  may  pro- 
duce a number  of  changes  in  circulatory  dynamics 
due  to  the  shunt  of  arterial  blood  directly  into  the 
vein.  We  have  a situation  here  similar  in  its  effects 
to  that  seen  in  aortic  regurgitation.  Because  of  a 
loss  of  a portion  of  the  systolic  output  of  the  heart, 
there  is  a consequent  increase  both  in  heart  rate 
and  in  the  output  of  the  heart  j^er  l)eat.  Because  of 
this  latter  finding,  there  may  be  an  increase  in  the 
systolic  blood  pressure. 

The  physician  daily  encounters  patients  who  may 
show  systolic  hypertension  on  the  basis  of  the  causes 
discussed  above.  It  is  important  that  the  elevated 


330 


Virginia  Medical  Monthly 


[July, 


systolic  pressure  be  recognized  for  what  it  is,  a 
useful  sign  indicating  a derangement  of  circulator)' 
dynamics.  Every  effort  should  be  made  to  deter- 
mine the  underlying  patholog)-.  It  should  be  em- 
phasized that  the  elevation  of  the  blood  pressure  in 
itself  is  not  important,  but  rather  that  its  serious- 
ness is  dependent  only  upon  the  h^pe  and  extent  of 
the  primary  lesion.  These  cases  should  neither  be 
considered  as  true  hypertension  nor  be  so  labelled. 

Diastolic  hypertension  is  very  commonly  encoun- 
tered and  in  approximately  95%  of  the  cases  its 
cause  is  unknown  and  is  so  spoken  of  as  “essential 
hypertension”.  The  elevation  of  the  diastolic  blood 
pressure  may  range  from  90  to  160  mm.  of  mercury. 
In  the  usual  case,  the  systolic  pressure  will  var)' 
between  190  and  250  and  on  occasion  reach  as  high 
as  300  mm.  of  mercury.  The  fundamental  cause 
of  this  elevation  is  a generalized  vasoconstriction 
with  an  increase  in  the  peripheral  resistance  to 
blood  flow  and  a consequent  elevation  of  blood 
pressure,  both  systolic  and  diastolic.  The  effective 
peripheral  resistance  is  located  at  arteriole  level, 
and  it  is  at  this  point  that  maximal  vasoconstric- 
tion occurs.  In  its  early  stages,  the  variations  in 
blood  pressure  may  be  transient  and  easily  over- 
looked. The  later  course  is  very  variable,  occa- 
sionally a spontaneous  cure  is  encountered,  more 
commonly  the  blood  pressure  becomes  fixed  as  is  ob- 
serv'ed  in  the  ordinary  clinical  case,  and,  finally,  it 
may  progress  with  remarkable  rapidity  to  produce 
the  so-called  malignant  hypertension.  In  the  early 
stages  there  may  be  no  apparent  pathological  change 
noted  but  sooner  or  later  evidence  of  damage  to  the 
small  arterioles  can  be  demonstrated  with  subse- 
quent involvement  of  the  arteries.  As  this  organic 
damage  progresses,  the  narrowing  of  the  arterioles 
becomes  relatively  fixed  and  the  hypertension,  ac- 
cordingly, is  irreversible.  With  the  progress  of  the 
disease,  death  will  eventually  result,  either  from 
heart  failure,  renal  failure  or  cerebral  accident. 

In  a few  cases  of  diastolic  hypertension,  the  un- 
derlying cause  of  the  vasoconstriction  is  known 
and  can  be  recognized  after  careful  study.  In  any 
neurological  condition  which  is  accompanied  by  in- 
creased intracranial  pressure,  there  may  be  an  as- 
sociated hypertension.  In  this  case  the  compression 
of  vessels  about  the  brain  stem  reduces  the  oxygen 
supply  to  the  vasomotor  center  which  results  in  a 
generalized  vasoconstriction  and  elevation  of  the 
blood  pressure.  Similarly  in  certain  types  of  ad- 


renal tumor  or  hyperplasia,  there  may  be  a marked 
elevation  of  blood  pressure.  This  is  probably  due 
to  an  intermittent  discharge  of  large  amounts  of 
adrenalin  into  the  blood  stream  producing  a gen- 
eralized vasoconstriction.  As  a rule,  this  type  of 
hypertension  occurs  in  definite  paroxysms  but  on 
occasion  a sustained  elevation  of  blood  pressure 
may  be  produced. 

Hypertension  may  be  present  in  almost  any  UqDe 
of  kidney  disease.  In  some  cases  this  may  be  pri- 
marily vascular,  the  h)'pertension  arising  from  renal 
ischemia.  The  vascular  lesion  itself  may  be  in  the 
heart  as  in  congestive  heart  failure,  in  the  aorta  as 
in  coarctation,  in  the  main  renal  artery  as  in  steno- 
sis or  thrombosis,  or  in  the  renal  arterioles  as  in 
jjeriarteritis  nodosa.  In  other  cases  the  primary 
lesion  involves  the  renal  parenchyma  and  hyper- 
tension is  commonly  observed  in  advanced  chronic 
glomerulonephritis,  chronic  pyelonephritis  and  in 
polycystic  disease.  Finally,  the  h)'pertension  may 
be  due  to  any  obstruction  to  the  outflow  of  urine, 
whether  this  be  at  urethral  or  ureteral  level. 

Regardless  of  the  site  of  the  lesion  which  is  in- 
terfering with  renal  function,  the  mechanism  for 
the  production  of  the  hypertension  is  probably  the 
same  and  results  from  the  elaboration  by  the  kidney 
of  a vascKonstrictor  substance  which  enters  the  cir- 
culating blood  and  produces  a generalized  vasocon- 
striction and  hypertension.  It  is  conceivable  that 
such  a series  of  events  represent  an  attempt  on  the 
part  of  the  body  to  maintain  adequate  blood  flow 
to  the  kidney  so  that  the  kidneys’  vital  function  may 
be  preserved. 

As  stated  above  where  no  assignable  cause  can 
be  uncovered,  the  hypertension  is  spoken  of  as  es- 
sential and  these  cases  constitute  95%  of  all  dias- 
tolic hypertension.  There  is  no  doubt  that  the  hy- 
pertension is  due  to  a generalized  vasoconstriction 
and  increase  in  peripheral  resistance.  Experimental 
work  can  be  quoted  to  suggest  either,  that  this  is 
primarily  renal  in  origin,  that  it  is  primarily  ad- 
renal in  origin,  or  that  it  is  primarily  neurogenic  in 
origin. 

Retinal  Changes — Dr.  jMcGuire 

A recent  report  by  a Committee  of  the  American 
Ophthalmolcgical  Society  presents  the  most  com- 
plete and,  I believe,  the  most  accurate  classifica- 
tion of  retinal  lesions  in  the  presence  of  vascular 
hypertension.  There  are  certain  points  in  this  re- 
port which  should  be  given  general  circulation,  and 
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I v;ill  here  attempt  to  correlate  some  of  the  more 
salient  features  of  the  retinal  changes. 

There  are  three  types  of  alteration  which  occur  in 
the  retinal  arterioles  in  the  different  phases  of  hy- 
pertensive disease: 

(1)  Generalized  narrowing  (representing  the  gen- 
erally increased  tone  of  the  arteriolar  system). 

(2)  Sclerosis  (thickening  of  the  arteriolar  wall). 

(3)  Focal  constriction  (spasm). 

The  old,  and  still  commonly  used  tenn  “reti- 
nitis”, has  largely  been  abandoned  and  the  term 
“retinopathy”  substituted.  This  newer  term  means 
the  abruptly  developing  involvement  of  the  retina 
characterized  by  serous  and  hemorrhagic  extravasa- 
tions into  and  under  the  retina.  The  serous  ex- 
travasation may  be  represented  by  diffuse  edema, 
by  localized  “cottonwool”  patches,  and  by  the  more 
chronic  punctate  deposits  considered  to  be  the 
late  results  of  edema.  For  the  diagnosis  of  retino- 
pathy, the  presence  of  either  cottonwool  patches, 
edema,  or  edema  residues  is  necessary.  Thus,  if 
either  of  these  conditions  is  present  the  diagnosis  of 
retinopathy  can  be  made  even  though  hemorrhages 
are  not  present;  however,  if  hemorrhages  are  pres- 
ent without  evidence  of  any  of  these  manifestations 
of  retinal  edema,  the  presence  of  the  hemorrhages 
should  be  noted  but  the  diagnosis  of  retinopathy 
cannot  be  made.  When  edema  of  the  nerve  head 
occurs  in  association  with  retinopathy  the  tenn 
neuroretinopathy  is  generally  accepted.  The  com- 
ponent elements  of  retinopathy  are  basically  indenti- 
cal  in  all  forms  of  hypertensive  and  renal  disease. 
Elevation  of  blood  pressure  in  itself  is  the  most  es- 
sential factor  in  the  production  of  the  arteriolar  and 
retinal  lesions,  although  constriction  of  the  systemic 
arterioles  in  response  to  some  circulating  vasopres- 
sor substance,  or  to  a central  reflex  mechanism, 
may  be  a factor  in  initiating  the  rise  in  blood  pres- 
sure. Therefore,  practically  identical  lesions  can 
occur  both  in  primary  essential  hypertension  and 
in  h)^rtension  secondary  to  acute  or  chronic  glo- 
merulonephritis, toxemia  of  pregnancy,  unilateral 
atrophic  kidney,  pyelonephritis,  pituitary  basophil- 
i.sm,  adrenal  tumor,  periarteritis  nodosa  and  the  like. 

Grading  or  Lesions  of  Retinal  Arterioles 
Generalized  narrowing  of  arterioles. 

Grade  1.  Reduction  of  caliber  of  arterioles  to 
^4  average  caliber  or  Yi  caliber  of  veins. 

Grade  2.  Reduction  of  caliber  of  arterioles  to 
Yz  average  caliber  or  Yi  caliber  of  veins. 


Grade  3.  Reduction  of  caliber  of  arterioles  to 
Y?,  average  caliber  or  Y\  caliber  of  veins. 

Grade  4.  Arterioles  thread-like  or  invisible. 

Focal  constriction  or  focal  sclerosis  of  arterioles. 

Grade  1.  Localized  narrowing  to  % caliber  of 
jiroximal  segment  of  arteriole. 

Grade  2.  Localized  narrowing  to  ^ caliber  of 
proximal  segment. 

Grade  3.  Localized  narrowing  to  Y^  caliber  of 
proximal  segment. 

Grade  4.  Arteriole  invisible  beyond  point  of 
constriction  (or  in  the  case  of  focal  sclerosis  visible 
only  as  a thin,  fibrous  cord). 

Generalized  sclerosis  of  arterioles. 

Grade  1.  Brightening  or  increased  luster  of  the 
arterioles;  mild  depression  of  the  veins  at  the  point 
of  arteriolar  crossing,  with  reduction  in  visibility 
of  those  portions  of  the  veins  which  underlie  the 
crossing  arterioles. 

Grade  2.  Burnished  coppery  color  of  the  ar- 
terioles, with  definite  depression  of  the  underlying 
veins,  widening  of  the  apparent  arteriolovenous 
crossing  spaces  and  almost  complete  invisibility  of 
those  portions  of  the  veins  which  underlie  the  cross- 
ing arterioles. 

Grade  3.  Polished  silver  color  of  the  arterioles, 
widening  of  the  apparent  arteriolovenous  crossing 
spaces  with  a change  in  the  course  of  the  veins 
(“right-angled  crossings”),  complete  invisibility  of 
those  portions  of  the  veins  which  underlie  the  cross- 
ing arterioles  and  distal  dilation  of  the  veins. 

Grade  4.  Arterioles  visible  only  as  fibrous  cords, 
without  blood  stream. 


Classification  of  Vascular  Hypertension 


T erminology 
Neurogenic 
Hypertension. 


Acute 

Hypertension 

(“Angiospastic”) 


Diagnostic  Lesions  in  Retina 
None,  even  in  cases  of  consid- 
erable duration,  except,  perhaps, 
mild  generalized  narrowing  of 
arterioles. 

No  arteriolosclerosis. 
Generalized  narrowing  of  ar- 
terioles. 

Focal  constriction  of  arterioles. 
Edema  of  retina,  cottonwool 
patches,  hemorrhages  (usually). 
Edema  of  disk  (often). 

May  terminate  in  recovery,  in 
chronic  hypertension  or  in  rap- 
idly progressive  malignant  hy- 
pertension. 
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Chronic 

Only  mild  generalized  narrow- 

Non-Progressive 

ing  of  arterioles  (Grade  1 or 

(“Benign”) 

2)  if  seen  in  early  years. 

Hypertension 

Also  mild  generalized  arteriolo- 
sclerosis  (Grade  1 or  2)  if 
seen  after  several  years  dura- 
tion of  the  hypertension. 

At  times  ischemic  or  hemor- 
rhagic infarctions  of  retina. 

Chronic 

Always  generalized  arteriolo- 

Progresive 

sclerosis. 

Hypertension 

Generalized  narrowing  of  ar- 
terioles. 

Focal  constrictions  in  arterioles. 
At  times  focal  arteriolosclerosis. 
At  times  cottonwool  patches  and 
hemorrhages  in  retina. 

Terminal 

Always  generalized  arteriolo- 

Malignant 

sclerosis. 

Hypertension 

Always  papilledema. 
Generalized  narrowing  of  ar- 
terioles. 

Focal  constrictions  in  arterioles. 
At  times  focal  arteriolosclerosis. 
Usually  edema  of  retina,  cotton- 
wool patches  and  hemorrhages. 
Often  residues  of  edema  in  form 
of  macular  stars  or  scattered 
punctate  deposits. 

Medical  Treatment — Dr.  Lacy 
The  medical  management  and  treatment  of  es- 
sential hypertension  is  one  of  the  many  unsatisfac- 
tory chapters  of  therapeutics.  The  fundamental 
causes  of  essential  hypertension  are  largely  obscure 
and  for  the  most  part  we  can  neither  remove  nor 
combat  them.  In  many  cases  no  means  of  treat- 
ment at  our  disposal  wall  serve  to  lower  the  blood 
pressure  for  any  significant  length  of  time.  In 
other  cases  the  blood  pressure  may  be  lowered  for 
a considerable  period  of  time,  but  it  should  be  re- 
membered in  such  cases  that  we  have  been  success- 
ful in  treating  the  s\Tnptoms  of  hypertension  rather 
than  the  cause  of  the  disease.  Statisticians  esti- 
mate that  half  of  the  population  over  the  age  of 
forty  will  die  of  hypertension  or  its  complications, 
and  that  there  are  15,000,000  people  with  hyper- 
tension in  the  United  States  today.  It  is  true  that  a 
certain  percentage  of  hypertension  patients  will  live  a 
nomial  life  expectancy  without  any  apparent  harm- 
ful effects  from  the  disease.  On  the  other  hand, 
forty  to  fifty  per"  cent  of  patients  with  essential  hy- 
pertension will  develop  evidences  of  cardiac  failure; 
somewhat  less  than  forty  i)er  cent  will  manifest 


predominant  involvement  of  the  central  nervous  sys- 
tem; ten  per  cent  will  develop  marked  impairment 
of  renal  functions  and  die  of  uremia.  In  light  of 
these  figures,  therefore,  we  should  not  assume  too 
pessimistic  an  attitude  toward  the  treatment  of  es- 
sential hypertension,  for  there  can  be  no  doubt  that 
in  many  cases  much  can  be  done  for  the  patient  in 
the  attempt  to  prevent  various  manifestations  of 
the  disease  and  in  combating  them  when  they  arise. 
In  most  cases  an  attempt  should  be  made  to  reduce 
arterial  tension  if  this  can  be  done  by  benign 
methods. 

The  success  of  medical  treatment  of  essential  hy- 
pertension depends  upon  an  accurate  appraisal  of 
the  type  of  high  blood  pressure  present.  In  each 
patient  the  relative  involvement  of  the  heart,  brain, 
or  kidney  or  the  complete  absence  of  these  mani- 
festations must  be  determined.  The  treatment  it- 
self may  be  divided  into  (1)  Psychotherapy,  (2) 
Mental  and  physical  rest,  (3)  Diet,  (4)  Drugs,  (5) 
Operative  procedures. 

Psychotherapy — It  is  not  meant  by  psychotherapy 
to  subject  ever}’  patient  with  essential  hypertension 
to  extensive  psycho-analysis.  The  patient  should 
be  told  as  intelligently  as  possible  the  nature  of  his 
disease,  and  what  he  might  expect  from  it.  The 
value  of  the  blood  pressure  reading  should  not  be 
over  emphasized,  and  should  certainly  not  be  made 
a criterion  for  judging  improvement  of  the  disease. 
It  is  probably  wise  to  tell  most  patients  what  their 
blood  pressure  level  is  at  all  times.  He  will  prob- 
ably not  worry  as  much  as  he  would  likely  do  if  it 
hung  as  a mystery  over  his  head.  It  is  probably 
worth  while  to  spend  some  time  in  listening  to  the 
personal  troubles  and  difficulties  of  patients  with 
essential  h}’pertension  trying  to  give  them  insight 
into  their  emotional  conflicts,  and  in  reassuring 
them. 

Rest — Over  exertion,  excessive  emotional  strain, 
long  hours  of  work,  and  loss  of  sleep  aggravate  es- 
sential hypertension.  Rest  is  one  of  the  most  effec- 
tive means  of  treating  hypertension.  Strain  on  the 
circulatory  system  and  frequently  the  unpleasant 
symptoms  such  as  headache  and  visual  disturb- 
ances are  relieved  by  this  simple  procedure.  In 
order  to  achiev'e  this,  especiall}’  in  very  nervous 
patients,  sedatives  should  be  prescribed,  alternat- 
ing between  the  barbiturates  and  bromides.  .'Vgain, 
this  particular  point  may  be  frequently  over  empha- 
sized to  the  extent  that  some  patients  are  made  to 
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think  they  are  invalids,  and  others  to  worry  more  if 
they  cannot  find  the  time  to  rest  as  the  physician 
has  prescribed.  The  physician  should  be  able  to 
advise  a regime  which  will  best  suit  each  individual 
patient. 

When  the  first  symptoms  of  cardiac  insufficiency 
develops,  such  as  dyspnea  on  exertion,  orthopnea 
or,  occasionally,  paroxysmal  nocturnal  dyspnea,  ab- 
solute bed-rest  should  then  be  insisted  upon.  The 
patient  should  be  digitalized  and  in  cases  where 
chronic  passive  congestion  is  in  evidence,  the  di- 
uretics such  as  ammonium  chloride  and  mercupurin 
should  be  used. 

Diets — Generally  speaking,  hypertensives  should 
not  be  restricted  too  strenuously  unless  obesity  is 
present  also.  A patient  who  is  over-weight  should 
be  made  to  reduce.  In  others,  the  diet  should  be 
moderate  as  to  proteins,  fluids  and  salt,  but  not 
restricted. 

Certain  types  of  diets  have  been  used  as  a thera- 
peutic measure  to  reduce  the  hypertension.  Of  these 
the  most  familiar  is  the  rice  diet,  consisting  of  rice, 
fruit  and  sugar.  No  salt  is  allowed.  It  contains 
2000  calories,  5 grams  fat,  20  grams  protein,  de- 
rived from  rice  and  fruit,  and  468  grams  of  carbo- 
hydrates. Water  is  limited  to  100  cc.  daily. 

The  other  type  of  diet  which  has  been  used  ther- 
apeutically is  the  low  sodium  diet  of  Grollman. 
This  supplies  a larger  amount  of  proteins,  but  the 
sodium  intake  is  kept  under  5 grams  a day,  and 
is  accomplished  by  using  milk,  dialyzed  free  of 
sodium.  This  diet  is,  likewise,  exceedingly  diffi- 
cult to  follow,  and  the  patients  must  be  watched 
carefully  for  any  signs  of  sodium  deprivation. 

Drugs — Edward  Fries  has  advanced  certain  cri- 
teria for  effectiveness  of  hypotensive  drugs  which 
I would  like  to  list: 

( 1 ) That  it  should  lower  the  blood  pressure  sig- 
nificantly in  a fair  proportion  of  patients. 

(2)  The  hypotensive  effect  should  be  accom- 
plished without  serious  detriment  to  the  patient. 

(3)  Accompanying  the  hypotensive  response  there 
should  be  definite  clinical  indications  of  arrest,  or 
preferably  reversal  of  the  disease,  such  as  symp- 
tomatic relief,  reduction  in  the  cardiac  size,  and 
clearing  of  neuro-retinopathy. 

(4)  The  drug  should  have  a duration  of  action 
of  at  least  eight  hours;  otherwise,  it  becomes  neces- 
sary to  administer  frequent  doses  which  interfere 


with  the  patient’s  normal  habits,  particularly  with 
his  sleep. 

(5)  It  should  be  effective  by  mouth  or  at  least  by 
subcutaneous  injections. 

With  these  criteria  in  mind,  it  can  be  stated  that 
such  substances  as  extract  of  onions,  mistletoe,  gar- 
lic, and  watermelon  seed  definitely  have  no  efficacy 
in  the  treatment  of  hypertension. 

A : Nitrites  and  nitrates — these  substances  will 
reduce  the  blood  pressure  in  most  cases  of  essen- 
tial hypertension  but  their  effect  is  so  transitory 
that  they  are  of  little  or  no  use  in  the  treatment  of 
this  disease.  If  angina  pectoris  is  a complication, 
then  they  are,  of  course,  of  great  benefit  in  con- 
trolling this  condition. 

B:  Theobromine  and  other  purine  derivatives — 
no  notable  effect  on  the  blood  pressure  has  been 
demonstrated  by  use  of  these  drugs. 

C:  Iodides — any  noticeable  benefit  is  question- 
able. 

D : Thiocyanates — because  of  the  potentially 
highly  toxic  reaction  w'hich  may  result  from  admin- 
istration of  this  drug,  it  should  not  be  administered 
except  in  hospitals  or  certain  clinics  where  accu- 
rate blood  levels  can  be  determined.  The  serum 
concentration  should  never  exceed  12  mg.  per  100  cc. 
The  severe  reactions  are  psychosis  and  exfoliative 
dermatitis;  less  toxic  reactions,  such  as  gastro-in- 
testinal  disorders,  may  result.  The  usual  level  of 
serum  concentration  advised  is  between  8 and  12 
mg.  per  100  cc. 

E:  Experimental  work  is  being  carried  out  in 
certain  clinics  on  the  so-called  sympatholytic  agents 
and  their  effect  upon  hypertension.  A few  of  these 
only  will  be  mentioned. 

(1)  Tetraethylamnionium  bromide  or  chloride 
(Etomon) — has  been  used  therapeutically  in  certain 
peripheral  vascular  diseases,  but  is  of  little  use  in 
hypertension  because  its  response  is  too  brief. 

(2)  Dibenamine — a nitrogen  mustard  derivative 
and  highly  caustic,  necessitating  slow  intravenous 
administration. 

(3)  Pentaquine — a synthentic  derivative  of  plas- 
morchin — large  doses  are  required  for  hyperten- 
sion effect  and  are  usually  accompanied  by  toxic 
manifestations. 

(4)  Dihydrogenatwn  Alkaloids  of  the  ergo-toxin 
group — Dihydroergocornine  (DHO  180) — supplies 
still  limited  to  investigative  work,  but  are  the  most 
promising  of  any  of  these  agents  so  far. 
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F ; Verairum  viride — excellent  results  have  been 
reported  from  the  use  of  this  drug  in  a large  num- 
ber of  patients.  Recent  studies  of  its  clinical  and 
pharmacological  effects  indicate  that  the  hypoten- 
sive effect  may  occur  in  sub-toxic  dosage  and  that 
there  are  no  harmful  effects  upon  the  heart  or  kid- 
neys in  prolonged  administration.  It  may  be  given 
parenterally  or  orally.  The  hypotension  effect  usual- 
ly begins  in  one  to  two  hours,  reaches  a maximum 
in  4 to  6 hours,  and  ends  in  10  to  14  hours.  Nausea 
and  vomiting  are  undesirable  side  effects,  and  may 
occur  with  prolonged  administration.  Sometimes 
there  might  be  a sense  of  tightness  in  the  throat,  ex- 
cessive salivation  and  occasionally  there  may  be 
paresthesia  about  the  mouth,  jaw,  hands  and  feet. 
These  undesirable  effects  can  be  relieved  by  admin- 
istration of  atropine.  The  ultimate  value  of  these 
newer  therapeutic  agents  must  await  the  test  of 
time. 

Lastly,  we  should,  in  the  proper  medical  man- 
agement of  the  hypertension,  give  symptomatic 
treatment  when  this  is  required.  S}’mptomatic 
treatment  such  as  the  relief  of  a headache  will  help 
a patient,  and  frequently  give  him  the  impression 
that  his  blood  pressure  has  subsided.  A great  deal 
can  be  accomplished  by  symptomatic  management 
to  make  the  hypertension  patient  more  comfortable 
and  contented. 

Surgical  Treatment — Dr.  Custer 

In  concluding  this  discussion,  I would  like  to  do 
two  things: 

First — to  mention  one  or  two  points  in  connec- 
tion with  the  anatomy  of  the  SATnpathetic  nervous 
system,  and  to  name  the  three  operations  which  are 
jnincipally  employed. 

Second — to  summarize  the  results  which  are  be- 
ing reported  following  the  use  of  one  of  these  proce- 
dures, namely,  the  one  which  is  designed  for  the 
control  of  the  problem  which  we  have  for  discussion 
tonight — high  blood  pressure — the  so-called  hy- 
pertension operation. 

There  are  three  operations  which  are  performed 
so  much  more  commonly  than  all  others,  that  they 
may  be  considered  for  practical  purposes  as  com- 
prising the  bulk,  if  not  the  entirety,  of  sympathetic 
system  surgery. 

1.  There  is  one  operation  which  is  performed 
for  the  purpose  of  denervating  the  upper  extremity 
- — thoracic  sympathectomy. 

2.  There  is  one  operation  which  is  performed 
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for  the  purpose  of  denervating  the  lower  extremity 
— lumbar  sympathectomy. 

3.  The  third  operation  is  performed  for  the  relief 
of  hypertension  and  is  known  as  thoracolumbar 
sympathectomy. 

In  performing  thoracic  sympathectomy,  which  in- 
cidentally is  the  most  difficult  of  the  three  pro- 
cedures technically,  a so-called  preganglionic  re- 
section of  the  second  thoracic  ganglion  is  performed 
for  the  relief  of  vasospastic  disease  of  the  upper 
extremity,  principally  for  Raynaud’s  disease. . 

Lumbar  sympathectomy  is  performed  through  a 
flank  incision,  and  includes  the  resection  of  either 
two  or  three  of  the  lumbar  ganglia  with  the  inter- 
vening segments  of  the  chain.  It  is  by  far  the 
easiest  of  the  three  procedures,  and  usually  re- 
quires about  45  minutes  or  less  from  skin  to  skin. 
It  is  performed  most  commonly  for  the  relief  of 
vasospastic  disease  of  the  lower  extremity,  princi- 
pally for  Buerger’s  disease. 

Thoracolumbar  sympathectomy  lies  midways  be- 
tween the  other  two  procedures  in  regard  to  tech- 
nical difficulty,  but  is  complicated  by  the  fact  that 
it  must  always  be  performed  as  a bilateral  pro- 
cedure, necessitating  two  separate  major  operations. 
In  the  Smithwick  type  of  procedure,  resection  in- 
cludes the  sympathetic  chain  usually  from  the  level 
of  T-8  to  L-2,  plus  the  three  splanchnic  nen'es. 

Now,  in  turning  to  the  surgical  management  of 
hypertension,  I would  like  to  refer  for  a moment  to 
the  historical  development  of  the  operative  treat- 
ment. In  1925  -A.dson  and  Rowntree  in  Rochester, 
Minnesota,  conceived  the  idea  that  a denervation 
of  the  splanchnic  area  might  provide  a bed  of 
dilated  vessels  of  small  and  medium  calibre,  thus 
creating  a reserve  pool  to  serve  as  a safety  valve  for 
the  protection  of  more  important  vessels,  principally 
those  of  the  retina  and  brain. 

Adson  tried  several  tentative  procedures,  but  it 
was  Craig,  also  of  the  Mayo  Clinic,  who  worked  out 
the  first  really  practical  operation.  In  1934  Craig 
devised  a procedure  for  the  resection  of  the  lumbar 
sympathetic  chain  together  with  the  greater  splanch- 
nic ners’e  and  the  celiac  ganglia  which  was  per- 
formed below  the  diaphragm  and  is  known  as 
the  Craig-Adson  operation,  or  subdiaphragmatic 
splanchnicectomy'. 

Then,  in  1935,  Dr.  Max  Feet,  at  the  Llniversity 
of  Michigan,  conceived  of  and  executed  a more  ex- 
tensive resection  performed  above  the  diaphragm. 
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This  supradiaphragmatic  approach  necessitated  the 
resection  of  the  12th  rib,  but  permitted  removal  of 
the  lower  five  tlioracic  ganglia  and  all  three  splanch- 
nic nerves. 

And  then,  in  1940,  Reginald  Smithwick  described 
an  operation  which  is  a combination  of  the  Craig 
and  Peet  operations,  and  is  known  as  thoracolumbar 
SAmpathectomy.  This  procedure,  modified  in  va- 
rious ways,  is  the  one  most  commonly  employed 
today. 

There  is  a tendency  toward  more  and  more  ex- 
tensive resection.  The  leading  voice  in  this  trend 
is  certainly  that  of  Dr.  Keith  Crimson  at  Duke 
University,  who  is  at  the  present  time  performing 
what  amounts  to  practically  a total  sAanpathectomy 
on  both  sides.  The  results  are  not  as  yet  available, 
and  it  will  probably  be  several  more  years  before 
we  know  whether  this  extensive  type  of  surgery  is 
or  is  not  justified. 

In  surveying  the  surgical  results,  I think  that 
there  are  two  fundamental  assumptions  which  we 
can  make  at  the  start  which  will  help  us  to  reduce 
the  appraisal  to  a ground  level  from  whicli  we  can 
secure  a better  take  off. 

The  first  is  that  it  is  obvious  imjnediately  that 
sympathectomy  is  not  the  ultimate  answer  to  the  hy- 
pertension problem.  We  all  believe  that  the  final 
answer  lies  in  the  direction  of  medical  research, 
and  that,  when  it  comes,  no  surgical  procedure  of 
the  magnitude  of  sympathectomy  can,  nor  should, 
compete  with  it.  But  we  also  know  that  the  solu- 
tion may  not  be  forthcoming  in  the  near  future, 
and  perhaps  not  within  this  generation.  Until  it 
does,  it  would  appear  that  surgery  offers  far  and 
aw'ay  the  best  means  of  control  for  the  selected  case. 

The  second  assum.ption  which  I would  like  to 
make  is  that  sAinpathectomy  is  an  effective  means 
of  reducing  blood  pressure  in  most  hypertensive 
patients.  The  figures  which  have  most,,  impressed 
me  are  the  following; 

In  1939,  in  the  American  Journal  of  Medical 
Science,  Keith,  Wagoner  and  Barker  published  a 
follow-up  study  of  a very  large  series  of  hyperten- 
sive patients  treated  medically.  Included  in  this 


series  were  some  hundreds  of  patients  who  suffered 
from  so-called  “malignant  hypertension”,  a form  of 
the  disease  developing  in  young  people  and  char- 
acterized by  rapid  progression,  severe  neuroretinop- 
athy and  one  or  more  diopters  of  papilledema. 
They  found  that  in  this  group  80%  were  dead  at 
the  end  of  one,  90%  at  the  end  of  two  years,  and 
after  five  years  the  mortality  was  99%  if  not  100%. 

In  Max  Feet’s  series,  there  were  included  112 
cases  of  this  same  disease.  The  significant  fact  is 
that  at  the  end  of  five  years  19%  were  alive  and 
reasonably  well. 

The  best  follow-up  study  following  SAonpathec- 
tomy  is  that  of  Max  Peet,  because  it  is  the  largest. 
His  cases  have  all  been  carefully  followed  from 
five  to  eleven  years  from  the  time  of  surgery.  And 
I ask  you  to  bear  in  mind  the  fact  that  these  are 
cases  subjected  to  what  most  surgeons  now  regard 
as  being  a limited  operation. 

These  are  his  figures: 

There  were  a total  of  437  patients  in  the  series 
(and  incidentaly  82%  had  already  progressed  to 
serious  organic  disease). 

Of  the  437  patients,  57%  were  alive  at  the  time 
of  follow-up  and  42%  had  died. 

Of  the  52%  survivors  81%  were  considered  as 
having  attained  a satisfactory  result,  20%  or  so  as 
having  been  failures.  Or,  expressing  the  results  in 
terms  of  the  original  437,  not  quite  one-half  ob- 
tained satisfactory  five  year  results,  the  other  half 
failing  to  survive  or  remaining  unimproved. 

If  the  h>'pertensive  patient  is  under  45  with  a 
reasonably  decent  cardiac  and  renal  reserve,  and 
has  a fixed  type  of  hcpertension,  yet  one  which  will, 
upon  the  application  of  bed  rest,  or  the  administra- 
tion of  sodium  amytal  or  tetraethyl  ammonium 
chloride,  show  sufficient  release  to  approach  normal 
systolic  and  diastolic  levels,  it  may  be  said  that 
sympathectomy,  while  not  the  final  answer,  is  prob- 
ably the  best  answer  we  have  at  this  time.  Then  we 
should  acquaint  that  patient  with  the  facts  of  his 
disease,  and  we  may  with  confidence  recommend 
surgery  to  him  as  offering  him  his  best  chance  of 
remaining  alive  and  of  remaining  well  five  years 
hence. 


336 


Virginia  Medical  Monthly 


[July, 


DIAGNOSIS  AND  TREATMENT  OF  CARPAL  INJURIES" 

George  Cooper,  Jr.,  M.D., 

and 

Charles  J.  Frankel,  M.D., 

University  of  Virginia  Hospital, 

Charlottesville,  Virginia. 


Injuries  to  the  carpal  bones  fortunately  occur 
in  only  a small  portion  of  the  fracture  cases  treated 
at  the  University  of  Virginia  Hospital. 

^^’e  use  the  term  “fortunately”  because  these  in- 
juries are  most  difficult  to  recognize  and  treat.  In- 
deed, more  than  one-third  of  the  cases  referred  to 
us  represented  injuries  either  misdiagnosed  or  en- 
tirely overlooked. 

The  carpal  bones  most  commonly  involved  in 
injuries  about  the  wrist  are  the  navicular  and  the 
semilunar.  Our  discussion  for  the  most  part  w’ill 
be  limited  to  injuries  of  these  two  bones. 

Pathology  of  N.a.vicular  Fractures 

Most  of  the  fractures  are  transverse,  usually  in 
the  long  axis  of  the  bone.  All  fractures  of  the  body 
are  intra-articular  and  are  rarely  displaced  except 
when  complicated  by  an  anterior  dislocation  of  the 
lunate.  Few  of  the  fractures  are  comminuted.  Cir- 
culation is  poor  in  the  proximal  portion,  fair  in 
the  middle  portion,  and  good  in  the  distal  portion. 

Diagnosis 

There  is  considerable  pain  on  the  radial  side  of 
the  wrist.  The  grip  is  weak  and  painful,  and 
swelling  is  variable.  Pain  is  more  acute  in  the 
anatomical  snuff  box.  The  patient  may  venture  his 
own  diagnosis  of  severe  sprain.  Clinical  diagnosis 
must  in  all  cases  be  confirmed  by  roentgenograms. 
X-ray  examination  of  the  injured  wrist  is  often  re- 
ferred to  as  a “simple  procedure”.  It  is  common 
practice  to  depend  on  a posterior-anterior  and  a 
lateral  projection  to  visualize  the  bones  of  the 
wrist.  Since  the  carpus  is  part  of  the  wrist,  this 
examination  is  actually  far  from  simple.  It  re- 
quires multiple  projections  and  is  frequently  mis- 
interpreted. What  may,  on  physical  examination, 
be  taken  to  represent  injury  of  the  distal  and  of 
the  radius  or  ulna,  may  instead  be  due  to  injury  of 
a carpal  Ixine.  Also  carpal  injury  may  acccmpany 
injury  of  the  distal  end  of  the  radius  or  ulna. 

From  the  Department  of  Roentgenology  and  the  Depart- 
ment of  Orthopedic  Surgery. 

*Read  before  the  annual  meeting  of  the  Medical  Society 
of  V'irginia,  in  Richmond,  October  18-20,  1948. 


The  anatomy  of  the  carpus  is  so  complicated 
that  a posterior-anterior  and  a lateral  projection  do 
not  visualize  the  bones  completely.  Oblique  pro- 
jections with  the  hand  in  semi-pronation  and  semi- 
supination are  essential.  For  example,  transverse 
linear  fractures  of  the  scaphoid  are  often  visible 
only  in  semi-pronation  because  the  forward  tilt  of 
the  bone  hides  the  fracture  line  in  the  anterior- 
posterior  and  lateral  projections.  (Figure  1.) 


Fig.  1. — Complete  transverse  scaphoid  fracture,  visible  in  semi- 
pronation only. 

No  x-ray  examination  for  suspected  injury  of  the 
wrist  is  complete  without  examination  of  the  carpus. 
Examination  of  the  carpus  requires  a minimum  of 
four  projections. 
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Fig.  2A. — Examination  immediately  after  injury.  No  abnor- 
mality demonstrated. 

cast  should  be  changed  if  it  becomes  soft  and  loose. 
Immobilization  must  be  maintained  until  there  is 
x-ray  evidence  of  union.  One  should  not  hesitate 
to  prolong  immobilization  for  as  long  as  six  months. 
The  treatment  of  non-unions  and  delayed  unions  is 
beyond  the  scope  of  this  paper. 


Treatment 

Displaced  fractures  should  be  treated  by  traction 
and  immobilization.  All  fractures  of  the  scaphoid 
must  be  immobilized  in  a snug  plaster  of  paris  cast 
which  extends  from  the  elbow  to  the  metacarpal 
heads  and  must  include  the  proximal  phalanx  of 
the  thumb.  The  wrist  should  be  moderately  dorsi- 
flexed  and  in  slight  radial  deviation.  The  thumb 
should  be  slightly  abducted  and  extended.  Healing 
usually  occurs  in  from  seven  to  ten  weeks.  The 


Classification  and  Pathology  of  Semilunar 
Injuries 

The  first  type  is  the  perilunar  dislocation.  This 
injury  is  one  in  which  the  semilunar  is  in  relatively 
normal  position  and  the  distal  row  of  carpals  is 
disjdaced,  usually  in  a backward  and  upward  di- 
rection. The  second  type  is  the  rotation  dislocation 
of  the  semilunar,  most  often  toward  the  palm.  As 
the  lunate  becomes  displaced,  there  is  usually  tear- 
ing of  Its  ligament.  When  the  anterior  ligament  is 


Fig.  2B.-  Same  case,  two  weeks  later.  Fracture  scaphoid 
clearly  visible. 


intact,  it  rotates  the  bone  forward  and  upward. 
Rotation  may  vary  from  90  to  250  degrees. 

Diagnosis 

The  clinical  findings  should  suggest  a diagnosis 
in  over  75  per  cent  of  the  cases;  however,  the  final 
diagnosis  must  be  made  by  .\-ray.  True  laterals 
and  anterior-jjosterior  views  are  needed.  When  in 
doubt  it  is  useful  to  take  plates  of  the  normal  wrist 
for  comparison. 

There  is  an  altered  contour  at  the  anterior  sur- 
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face  of  the  wrist,  the  fingers  are  maintained  in  slight 
flexion  and  the  dislocated  lunate  may  be  palpated 
anteriorly.  Motion  of  the  wrist  is  painful.  There 
is  a variable  amount  of  swelling  in  the  wrist  and 
fingers,  and  there  may  be  median  nerve  involve- 
ment. 

Treatment 

Immediate  manipulation  is  the  treatment  of 
choice,  though  reduction  should  be  tried  even  in 
cases  10  to  14  days  old.  For  the  perilunar  disloca- 


Fig.  3A. — Fresh  palmar  dislocation  of  lunate. 


tion,  maneuvers  similar  to  those  used  for  reduc- 
tion of  a Colies’  fracture  are  suggested.  A cast  or 
anterior  splint  is  applied  from  the  elbow  to  the 
metacarpal  head  with  the  wrist  in  30  to  50  degrees 
flexion.  After  four  weeks  of  immobilization  in 
flexion  it  is  wise  to  change  the  position  of  the  wrist 
to  either  5 degrees  of  flexion  or  neutral,  and  immobi- 
lize for  another  14  days. 

The  manipulative  reduction  of  the  fresh  palmar 
semilunar  displacement  is  a fairly  standardized 


lJuly, 

procedure  which  is  adequately  described  in  all  of 
the  acceptable  fracture  texts. 

There  are  other  methods  of  reduction  which,  in 
the  hands  of  many  operators,  have  given  good  re- 
sults. W'e  would  warn  against  the  so-called  “broom- 
stick” method  which  utilizes  a broomstick  rolled 
over  the  anterior  surface  of  the  wrist  while  trac- 
tion and  extension  is  made  on  the  hand.  Damage 
to  the  median  nerve  is  not  uncommon  following 
this  method. 


Fig.  -SB. — Same  case.  Successful  reduction. 


X-rays  should  be  taken  at  inter\-als  of  four  weeks 
for  a i>eriod  of  at  least  four  months  in  order  to  rule 
out  the  presence  of  aseptic  necrosis  of  the  srinilunar. 
While  it  is  true  that  aseptic  necrosis  does  not  usual- 
ly follow  simple  dislocations,  but  does  occur  after 
crushing  injuries  of  the  semilunar,  this  possibility 
should  not  be  overlooked,  esiiecially  for  medical- 
legal  purposes. 
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Complications 

Delayed  union,  non-union,  and  aseptic  necrosis 
following  fractures  of  the  scaphoid  may  be  due  to 
damage  to  the  meager  circulation.  It  can  be  stated 
with  certainty  that  most  of  the  complications  arise 
either  from  failure  to  treat  the  fracture  through 
lack  of  recognition  or  from  inadequate  immobiliza- 
tion. The  wrist  may  be  persistently  painful,  the 
grip  w'eakened,  and  there  may  be  a variable  amount 
of  traumatic  arthritis  in  the  radiocarpal  area. 

Aseptic  necrosis  of  the  semilunar  often  follows  a 
crushing  type  of  injury.  Rough  manipulation  can 
be  a causative  factor.  Delayed  reduction  may  lead 
to  permanent  stiffness,  fixed  displacement,  loss  of 
motion  in  the  wrist  and  fingers,  and  severe  trau- 
matic arthritis.  Operative  interference  may  be  re- 
quired because  of  failure  of  early  adequate  therapy. 

Summary 

We  have  attempted  to  emphasize  in  this  paper 
the  hazards  to  function  that  accompany  fractures 
of  the  carpal  bones,  particularly  the  navicular  and 
semilunar.  Early  recognition  depends  on  clinical 
acumen  and  accurate  x-rays.  A persistently  pain- 
ful wrist  should  be  re-x-rayed  in  ten  days  despite 
primary  negative  findings.  One  should  not  hesi- 
tate when  in  doubt  to  x-ray  the  normal  wrist.  Many 
congenital  abnormalies,  among  them  the  bipartate 
navicular,  may  be  picked  up  in  this  way.  Many 
textbooks  fail  to  include  perilunar  dislocations  of 
the  wrist  under  their  classification  of  lunate  in- 
juries. This  injury  is  frequently  mal-treated  be- 
cause it  is  unrecognized.  Somewhat  different  re- 
ductive maneuvers  are  necessary  in  the  treatment 
of  this  injury.  The  maneuvers  necessary  for  the 
volar  dislocations  are  not  applicable  to  the  peri- 
lunar injuries. 

Immobilization  of  fractures  of  the  navicular 
should  be  prolonged  until  there  is  union  or  little 
hope  of  union.  So  called  “chronic  sprains”  of  the 


wrist  should  create  suspicion  of  the  possibility  of 
an  overlooked  navicular  fracture.  A persistently 
painful  wrist  with  pain  in  the  anatomical  snuff 
box  should  have  x-rays  repeated  in  ten  days  de- 
spite a primarj’  negative  plate.  It  frequently  re- 
quires that  length  of  time  for  the  fracture  line  to 
become  visible. 

Discussion 

Dr.  George  Cooper,  Jr.,  Charlottesville:  I should  like 
simply  to  emphasize  from  the  radiological  standpoint  that 
the  important  thing  about  carpal  injuries  is  their  recog- 
nition. The  treatment  was  fully  discussed  by  Dr.  Frankel. 
We  find  that  most  of  the  difficulties  in  carpal  injuries 
come  from  failure  of  recognition,  and  we  find  that  those 
failures  are  due  to  incomplete  radiological  examination. 

Dr.  George  A.  Duncan,  Norfolk:  While  there  is  noth- 
ing new  or  startling  in  this  paper  by  Drs.  Cooper  and 
Frankel,  it  does  contain  truths  that  bear  repetition  time 
and  time  again.  Fractures  of  the  carpal  scaphoid  and 
dislocations  of  the  carpal  semilunar  are  too  frequently 
overlooked  by  not  only  the  physician  but  also  by  the 
roentgenologist.  The  latter  frequently  does  not  have  the 
history  or  the  physical  examination  for  his  guidance,  as 
the  patient  may  have  been  seen  only  by  the  technician. 
Sprains  of  the  wrist  are  rare.  All  injured  wrists,  there- 
fore, should  have  X-ray  examination,  and  if  symptoms 
persist  over  seven  to  ten  days  another  X-ray  should  be 
made.  Time  lost  in  making  the  diagnosis  delays  the 
proper  treatment,  and  a poor  result  may  be  the  outcome. 
Failure  of  diagnosis  naturally  may  lead  to  legal  respon- 
sibilities, as  can  be  readily  appreciated. 

X-rays  of  the  wrist  should  be  made  routinely  in  four 
planes,  namely,  antero-posterior,  lateral,  and  right  and 
left  oblique.  If  there  is  any  question  at  any  time  the 
opposite  member  should  be  X-rayed  for  comparison. 

Most  fractures  of  the  carpal  scaphoid  will  heal  if 
treated  early  by  reduction  and  a plaster  cast,  to  include 
the  thumb  in  abduction  for  eight  to  sixteen  weeks.  Most 
first-  and  second-degree  dislocations  of  the  carpal  semi- 
lunar can  be  reduced  by  manipulation,  whereas  most 
third-degree  dislocations  must  be  removed  surgically. 

This  is  a timely  paper  and  should  be  reread  by  all  of 
us  from  time  to  time  to  remind  us  of  our  responsibilities. 
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and 
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Richmond,  Virginia. 


Although  the  treatment  of  internal  hemorrhoids 
by  the  injection  of  sclerosing  agents  has  been  prac- 
ticed for  more  than  seventy-five  years^  and  is  well 
established  as  a procedure  of  merit,  there  persists, 
nevertheless,  in  the  minds  of  many  physicians,  nu- 
merous misconceptions  in  regard  to  it  which  we 
shall  attempt  to  correct. 

The  idea  that  the  injection  treatment  is  intended 
to  “slough  off”  hemorrhoids  is  still  prevalent  and 
doubtless  stems  from  its  early  days  when  the  method 
was  practiced  almost  exclusively  by  ignorant  quacks 
who  did  indeed  have  this  as  their  aim.  They 
were  unfamiliar  with  the  use  of  the  speculum  and 
could  treat  only  those  hemorrhoids  prolapsing  out- 
side of  the  body.  As  might  be  expected,  the  slough 
did  not  always  stop  with  the  destruction  of  the  in- 
ternal hemorrhoids,  but,  beyond  any  doubt,  all  too 
frequently  extended  into  adjacent  structures  such 
as  external  hemorrhoids,  sphincter  muscles,  and 
even  the  genito-urinary  apparatus.  The  frightful 
pain  and  permanent  deformities  following  such 
complications,  together  with  the  reprehensible  ex- 
ploitation of  the  pile  sufferer  by  the  charlatan, 
created  within  the  ethical  profession  a so  violent 
antagonism  to  the  injection  method  as  to  greatly 
delay  the  widespread  acceptance  and  use  of  the 
procedure. 

To  E.  H.  Terrell  must  go  the  credit^  for  lifting 
this  most  v'aluable  method  of  therapy  from  its  un- 
savory origins  and  placing  it  on  a sound  scientific 
basis,  acceptable  to  the  most  scrupulously  ethical 
proctologist,  as  well  as  for  making  it  entirely  safe 
for  the  patient.  He  did  this  by  introducing  in 
1916  a new  drug,  quinine  urea  hydrochloride,  for 
the  injection  of  hemorrhoids.  He  reported*  on  his 
three  years  experience  with  it  in  a series  of  128 
cases,  and  clearly  and  accurately  outlined  the  in- 
dications and  contraindications  for  treatment  as 
well  as  the  technique,  which  prior  to  this  had  been 
a closely  guarded  secret.  There  were  some  eminent 
proctologists  who  resolutely  refused  to  concede  any 

*Read  before  the  annual  meeting  of  the  Medical  So- 
ciety of  Virginia  in  Richmond,  October  18-20,  1949. 


merit  to  the  injection  treatment,  but  the  staunch 
support  by  colleagues  of  more  open  mind  and  greater 
vision,  as  well  as  the  numerous  articles  on  the  sub- 
ject by  E.  H.  TerrelE’*’®’'  have  done  much  to  ad- 
vance the  method  and  remove  the  stigma  cast  upon 
it  by  the  quack. 

Incidence  and  Etiology 

The  true  incidence  of  hemorrhoids  in  the  general 
population  is  unknown,  but  it  is  high  and  of  ap- 
proximately equal  distribution  in  the  two  sexes. 
Authorities  do  not  agree  as  to  the  etiology,  but  the 
more  we  have  studied  the  problem  the  more  firmly 
are  ive  convinced  of  the  fallacy  of  the  popular  no- 
tion that  “piles  are  caused  by  constipation”.  Cer- 
tain it  is  that  we  see  chronically  costive  patients 
without  hemorrhoids,  just  as  some  of  the  largest 
hemorrhoids  are  seen  in  those  to  whom  constipa- 
tion is  unknown.  The  real  cause  is  probably  a com- 
bination of  heredity,  the  mechanical  factors  inci- 
dent to  the  erect  posture,  and  the  results  of  in- 
flammation. Of  course,  when  hemorrhoids  are  pres- 
ent their  symptoms  are  frequently  aggravated  by 
either  constipation  or  the  use  of  laxatives. 

Symptomatology 

Usually  the  first  s}'mptom  of  internal  hemor- 
rhoids is  bright  red,  fresh  bleeding  at  stool.  This 
is  sometimes  seen  on  the  toilet  paper  in  cleaning 
the  parts,  but  more  commonly  is  observed  to  color 
the  water  in  the  commode.  It  is  not  unusual  for  pa- 
tients to  report  liquid  blood  dripping  or  even 
squirting  from  the  anus  at  defecation.  The  pas- 
sage of  dark  or  clotted  blood  should  make  the 
physician  suspect  that  its  source  is  a lesion  higher 
up  in  the  bowel.  In  many  cases  the  amount  of 
blood  lost  is  not  great,  w'hereas  in  others  it  is  defi- 
nitely in  excess  of  blood  production  and  thus  pro- 
duces a secondary  anemia.  In  rare  instances  we 
encounter  a patient  almost  exsanguinated  by  “bleed- 
ing piles”  with  hemoglohin  determinations  below 
twenty  per  cent.  Because  internal  hemorrhoids 
are  completely  painless,  the  doctor  is  sometimes  not 
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consulted  until  the  anemia  itself  is  severe  enough 
to  give  sym])toms. 

The  second  symjitom  of  internal  hemorrhoids  is 
protrusion;  this,  in  the  beginning,  is  usuevlly  dur- 
ing defecation  and  afterwards  will  replace  itself, 
esjjecially  if  the  patient  will  lie  down  for  a short 
while.  As  the  condition  progresses,  protrusion  may 
occur  on  e.xertion  such  as  lifting,  or  when  one  as- 
sumes a stooping  or  squatting  position,  and  will 
require  digital  replacement.  If  still  untreated,  even- 
tually the  time  is  ajd  to  come  when  the  hemorrhoids 
protrude  and  the  patient  is  unable  to  replace  them; 
this  complication  is  known  as  strangulation  and  is 
usually  accompanied  by  thrombosis  and  often  necro- 
sis as  well.  Other  symptoms  of  internal  hemorrhoids 
are  variable  and  may  consist  of  vague  aching  pains 
in  the  back  and  lower  e.xtremities,  irritalnlity  and 
easy  fatigability,  or  symptoms  may  lie  lacking  al- 
together. 

Choice  oe  Sclerosing  Agent 

There  are  available  many  sclerosing  chemicals 
which  have  been  advocated  for  use  in  the  injection 
treatment  of  hemorrhoids.  Phenol  in  a vegetable 
oil  is  perhaps  the  oldest  agent  still  in  use  and  it 
is  effective,  though  it  does  have  certain  disadvan- 
tages such  as  the  occasional  formation  of  oleomas, 
production  of  more  pain,  and  a greater  tendency  to 
produce  slough.  Our  experience  has  been  largely 
limited  to  quinine  urea  hydrochloride  which  we 
have  used  daily  for  many  years.  For  the  past  eight- 
een rrionths  we  have  used  a preparation  made  by 
the  Acme  Scientific  Co.,  of  Richmond,  Va.,  and 
marketed  under  the  trade  name  of  “Quinuride”, 
which  is  a 4.5  per  cent  solution  of  anhydrous  quin- 
ine urea  liA'drochloride  adjusted  to  a pH  of  2.6. 
^^'e  consider  Quinuride  to  be  more  efficient  than 
any  preparation  we  have  previously  used  and  equal- 
ly as  safe.  The  results  obtained  have  been  highly 
satisfactory  and  free  from  complications. 

Objective  and  Subjective  Results  Obtained 

To  properly  understand  the  injection  treatment 
one  must  keep  in  mind  the  fact  that  internal  hemor- 
rhoids are  tumor  masses  within  the  lower  rectum 
composed  of  varicose  veins.  Not  infrequently  these 
arc  seen  as  enormous  masses  protruding  through 
the  anus  and  on  the  outside  of  the  body.  Regard- 
less of  location,  if  they  are  covered  by  mucous 
membrane  instead  of  skin,  they  are  properly  classi- 
fied as  internal  hemorrhoids.  Varicose  veins  are 


elongated,  dilated,  thin  walled,  and  tortuous,  with 
varying  degrees  of  j)hlebitis  present.  The  tissues 
drained  by  such  veins  suffer  from  the  effects  of 
chronic  passive  congestion  with  loss  of  elasticity 
and  increased  fragility,  leading  to  surface  erosion 
and  ulceration. 

When  a small  amount  of  “Quinuride”  is  injected 
into  an  internal  hemorrhoid  a fibrous  tissue  infil- 
tration follows  which  produces  shrinkage  of  the 
hemorrhoidal  mass.  By  making  repeated  small 
injections  at  intervals  the  protologist  can  oI)serve 
the  hemorrhoid  becoming  progressively  smaller  until 
it  is  finally  obliterated  completely.  In  the  vast  ma- 
jority of  cases  symptoms  will  cease  after  the  first 
treatment,  and  if  the  patient  is  then  discharged,  a 
recurrence  should  be  expected.  Therefore,  it  is  im- 
portant to  continue  until  the  physician  is  satisfied 
that  the  hemorrhoidal  mass  has  actually  disap- 
peared. A slough  can  easily  be  produced  by  in- 
jecting an  excessive  amount  of  the  solution  at  one 
time  or  by  placing  the  solution  too  clo.se  to  the 
mucous  surface;  however,  a skilled  protologist  will 
have  little  difficulty  in  preventing  this  undesired 
complication. 

Procedure  .and  Plan  of  Treatment 

The  injection  of  internal  hemorrhoids  is  an  am- 
bulatory treatment  and  can  be  safely  carried  out  in 
the  doctor’s  office  without  anesthesia.  No  particu- 
lar preparation  of  the  patient  is  necessary,  though 
the  rectum  should  be  emptied  by  normal  bowel 
movement.  Treatments  are  preferably  given  at  in- 
tervals of  one  to  two  weeks;  the  average  case  re- 
quiring four  to  eight  injections.  The  treatments  are 
practically  painless,  though  most  patients  experi- 
ence an  uncomfortable  sensation  in  the  ano-rectal 
area  usually  beginning  after  thirty  minutes  and 
lasting  about  an  hour.  The  patient  is  advised  to 
stay  off  of  his  feet  during  this  period  after  wh'ch 
he  may  resume  his  nonnal  activities  except  that 
defecation  should  be  deferred  for  12  to  24  hours. 
\\dien  internal  hemorrhoids  prolaj)se  easily  a 
“T-binder”  is  applied  after  the  injection  is  made 
to  support  the  hemorrhoids  within  the  rectum  and 
thus  prevent  the  possibility  of  strangulation. 

Sei.ection  of  Cases 

Most  physicians  today  regard  the  injection  treat- 
ment as  useful  to  gain  iialliative  and  temporary 
relief,  but  consider  surgery  the  only  means  of  se- 
curing a lasting  cure.  It  is  our  experience  that  the 
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injection  treatment  not  only  achieves  symptomatic 
relief,  but  that  its  use  in  cases  of  uncomplicated 
internal  hemorrhoids  can  be  expected  to  effect  a 
cure  as  complete  and  pennanent  as  that  obtained 
by  surgery.  It  must  be  understood  that  all  t^'pes 
of  hemorrhoids  are  not  suitable  for  the  injection 
method,  and  an  experienced  proctologist  can  usual- 
ly determine  quite  accurately  by  careful  history  and 
examination  on  the  first  visit  what  results  may  be 
expected  from  treatment.  Surgery  is  generally  in- 
dicated when  internal  hemorrhoids  coexist  with  ex- 
ternal hemorrhoids,  fissure,  fistula,  or  polypi,  but 
the  age  and  general  condition  of  the  patient  also 
must  be  considered  in  selecting  appropriate  treat- 
ment. With  senile  patients  or  those  having  serious 
constitutional  diseases  palliative  relief  obtainable 
by  injections  may  often  be  wiser  than  attempts  at 
radical  cure  by  surger)’.  Likewise,  in  those  who 
have  developed  an  anemia  secondary  to  bleeding 
liemorrhoids,  it  is  frequently  advisable  to  arrest  the 
blood  loss  by  a few  injection  treatments,  deferring 
surgery  until  the  patient’s  blood  count  and  general 
condition  are  satisfactory.  Thus  it  is  imjx)rtant  that 
the  proctologist  be  competent  to  administer  the  in- 
jection treatment,  or  else  he  must  deny  some  of  his 
patients  the  relief  that  can  so  easily  be  secured  by 
a few  injections. 

W'e  see  a large  number  of  patients  for  whom  sur- 
ger}^  is  indicated,  but  for  one  reason  or  another 
wish  it  deferred.  Sometimes  this  is  advisable  be- 
cause of  a temporary  condition  such  as  pregnancy 
or  convalescence  from  surgery  or  other  serious  ill- 
ness, and  sometimes  it  may  be  justified  by  the  pa- 
tient’s convenience,  as  in  those  whose  work  is  sea- 
sonal or  for  whom  a hospital  bed  cannot  be  found. 
Certainly  these  patients  will  be  grateful  for  any 
relief  obtained,  and  we  are  careful  to  explain  to 
them  that  though  great  relief  is  to  be  expected,  it 
will  be  neither  complete  nor  permanent.  We  must 
admit  that  some  of  these  patients  are  so  pleased 
with  the  results  obtained  by  a few  treatments  that 
they  abandon  for  the  present  at  least  their  plans 
for  surgery. 

Complications 

Except  for  a very  rare  reaction  due  to  quinine 
sensitivity  we  have  observed  no  complications  fol- 
lowing the  injection  of  internal  hemorrhoids  with 
“Quinuride”.  We  attribute  the  complications  of 
abscess,  slough,  fistula,  hemorrhage,  or  stricture  oc- 
casionally reported  in  the  literature  to  errors  of 
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technique  or  faulty  judgment  in  the  selection  of 
cases.  Recurrence  in  properly  selected  cases  is 
usually  due  to  inadequate  treatment. 

Summary 

(1)  An  attempt  has  been  made  to  correct  certain 
misconceptions  concerning  the  mode  and  effective- 
ness of  the  injection  treatment  of  internal  hemor- 
rhoids. 

(2)  The  etiology  and  symptomatology  have  been 
discussed. 

(3)  The  plan  and  procedure  of  the  injection 
method  have  been  discussed,  including  the  choice  of 
sclerosing  agents. 

(4)  The  criteria  for  the  selection  of  cases  have 
been  outlined  with  the  results  to  be  expected  fol- 
lowing adequate  injection  therapy. 

(5)  Our  experience  leads  us  to  conclude  that 
quinine  urea  hydrochloride  (Quinuride)  is  an  ef- 
fective and  safe  agent  for  use  in  the  injection  treat- 
ment of  internal  hemorrhoids. 
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Discussion 

Dr.  T.  Neill  B.arnett,  Richmond;  Someone  has  de- 
fined a consultant  as  one  who  makes  a rectal  examination. 
This  should  be  amended  to  apply  to  one  who  makes  an 
intelligent  and  complete  rectal  examination,  not  just  a 
digital  examination. 

The  number  of  patients  that  consult  the  gastroenterolo- 
gist and  proctologist  with  comparatively  minor  findings, 
other  than  a moderate  to  severe  secondary  anemia,  is 
significant.  Many  are  treated  ad  lib.  and  ad  infinitum 
with  little  or  no  lasting  benefit. 

To  cite  a case,  a man  whose  work  necessitated  his  be- 
ing on  his  feet  most  of  his  working  hours  complained  of 
profound  weakness  and  fatigue.  The  various  examina- 
tions revealed  a severe  secondary  anemia.  Sigmoidoscopic 
examination  was  negative.  When  the  anoscope  was  in- 
serted, however,  numerous  bleeding  internal  hemorrhoids 
were  revealed.  On  repeated  questioning  no  history  of 
passing  blood  could  be  obtained  until  after  the  examina- 
tion, when  his  attention  was  directed  to  observing  his  stool. 
He  indicated  that  the  bleeding  resulted  from  the  examina- 
tion but  finally  admitted  that  he  had  always  flushed  the 
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toilet  immediately,  without  observation.  This  is  a prac- 
tice common  to  many,  and  it  denies  the  physician  a most 
helpful  observation.  Injection  of  thfi  hemorrhoids  cured 
the  anemia  and  the  hemorrhoids. 

Constipation  is  certainly  not  a primary  etiological  fac- 
tor but  is  doubtless  a contributory  factor.  Particularly 
is  this  true  of  the  hard,  dry  fecal  mass  that  is  retained 
in  the  rectum  for  several  days.  On  the  other  hand,  many 
patients  who  are  constipated  are  greatly  relieved  or  cured 
of  their  constipation  after  adequate  injection  of  a large, 
prolapsing  hemorrhoid  that  obstructs  the  anal  canal. 

.Another  very  disturbing  condition  that  is  frequently 
cured  by  injection  of  quinine  urea  is  first-degree  rectal 
prolapse.  Systematic  injections  around  the  lumen  into 
the  submucosal  tissue  seals  the  mucous  membrane  to  the 
rectal  wall  by  means  of  the  fibrosis  resulting  from  the 
sclerosing  agent.  This  method  is  most  effectual  in  the 
adult  and  is  especially  indicated  in  infancy  and  childhood, 
since  it  is  practically  free  of  discomfort. 

Every  patient  with  rectal  bleeding,  even  though  hemor- 


rhoids are  apparently  the  sole  source  of  the  blood,  should 
be  sigmoidoscoped.  All  too  fretjuently  a bleeding  or  non- 
bleeding polyp  or  cancer  may  be  found  in  the  same  in- 
dividual. It  should  be  remembered  that  the  polyp  or  small 
adenoma  of  today  may  be  and  frequently  is  the  cancer  of 
tomorrow. 

The  problem  of  quinine  sensitivity,  although  rare,  can 
be  most  distressing  and  serious.  I recall  one  patient  in 
whom  its  occurrence  was  almost  fatal.  I have  adopted 
the  plan  of  obtaining  from  the  patient  a history  of  any 
possible  quinine  sensitivity  before  making  an  injection 
of  quinine  urea.  If  there  is  the  slightest  doubt,  or  if  the 
patient  cannot  recall  ever  having  taken  quinine,  I give 
him  four  three-grain  capsules  of  quinine  hydrochloride 
to  take,  one  every  four  hours,  with  instructions  to  stop 
the  drug  if  there  is  any  indication  of  a skin  rash  or  other 
reaction. 

This  able  presentation  is  most  instructive  and  timely. 
I do  not  know  of  any  other  procedure  in  medicine  that 
is  so  simple,  yet  results  in  such  radical  cure. 


Radioisotope  Aids  Brain  Surgery. 

Difficult  surgery  for  brain  tumors  is  being  made 
easier  by  radioactive  phosphorus  produced  in  atomic 
energy  laboratories. 

^\’riting  in  the  May  21st  Journal  of  the  Ameri- 
can Medical  Association,  B.  Selverstone,  M.D.,  A. 
K.  Solomon,  M.D.,  and  W.  H.  Sweet,  M.D.,  Boston, 
say  that  in  14  cases  they  were  able  to  locate  brain 
tumors  at  the  time  of  operation  by  use  of  the  isotope. 

When  radioactive  phosphorus  was  given  to  these 
patients  in  injections,  it  became  concentrated  in 
the  hrain  tumors.  The  doctors  were  then  able  to 
locate  the  tumors  by  using  as  a probe  a miniature 
model  of  the  Geiger-Muller  counter,  an  instrument 
that  measures  radioactivity.  The  precise  location 
of  the  tumor  was  shown  by  an  increase  in  the  count- 
ing rate  of  the  instrument. 

Drugs  for  High  Blood  Pressure. 

Clinical  testing  of  two  synthetic  compounds, 
priscol  and  dihydroergocornine,  for  usefulness 
against  high  blood  pressure  is  reported  in  the  May 
21st  Journal  of  the  American  Medical  Association. 

The  drugs  counteract  constriction  of  the  blood 
vessels  and  other  effects  produced  by  the  sympa- 
thetic nerves,  which  regulate  the  heart  beat,  blood 
flow,  and  many  other  body  functions. 


Use  of  priscol  in  two  cases  of  high  blood  pres- 
sure is  described  by  ISIax  P.  Rogers,  ]\I.D.,  of  High 
Point,  N.  C.  In  both  patients,  one  of  whom  had 
received  priscol  only  two  weeks,  blood  pressure  was 
greatly  lowered.  Dr.  Rogers  says.  Both  patients 
tolerated  the  drug  well. 

Priscol  shows  promise  of  being  useful  in  disor- 
ders in  which  the  blood  circulation  to  the  legs  is 
impaired.  Dr.  Rodgers’  study  shows.  Three  cases 
of  such  disorders  associated  with  hardening  of  the 
arteries,  three  cases  associated  with  diabetes,  and 
two  cases  associated  with  thrombophlebitis  (clots 
in  the  blood  and  inflammation  of  the  veins)  showed 
improvement  after  priscol  therapy. 

Patients  with  certain  heart  conditions  may  not 
be  able  to  take  the  drug  or  may  be  able  to  take  it 
only  in  small  quantities,  however,  he  indicates. 

Tests  of  dihydroergocornine  against  high  blood 
pressure  are  reported  by  Drs.  Robert  W.  Wilkins, 
Edward  D.  Freis,  and  Joseph  R.  Stanton,  from  the 
Evans  Memorial  and  Massachusetts  Memorial  Hos- 
pitals, and  the  Department  of  Medicine,  Boston 
University  School  of  Medicine,  Boston,  in  another 
article  in  The  Journal.  The  activity  of  dihydro- 
ergocornine in  lowering  blood  pressure  is  unpre- 
dictable, being  negligible  in  some  patients  and  “pro- 
found” in  others. 
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ACUTE  THROMBOCYTOPENIC  PURPURA  FOLLOWING  MASSIVE  HORMONE 
THERAPY  IN  A PREGNANT  DIABETIC- 


Duvahl  B.  RidgwAy,  M.D., 

Roanoke,  Virginia. 


This  is  a case  report  of  a 20  year  old  pregnant 
white  female  with  moderately  severe  dialretes.  The 
diabetes  was  treated  and  controlled,  and  the  patient 
was  given  stilbestrol  and  progesterone  to  try  to  pre- 
vent any  accident  during  the  pregnancy. 

The  patient  was  admitted  to  the  hospital  on  July 
23,  1947,  for  the  control  of  her  diabetes  and  at  that 
time  was  approximately  two  months’  pregnant.  The 
diabetes  was  first  discovered  in  March  1947  but  had 
never  been  regulated.  Her  blood  sugar  was  238 
mgm.,  and  the  urine  contained  4-|-  sugar.  She  was 
placed  on  a 1650  calorie  diet,  C 200,  P 100,  F 50, 
40  units  of  protamine  zinc  insulin  before  breakfast, 
and  regular  insulin  according  to  test  before  each 
meal,  which  was  approximately  20  units  per  day. 

While  the  patient  was  in  the  hospital,  she  de- 
veloped uterine  cramps.  She  was  started  on  0.5 
mgm.  stilbestrol  and  5 mgm.  pranone  daily,  and 
this  relieved  her  symptoms. 

The  pregnancy  was  uneventful  until  October  1947, 
at  which  time  she  began  having  severe  uterine 
cramps.  During  the  eighteenth  week  of  the  preg- 
nancy, the  stilbestrol  was  increased  to  5 mgm.  daily, 
and  the  dosage  of  pranone  remained  the  same.  The 
increase  in  the  stilbestrol  relieved  the  uterine 
cramps.  The  diet  was  increased  during  the  twenty- 
second  week  to  1760  calories,  and  the  protamine 
zinc  insulin  to  50  units  before  breakfast,  the  regu- 
lar insulin  remaining  approximately  the  same. 

During  the  thirty-second  week  the  patient  began 
to  show  signs  of  toxemia  of  pregnancy  and  an  in- 
crease in  the  uterine  contractions.  She  was  treated 
for  the  toxemia  of  pregnancy,  and  the  stilbestrol 
was  increased  to  15  mgm.  a day.  The  insulin  re- 
quirement remained  the  same. 

The  toxemia  increased  with  continuous  head- 
aches and  intermittent  uterine  cramps.  The  patient 
was  admitted  to  the  hospital  the  thirty-fifth  week 
for  the  interruption  of  the  pregnancy.  At  that  time 
the  fetal  heart  sound  was  in  the  left  lower  quadrant, 
124)  per  minute,  vertex  presenting  but  not  engaged, 
and  the  cervix  was  1 cm.  dilated. 

*Read  at  the  annual  meeting  of  the  Medical  Society  of 
Virginia  in  Richmond,  October  18-20,  1948. 


The  diabetes  was  regulated,  and  she  was  given 
vitamin  K,  15  mgm.  daily  for  two  days  before  the 
Caesarean  section.  The  blood  count  on  February 
2,  1948,  was  RBC  4,010,000,  WBC  6,000,  hemo- 
globin 13^2  grams,  72%  polys,  28%  lymphs.  The 
blood  sugar  estimation  was  193  mgm.  and  the  blood 
pressure  was  160/100. 

The  Caesarean  section  was  done  under  spinal 
anesthesia,  and  an  apparently  normal  male  infant 
weighing  8 lbs.  6 oz.  was  delivered.  At  the  time  of 
the  operation,  she  lost  approximate!)'  100  cc.  of 
blood.  Her  condition  remained  normal  with  slight 
uterine  bleeding  for  the  next  hour  and  a half.  Sud- 
denly she  began  profuse  uterine  bleeding,  hemor- 
rhaging from  the  entire  length  of  the  abdominal  in- 
cision, hemorrhaging  from  the  gums,  and  cutaneous 
manifestations  of  purpura  especially  at  the  site  of 
the  infusion  injection.  The  patient  went  into  shock 
immediately.  The  blood  pressure  was  70/?  She 
was  given  1000  cc.  of  plasma  and  500  cc.  of  blood 
immediately.  The  blood  pressure  rose  at  130/70, 
and  the  bleeding  checked  slightly.  She  was  given 
vitamin  K,  coagulin,  koagmin,  vitamin  C,  with 
rutin,  and  1500  cc.  of  whole  blood  during  the  next 
five  hours.  At  the  end  of  six  hours  the  bleeding  had 
checked  from  the  uterus,  abdominal  incision,  and 
gums,  and  the  blood  pressure  remained  normal. 

The  platelet  count  at  the  time  of  the  massive 
bleeding  was  92,400  per  cubic  millimeter,  and  the 
hemoglobin  was  9 grams.  There  was  no  coagula- 
tion for  the  prothrombin.  Six  hours  later  the  pro- 
thrombin time  was  17  seconds,  or  40%  of  normal. 

It  was  noted  following  this,  upon  questioning 
the  patient,  that  she  had  developed  rather  marked 
bleeding  of  the  gums  prior  to  admission  to  the 
hospital  (but  this  had  not  been  reported  to  me). 
The  bleeding  from  the  gums  subsided  somewhat 
after  she  had  been  given  vitamin  K before  the 
delivery. 

After  we  were  able  to  control  the  uterine  and  in- 
cisional bleeding,  the  patient’s  blood  pressure  re- 
mained normal,  and  her  course  was  uneventful. 
Slie  was  given  two  transfusions  following  this, 
making  a total  of  six  transfusions.  The  incision 
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liealed  by  primary  union,  and  she  was  discharged 
on  the  ninth  postoperative  day.  The  platelet  count 
was  160,000  per  cubic  millimeter,  RBC  3,990,000, 
W’BC  10,900,  hemoglobin  131/0  grams,  and  blood 
sugar  188  mgm.  She  was  placed  on  a diet  of  225 
grams  of  carbohydrates,  90  grams  of  proteins,  75 
grams  of  fats,  45  units  of  protamine  zinc  and  15 
units  of  regular  insulin  before  breakfast  daily. 

The  hemorrhagic  diathesis  which  appeared  in 
acute  and  alarming  form  after  her  delivery  was 
most  likely,  judging  from  her  blood  work,  a sec- 
ondary thrombocytopenia  i)urpura  from  the  pro- 
longed use  of  estrogenic  hormones  (stilbestrol)  dur- 
ing her  pregnancy. 

The  underlying  disturbance  in  clotting  seems  to 
Ije  the  lowered  platelet  count.  The  bleeding  tend- 
ency cleared  fairly  promptly  following  the  omission 
of  the  estrogens  and  the  multiple  transfusions.  It 
is  hard  to  say  what  part  the  vitamin  K,  coagulin, 
koagmin,  and  vitamin  C with  rutin  played  in  the 
correction  of  the  hemorrhagic  diathesis  except  as 
supportive  measures. 

The  literature  indicates  that  the  administration 
of  estrogenic  substances  and  particularly  stilbestrol, 
while  at  times  productive  of  nausea  and  vomiting, 
does  not  cause  serious  toxicity  in  human  beings. 
Nevertheless,  certain  cases  have  been  reported, 
which  indicates  that  occasional  individuals  may 
exhibit  an  idiosyncrasy  or  sensitivity  to  stilbestrol 
or  other  estrogenic  substances  with  resultant  in- 
jur}^ of  the  liver  or  bone  marrow.^  Loftes^  reported 
the  case  of  a 44  year  old  white  woman  who  de- 
veloped puqDura  on  the  legs  and  bleeding  from  the 
gums  from  weekly  injectons  of  an  estrogen. 

Watson,  Schultz,  and  Wikoff^  reported  five  cases 
in  which  purpura  was  first  noted  after  estrogen 
therapy.  Thrombocytopenic  purpura  has  been  pro- 
duced in  dogs  with  large  amounts  of  stilbestrol.®’^ 

Summary  and  Conclusions 

1.  Case  report  of  a 20  year  old  pregnant  white 
female  with  moderately  severe  diabetes.  The  pa- 
tient was  treated  with  stilbestrol  and  progesterone 
to  try  to  prevent  any  accident  of  pregnancy.® 

2.  Following  the  interruption  of  the  pregnancy 
at  the  thirty-fifth  week,  there  was  an  acute  hemor- 
rhagic diathesis,  which  was  relieved  by  multiple 
transfusions. 

3.  It  is  thought  that  the  purpura  in  humans  is 
the  result  of  a sensitivity  to  the  estrogenic  drugs. 


4.  It  seems  worthwhile  that  any  doctor  who 
might  be  giving  mass'ive  doses  of  stilbestrol  to  a 
pregnant  diabetic  should  be  on  the  watch  for  post- 
partum hemorrhage,  as  this  is  a very  severe  com- 
plication during  any  delivery,  whether  normal  or 
by  Caesarean  section. 

5.  If  at  all  possible,  a blood  gonadotropin  de- 
termination should  be  done,  as  this  is  a guidance 
to  the  hormone  imbalance.  No  facilities  were  avail- 
able in  this  city  at  the  time  of  this  case  for  this  de- 
termination. 


Note:  The  diabetes  was  treated  and  controlled  by 
Dr.  Earle  Glendy,  Roanoke,  Va. 
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Discussion 

Dr.  William  R.  Jordan,  Richmond:  This  case  of  Dr. 
Ridgway’s  is  certainly  a very  interesting  one.  I think  it 
is  well  worth  while  reporting  this  or  any  others  similar 
to  it.  Dr.  Ridgway  has  discussed  one  of  the  preparations 
most  widely  used  in  the  United  States  today.  It  is  used 
in  the  menopause,  in  obstetrics,  in  bone  pathology,  and  in 
the  pregnant  diabetic  with  toxemia. 

You  could  tell  from  Dr.  Ridgway’s  description  that  the 
case  was  well  handled  from  every  point  of  view,  even 
after  the  trouble  originated  following  delivery.  I do 
not  know  just  what  else  could  have  been  done. 

Stilbestrol,  which  is  usually  very  mildly  toxic  or  not 
toxic  at  all,  occasionally  in  massive  doses  becomes  really 
harmful.  In  the  work  on  dogs  it  was  shown  that  mild 
doses  did  not  cause  any  damage  at  all,  whereas  massive 
repeated  doses  produced  liver  damage,  with  fatty  necro- 
sis. In  humans  it  seems  to  me  that  it  is  only  persons 
with  an  idiosyncrasy  to  the  drug  or  who  have  no  need 
for  it  who  are  harmed  by  it.  I wrote  Dr.  White  who 
is  with  Dr.  Joslin,  who  has  had  more  experience  with  its 
use  in  diabetics  than  perhaps  any  other  person,  and  she 
said  she  had  had  no  purpura  at  all.  She  did  have  one 
death. 

For  the  past  nine  years  we  have  been  testing  our 
pregnant  diabetics  for  blood  gonadotropin  and,  when  we 
find  it  elevated,  we  use  stilbestrol,  up  to  150  grams  daily. 
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This  always  scares  me,  because  it  is  so  much  more  than 
used  in  any  other  type  of  case — at  least  in  my  experience. 
Yet  we  have  had  no  trouble.  The  hemoglobin  has  not 
dropped  in  any  case  that  I recall.  It  seems  to  be  of 
some  real  use,  particularly  if  we  remember  Dr.  White’s 
series,  in  decreasing  the  fetal  mortality  rate.  In  any  such 
problem  the  danger  of  the  treatment  must  always  be 
weighed  against  the  danger  of  the  disease.  With  a fetal 
mortality  rate  of  from  forty  to  fifty  per  cent  in  diabetics 
you  have  a real  saving  of  life  if  you  can  change  that 
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to  ten  or  fifteen  per  cent,  which  Dr.  White  has  finally 
done. 

It  seems  to  me  this  is  sufficiently  established  to  be 
worthy  of  further  trial  by  other  people.  If  the  danger  of 
death  to  the  mother  is  not  more  than  one  in  five  hundred, 
which  it  seems  to  be,  then  I think  it  is  worth  trying, 
provided  we  pay  attention  to  such  reports  as  Dr.  Ridg- 
way’s  in  picking  up  the  early  toxic  signs  and  in  treat- 
ing the  condition  properly  at  the  time. 


The  United  States  Civil  Service  Commission 

Has  announced  a Medical  Officer  examination 
for  filling  rotating  intern  psychiatric  resident,  and 
surgical  resident  positions  in  St.  Elizabeths  Hos- 
pital, Washington,  D.  C.  The  salaries  for  rotat- 
ing interns  are  $2,200  for  the  first  year  and  $2,400 
for  the  second  year;  the  salaries  for  psychiatric 
resident  range  from  $2,400  to  $4,100  a year;  and 
for  surgical  resident,  from  $3,400  to  $4,150. 

To  qualify,  applicants  for  the  rotating  intern  po- 
sitions must  be  third-  or  fourth-year  students  in 
an  approved  medical  school.  Applicants  for  psy- 
chiatric resident  and  surgical  resident  positions 
must  be  graduates  of  a medical  school  with  the 
degree  of  doctor  of  medicine,  and  must  have  com- 
pleted a full  year  in  an  approved  rotating  intern- 
ship. In  addition  to  the  above  requirements,  ap- 
plicants for  appointment  as  surgical  resident  must 
have  completed  three  full  years  as  residents-in- 
training  in  surgery  in  an  approved  residency.  No 
written  test  is  required  for  this  examination.  The 
maximum  age  limit  of  35  years  is  waived  for  per- 
sons entitled  to  veteran  preference. 

Further  information  and  application  forms  may 
be  obtained  at  most  first-  and  second-class  post  of- 
fices, from  civil  service  regional  offices,  or  from  the 
U.  S.  Civil  Service  Commission,  Washington  25, 
D.  C.  Applications  will  be  accep:)ted  by  the  Com- 
mission’s Washington  office  until  further  notice. 


Living  Conditions  and  Rehabilitation 

Living  conditions  in  cities  handicap  patients  re- 
covering from  serious  illnesses,  points  out  an  edi- 
torial in  the  May  21st  Journal  of  the  American 
Medical  Association. 

Convalescents  used  to  be  stimulated  by  the  daily 
needs  of  life  on  the  farm  and  in  the  home,  and 
their  relationship  with  the  doctor  was  sufficiently 
personal  to  help  in  the  rehabilitation  process,  the 
editorial  says. 

Nowadays,  however,  and  esp)ecially  in  cities,  liv- 
ing conditions  do  not  aid  rehabilitation,  and  the 
doctor  who  has  served  the  patient  W’ell  during  his 
recovery  in  the  hospital  can  do  little  or  nothing  for 
him  during  the  rehabilitative  phase. 

ISIany  jieople  live  almost  monastically  in  apart- 
ments like  cubicles.  From  the  hospital  an  inmate 
returns  to  his  cubicle,  where  materials  are  delivered 
to  the  service  door  by  the  smoothly  flowing  “circula- 
tory system”  of  the  metropolis,  and  activities  for 
recreation  tend  to  be  passive  ones,  such  as  listen- 
ing to  the  radio,  reading,  and  watching  television, 
plays,  or  sports. 

k prolonged  convalescence  imposes  added  strains 
upon  a family  living  in  cramped  quarters.  IMod- 
ern  living  conditions  in  cities  make  special  reha- 
bilitation programs  an  important  part  of  medical 
care,  and  emphasize  the  role  of  jfliysical  medicine 
and  occupational  therapy  in  the  rehabilitation  of 
patients. 
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INFLUENCE  OF  STILBAMIDINE  IN  MULTIPLE  MYELOMA  WITH  PRE-EXIST- 
ING RENAL  INVOLVEMENT— CASE  REPORTS^ 

J.  David  Markham,  M.D., 

Joseph  K.  Kriz,  M.D., 

and 

John  P.  Williams,  M.D., 

Richmond,  Virginia. 


Introduction 

In  1946  Snapper^  first  presented  a series  of 
cases  of  multiple  myeloma  in  which  he  had  tried 
two  drugs  of  the  di-amidino-stilbene  group,  stil- 
bamidine  and  pentamidine.  These  drugs,  particu- 
larly stilbamidine,  had  been  used  with  complete 
success  in  the  treatment  of  kala-azar,  and  the  oc- 
currence of  hyperglobulinemia  in  this  disease  and 
in  multiple  myeloma  led  to  their  clinical  trial  in 
the  latter.  Results  so  far  have  indicated  that  these 
agents  are  useful  in  relieving  the  severe  pain  of 
multiple  myeloma,  and  in  some  cases  have  marked- 
ly reduced  the  invalidism. 

Arai  and  Snapper^  reported  fourteen  cases  in 
which  particular  attention  w-as  paid  to  the  influ- 
ence of  stilbamidine  on  the  renal,  hepatic,  and 
hematopoietic  systems.  Of  these,  three  cases  showed 
an  increase  in  the  blood  non-protein-nitrogen  or 
blood  creatinine,  with  no  demonstrable  specific  le- 
sions at  autopsy  which  might  be  attributed  to  the 
stilbamidine.  Two  other  cases  with  pre-existing 
renal  involvement  revealed  only  the  typical  changes 
of  multiple  myeloma  at  autopsy,  although  the  course 
of  their  renal  disease  appeared  to  have  been  ag- 
gravated by  the  therapy.  In  none  of  the  five  cases 
autopsied  were  hepatic  lesions  found. 

The  use  of  the  di-amidino-stilbenes,  particularly 
4:4'  diamidino-stilbene  or  stilbamidine,  in  the  ther- 
apy of  kala-azar  has  been  known  since  1939.^  Most 
of  the  experience  wdth  this  drug  was  confined  to  the 
Middle  East  and  India.  Oastler  and  Fidler^  re- 
ported toxic  effects  in  animals,  with  widespread 
damage  to  liver,  kidneys,  brain  and  other  internal 
organs.  Sen  Gupta^  criticized  this  work,  asserting 
that  the  changes  recorded  were  the  result  of  the  use 
of  autoclaved  solutions  of  stilbamidine,  with  chemi- 

*From  the  Medical  Service,  McGuire  Veterans  Admin- 
istration Hospital,  Richmond,  Virginia.  Published  with 
permission  of  the  Chief  Medical  Director,  Department 
of  Medicine  and  Surgery,  Veterans  Administration,  who 
assumes  no  responsibility  for  the  opinions  expressed  or 
conclusions  drawn  by  the  authors. 
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cal  changes  causing  the  toxicity.  However,  experi- 
ence with  humans  indicates  that  certain  toxic  effects 
may  be  expected.  Some  of  these  apjiear  immediately 
upon  injection,  such  as  numbness  and  tingling  of 
the  extremities,  or  a feeling  of  formication,  and  oc- 
casionally there  is  a drop  in  blood  pressure  which 
is  transitory  and  not  of  great  significance.  A de- 
layed effect  has  been  noted  by  most  workers  two  to 
five  months  after  completion  of  treatment,  consist- 
ing of  a trigeminal  neuropathy  with  numbness,  for- 
mication, heaviness  and  itching.^  There  is  disso- 
ciated anesthesia,  with  lo.ss  of  the  sensation  of  light 
touch  but  not  of  pain,  pressure  or  temperature. 
There  is  slow  recovery  from  all  these  effects  except 
the  dissociated  anesthesia,  which  may  be  {permanent. 

Seager  and  Castelnuovo®  found  that  the  maxi- 
mum dose  of  stilbamidine  tolerated  by  mice  was  50 
milligrams  per  kilo  intraperitoneally,  and  by  rabbits 
was  20  milligrams  per  kilo  intravenously.  The  chief 
toxic  effects  they  observed  were  in  the  liver  and 
kidneys.  In  the  liver  the  changes  resembled  the 
precirrhotic  changes  seen  in  various  kinds  of  poison- 
ings. ^lost  of  the  damage  was  in  the  peripher}’  of 
the  lobules,  with  the  amount  of  fibrosis  apparently 
proportional  to  the  survival  time  of  the  animal.  In 
the  kidney  cloudy  swelling  was  seen  in  the  tubules, 
sometimes  with  involvement  of  the  glomeruli.  Con- 
gestion and  enlargement  of  intertubular  vessels  were 
observed,  while  hyaline  and  granular  casts  have 
been  found,  especially  in  the  lower  part  of  the 
medulla.  Nevertheless,  there  were  distinct  species 
differences,  with  the  mice  more  resistant  to  liver 
damage  and  the  rabbits  to  kidney  damage.  It  is  not 
clear  whether  the  solutions  of  stilbamidine  used 
were  fresh. 

The  effect  of  stilbamidine  in  human  beings  has 
not  been  completely  studied.  In  this  country  Snap- 
per and  associates,®’’^’^  in  using  the  drug  for  the 
treatment  of  multiple  myeloma,  have  made  inten- 
sive studies  of  the  deposition  of  stilbamidine  in  the 
myeloma  cells  of  the  bone  marrow  and  in  mye- 
lomatous  tissue.  They  found  basophilic  inclusion 
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bodies  in  the  cytoplasm  of  myeloma  cells  in  patients 
treated  with  stilbamidine,  and  an  appreciable  con- 
centration of  stilbamidine  in  myelomatous  tissue. 
The  inclusion  bodies  were  demonstrated  to  contain 
ribose  nucleic  acid,  and  on  the  basis  of  their  work 
they  advanced  an  hypothesis  for  the  action  of  stil- 
bamidine in  multiple  myeloma.  They  proposed 
that  the  stilbamidine  comlnnes  with  the  ribose  nu- 
cleic acid  of  the  myeloma  cell  to  render  it  inert, 
and  thus  prevent  the  formation  of  the  abnormal 
proteins  found  in  multiple  myeloma.  The}’  sug- 
gested that  the  myeloma  cell  itself  is  the  principal 
source  of  the  abnormal  globulins,  such  as  Bence- 
Jones  protein,  and  that  stilbamidine  has  an  affinity 
for  the  abnormal  nucleoproteins  involved  in  their 
synthesis,  but  not  for  the  nucleoproteins  of  normal 
cells.  This  is  of  particular  interest,  since  it  is  known 
that  actively  regenerating  cells,  such  as  are  found 
in  cancer  tissue  undergoing  active  protein  synthesis, 
contain  large  amounts  of  basophilic  nucleoproteins. 
This  is  true  of  the  myeloma  cell,  but  the  particular 
aberration  producing  the  Bence-Jones  protein  may 
require  a specific  nucleoprotein  which  is  chemically 
susceptible  to  inactivation  by  stilbamidine. 

While  the  subject  of  multiple  myeloma  has  been 
extensively  studied,  reviews  of  the  literature  from 
time  to  time  indicate  that  there  are  still  some  con- 
troversial areas.  Excellent  reviews  of  the  subject 
are  available,  and  it  is  not  our  purjiose  to  duplicate 
them  here.*’®4®'^^  Of  particular  interest  are  the  va- 
riations reported  in  blood  calcium  and  phosphorus 
levels  and  their  relation  to  function  of  the  parathy- 
roids. Barr  and  Bulger^^  reported  a case  with  hy- 
percalcemia, normal  blood  phosphorus,  and  hyper- 
function of  the  parathyroid  glands.  Snapper^  states 
that  this  is  rare,  with  normal  parathyroids  the  rule 
even  with  hypercalcemia,  while  hypercalcemia  't- 
self  is  unusual.  The  nature  of  the  abnormal  pro- 
teins found  in  the  blood  has  not  been  definitely 
elaborated,  probably  because  of  the  wide  fluctuations 
in  quantitative  determinations  of  the  globulin  frac- 
tions in  different  cases  of  multiple  myeloma.  The 
chemical  nature  of  Bence-Jones  protein  has  not  been 
elucidated,  although  two  observers  independently 
have  found  Bence-Jones  protein  in  the  bone  mar- 
rowis-i^  and  there  is  little  question  as  to  its  endo- 
genous origin. 

Since  the  number  of  reported  cases  of  multiple 
myeloma  with  pre-existing  renal  involvement  treated 
with  stilbamidine  is  very  small,  we  are  presenting 


two  cases  treated  at  the  McGuire  Veterans  Adminis- 
tration Hospital  in  the  terminal  stages  of  the  dis- 
ease, with  autopsy  findings,  in  order  to  add  to  the 
material  available  for  future  final  evaluation  of 
stilbamidine  therapy  in  multiple  myeloma. 

Case  1.  (H.  D.,  Register  No.  8069)  : The  pa- 
tient was  a 59-year  old  white  male  whose  symptoms 
began  in  September,  1946,  with  soreness  of  the  left 
shoulder  made  worse  by  motion.  This  was  soon 
followed  by  jiain  in  the  chest  made  worse  by  cough- 
ing. Treatment  for  pleurisy  did  not  relieve  the  pain. 
It  became  worse  in  the  thoracic  spine  and  the  lower 
ribs,  with  right  hip  pain  appearing  by  the  end  of 
May,  1947.  There  had  been  no  weight  loss  or  other 
systemic  complaints.  The  patient  continued  to  work 
until  April,  1947.  During  the  Spring  of  1947  his 
doctor  noted  proteinuria.  Urography  revealed  bony 
abnormality  which  was  interpreted  as  possible  hy- 
perparathyroidism. Further  workup  showed  a high 
blcod  protein  with  hyperglobulinemia,  Bence-Jones 
proteinuria,  and  skull  X-ray  findings  consistent 
with  multiple  myeloma.  Slight  shortening  of  stat- 
ure was  noted.  He  was  admitted  to  the  Veterans 
Administration  Hospital  in  Huntington,  West  Vir- 
ginia, on  June  3,  1947,  and  transferred  to  McGuire 
Veterans  Administration  Hospital,  Richmond,  Vir- 
ginia, on  July  2,  1947. 

At  Huntington  physical  examination  revealed  a 
w'ell-developed,  well-nourished  elderly  white  male 
lying  quietly  in  bed,  but  experiencing  a good  deal 
of  pain  in  the  lower  thoracic  spine  on  movement. 
Pressure  over  the  lower  ribs  bilaterally  caused  pain 
radiating  around  to  the  back.  BP  was  118/80. 
The  liver  was  palpable  two  finger-breadths  below 
the  right  costal  margin  on  deep  inspiration.  There 
was  slight  bilateral  costo-vertebral  angle  tenderness, 
with  tenderness  on  percussion  of  the  vertelirae  from 
D-9  down  to  L-1.  There  was  also  tenderness  over 
the  sternum.  X-rays  showed  sharply-demarcated, 
punched-out  areas  varying  from  three  to  twelve 
millimeters  in  the  skull,  ribs,  lumbar  vertebrae, 
pelvis  and  femurs.  Pathological  fractures  of  the 
left  and  right  third  ribs  and  left  fifth  rib  were 
noted,  with  collapse  of  vertebrae  D-7  and  D-8  and 
cortical  thinning  of  D-9  and  D-10.  Beginning  col- 
lapse of  L-1  and  L-5  was  seen.  Chest  X-ray  showed 
increased  broncho-vascular  markings  with  fibrosis 
and  circumscribed  areas  of  parenchymal  infiltra- 
tions. The  peripheral  blood  showed  a slight  leu- 
jocytosis.  Blood  calcium  was  15.4  mgm.  per  cent. 
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Fig".  1. — Graph  showing  blood  chemistries,  and  other  tests  and  treatments  while  under  stilbamidine  therapy. 


inorganic  phosphorus  6.1,  non-protein  nitrogen  38.7, 
creatinine  1.0.  The  total  blood  protein  was  elevated 
to  9.25  grams  per  cent,  with  albumin  of  2.67  grams 
and  gloI>ulin  of  6.58  grams.  Urine  was  negative  for 
Bence-Jones  protein,  although  repeated  urinalyses 
showed  constant  4 plus  albuminuria  with  many 
hyaline  and  finely  granular  casts  and  maximum  con- 
centration to  s|)ecific  gravity  of  1.017.  Sternal 
marrow  examination  was  pathognomonic  for  multi- 
ple myeloma,  plasma  cell  type.  The  patient  was 
completely  bedridden  because  of  pain  in  his  chest 
and  back.  He  developed  anorexia  and  constipation, 
with  progressive  weight  loss. 

When  the  patient  arrived  at  IMcGuire  V.  A.  Hos- 
pital he  was  poorly  nourished  and  showed  evidence 
of  chronic  weight  loss.  There  was  general  pallor 
of  the  mucous  membranes.  The  chest  was  emphy- 
sematous in  type,  with  a few  fine  rales  at  the  lung 
bases.  The  tendon  reflexes  of  the  upper  extremities 
were  hyperactive  and  there  was  a coarse  fascicular 
twitching  in  the  arms  and  hands. 

The  laboratory  findings  are  summarized  graphi- 
cally, together  with  pertinent  clinical  events  which 
may  have  influenced  them.  Figure  1 is  a presenta- 
tion of  the  blood  chemistr}'  findings,  while  Figure 
2 presents  the  peripheral  blood  picture.  The  urinary 
findings  showed  little  change,  with  persistent  4 plus 
albuminuria  and  gradual  lowering  of  the  specific 
gravity.  PSP  dye  excretion  was  markedly  dimin- 
ished, totaling  less  than  15%  in  two  hours  on  July 
15,  1947.  On  August  21  quantitative  urine  albumin 
determination  showed  2.5  grams  per  liter  per  24 
hours,  with  3.2  grams  per  liter  on  September  12. 


Fig.  2, — Upper:  The  white  count  remained  relatively  unaf- 
fected during  the  course  of  treatment. 

Middle:  Progressive  myelophthisis  affecting  the  ery- 
thropoietic and  platelet  elements  occurring  despite 
transfusions  and  stilbamidine  therapy.  The  platelet 
count  at  times  fell  below  the  critical  level. 

Lower:  Hyperglobulinemia  with  elevated  total  pro- 
tein and  reversal  of  the  A-G  ratio  is  demonstrated. 
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Bence-Jones  proteinuria  was  found  on  only  one 
occasion,  despite  numerous  analyses  by  special  tech- 
nique. Sternal  marrow  examination  on  July  2 re- 
vealed 80%  of  the  myeloid  cells  to  be  of  the  plasma 
cell  type  (Plate  I).  A second  sternal  marrow  ex- 


piate I. — Photomicrograph  of  sternal  marrow  in  first  case. 

Typical  myeloma  cells  of  plasma  cell  type  are  seen. 
Wright’s  stain. 


amination  on  August  15,  after  the  patient  had  re- 
ceived fifteen  injections  of  stilbamidine,  totaling 
2,100  mgm.,  revealed  no  essential  change.  Repeated 
studies  of  the  peripheral  blood  revealed  an  occa- 
sional plasma  cell.  Basophilic  inclusion  bodies,  as 
described  by  Snapper,  were  not  seen  in  the  sternal 
marrow  examination  of  August  15. 

X-rays  taken  July  8 showed  some  progression  of 
the  bony  lesions  in  the  one  month  interval  since  the 
last  series.  The  right  eighth  rib  had  a pathological 
fracture.  Areas  of  decreased  density  were  noted  in 
the  scapulae  and  clavicles.  The  spine  likewise 
showed  numerous  rounded  punched-out  areas  of  de- 
creased density  in  most  of  the  vertebrae,  with  flat- 


tening and  anterior  wedging  in  D-4  and  D-5,  D-8 
and  D-9,  D-12  and  L-1.  Osteoporosis  was  present 
in  all  bones  examined.  The  renal  shadows  appeared 
normal.  The  lungs  appeared  normal.  Re-examina- 
tion of  the  skull,  ribs,  spine  and  pelvis  including  up- 
per one-third  of  the  femurs  on  August  12  showed 
evidence  of  definite  increase  in  size  and  number  of 
the  osteolytic  defects  (Plate  II).  The  patient  had 
completed  his  first  course  of  stilbamidine  at  the 
time  of  the  repeat  X-rays,  and  had  received  fifteen 
injections  totaling  2,100  mgm. 

During  therapy,  the  clinical  course  was  at  first 


Plate  II. — Upper  X^Ray:  Before  treatment. 

Lower  X~Ray:  After  treatment.  Note  the  increase 
in  size  and  number  of  osteolytic  defects. 

encouraging.  After  four  injections  he  noted  a defi- 
nite lessening  of  the  pain  in  his  back.  He  continued 
to  show  sjTnptomatic  improvement  with  lessening 
of  pain  everywhere  but  in  the  sternum.  He  was  able 
to  move  about  in  bed,  and  on  several  occasions  sat 
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up  or  kneeled  spontaneously.  His  general  condi- 
tion, however,  showed  steady  deterioration.  Anemia 
and  azotemia  became  more  marked,  responding  at 
first  to  supportive  measures,  but  with  less  response 
progressively.  Stilbamidine  therapy  was  continued 
until  the  patient  had  received  a total  of  twenty-two 
injections,  or  3,150  mgm.,  by  September  2.  He  had 
become  increasingly  drowsy  and  lethargic  during 
the  last  two  weeks  of  treatment,  and  at  times  ap- 
peared confused  mentally.  His  nutritional  intake 
became  very  inadequate,  and  attempts  to  render 
further  supportive  treatment  intravenously  were  un- 
successful because  of  venous  thrombosis  subsequent 
to  the  stilbamidine  therapy.  On  September  16  he 
had  a rectal  hemorrhage  of  about  200  cc.  of  bright 
red  blood.  Rectal  examination  disclosed  a fecal 
impaction  with  tarry  stool  and  tarry  liquid  feces 
behind  the  impaction.  Platelet  count  at  that  time 
was  80,000.  Drowsiness  progressed  to  stupor,  ca- 
chexia was  marked,  and  the  patient  died  in  respira- 
tory collapse  on  September  19,  1947. 

Autopsy  Findings:  A complete  post-mortem  ex- 
amination was  performed  15^  hours  after  death. 
The  body  showed  marked  emaciation  and  cachexia. 
The  significant  gross  and  microscopic  findings  were: 
Heart — weight  250  grams.  The  myocardium  was 
reddish-brown  and  firm.  The  coronary  arteries  were 
patent.  Microscopically,  no  remarkable  changes 
were  noted. 

Lungs — The  right  weighed  475  grams;  the  left 
550  grams.  Focal  areas  of  consolidation  were  noted 
in  both  lungs.  Microscopically  the  lungs  showed 
broncho-pneumonia. 

Liver — weight  1150  grams.  The  capsule  was 
smooth.  ^licroscopically  fatty  metamorphosis  of  the 
liver  cords  and  a few  areas  of  hanphocytic  infiltra- 
tion in  the  interlobular  connective  tissue  were  pres- 
ent. 

Spleen — weight  50  grams.  The  capsule  was 
smooth.  The  cut  surface  was  purplish-red,  and  the 
pulp  sank  below  the  level  of  the  capsule.  The 
Malpighian  corpuscles  were  indistinct.  The  most 
striking  change  microscopically  was  the  marked 
deposition  of  hemosiderin  found  both  intra  and  ex- 
tracellularly. 

Kidneys — The  right  weighed  100  grams;  the  left 
150  grams.  The  capsules  stripped  with  ease  re- 
vealing finely  granular  surfaces.  Microscopically 
many  of  the  glomerular  tufts  showed  hyalinization 


of  the  capillaries.  Many  convoluted  and  collecting 
tubules  were  occluded  with  homogeneous  hyaline- 
appearing casts  that  showed  numerous  linear  cracks. 
In  the  neighborhood  of  these  protein  casts  were 
giant  cells  of  the  foreign  body  type.  There  was 
round  cell  infiltration  of  the  interstitial  tissue.  A 
few  calcific  deposits  were  seen  in  the  medulla. 

Skeletal  System — pathologic  fractures  of  the  2nd 
and  7th  ribs  on  both  sides  were  noted.  On  the  pleural 
surfaces  of  the  right  3rd  and  4th  ribs  just  lateral 
to  the  costovertebral  junction  a bulging  soft,  fluc- 
tuant tumor  mass  was  seen.  This  tumor  mass  was 
directly  connected  with  the  bone.  Over  the  manu- 
brium sterni  there  was  another  area  where  the 
bone  was  replaced  by  soft,  necrotic-appearing  tumor 
tissue.  Microscopically  the  bone  sections  showed  the 
characteristic  findings  of  multiple  myeloma. 

Skull — no  fractures  were  found.  However,  nu- 
merous small  circumscribed  areas,  the  largest  meas- 
uring 1 cm.  in  diameter,  were  seen.  These  were  de- 
pressed below  the  bone  surface,  soft  and  hemor- 
rhagic. Microscopically  these  showed  typical  multi- 
ple myeloma. 

The  adrenals,  prostate,  brain,  pituitary,  thyroid, 
parathyroids,  and  pancreas  did  not  reveal  signifi- 
cant changes. 

Case  2.  (M.  R.,  Register  No.  7728):  The  pa- 
tient was  a 57-year  old  Negro  male  admitted  to  the 
hospital  originally  on  June  16,  1947,  for  treatment 
for  pulmonary  tuberculosis.  He  gave  a history  of 
pain  in  his  chest  and  cough  productive  of  bloody 
sputum  for  two  months  prior  to  admission.  The 
week  before  admission  he  had  been  treated  with 
streptomycin  by  his  local  physician.  A chest  X-ray 
revealed  tuberculosis,  and  the  patient  was  hos- 
pitalized. The  only  other  s)'mptoms  of  note  were 
pain  in  the  left  hip  on  motion  of  that  joint  since 
IMarch,  1947;  transient  pain  in  both  upper  abdomi- 
nal quadrants  for  two  weeks;  nocturia  five  to  six 
times,  with  daytime  frequency;  and  “chest  trouble” 
since  servdng  in  France  in  World  War  1. 

Physical  e.xamination  revealed  a well-developed, 
fairly  well-nourished,  middle-aged  Negro  male,  who 
was  slow  in  his  responses  and  appeared  to  be  below 
normal  in  intelligence.  The  history  was  elicited 
with  great  difficulty.  Medium  moist  rales  were 
scattered  throughout  the  right  upper  lung  field. 
There  was  some  tenderness  on  pressure  in  both  up- 
per quadrants.  Pain  was  elicited  on  motion  of  the 
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left  hip  in  abduction  and  flexion.  There  was  no 
local  swelling  or  increased  heat. 

On  the  day  of  admission  to  the  hospital  postero 
anterior  and  apical  views  of  the  chest  by  roentgeno- 
gram showed  a fibrotic  infiltration  in  the  upper  half 
of  the  left  lung  field  with  considerable  diminution 
in  size  of  the  left  hemithorax.  A few  nodules  were 
seen  in  this  area.  On  the  right  there  was  a fibrotic 
infiltration  overlying  the  second  rib,  with  mild 
fibrosis  and  emphysema  in  the  remaining  lung  fields. 
Several  old  healed  fractured  ribs  were  seen.  The 
roentgen  appearance  was  consistent  with  tuberculo- 
sis of  neoplasm.  The  patient's  serum  was  found  to 
be  anticomplementar)’  because  of  hyperglobulinemia. 
X-rays  were  then  taken  on  June  23  of  the  bony 
pelvis,  spine,  skull,  long  bones,  ribs  and  both  hands. 
These  revealed  widespread  oval  and  punched-out 
areas  of  decreased  density  in  all  bones  examined 
except  the  spine  and  hands,  where  arthritic  changes 
of  the  hypertrophic  type  were  evident.  Sternal  mar- 
row puncture  was  then  performed,  and  the  diagno- 
sis of  multiple  myeloma  was  established  on  June 


Table  I 

Sed.  Hemato- 


Date 

Hgb. 

Rbc. 

W be.  Rate  crit 

Platelets 

(gms.)  (millions) 

6/16 

10.5 

2.95 

6950  mm/hr. 

6/21 

10.0 

3.65 

6000 

6/22 

10.5 

3.31 

5300 

6/24 

' 8.0 

2.80 

7350  26  29 

6/27 

11.0 

3.49  ' 

6/28 

11.5 

4.38 

7/1 

14.5 

4.63 

Transfusions 

7/2 

11.5 

3.98 

7/3 

11.0 

4.20 

7/7 

590,000 

7/9 

10.5 

3.65 

7/10 

9.5 

3.28 

7/23 

9.0 

3.35 

8/1 

9.0 

2.95 

8/2 

3.84 

15,800 

200,000 

8/7 

8.0 

3.00 

11,050  5 

240,000 

8/9 

10.0 

4.08 

7,100 

110,000 

8/12 

10.5 

3.60 

9,200 

130,000 

8/14 

11.0 

3.48 

8,300 

120,000 

8/16 

8.5 

2.91 

8,700 

8/19 

10.5 

3.60 

6.900 

110,000 

8/21 

9.0 

3.07 

8,500 

150,000 

8/23 

9.5 

3.00 

7,550 

150,000 

8/26 

8.5 

2.75 

9,850 

150,000 

9/1 

9.5 

3.20 

9,100 

170,000 

9/13 

7,700 

Case  2.  Progressive  anemia  developed  without  demon- 
strable influence  on  the  platelet  or  white  blood  cell  count. 


26  w'ith  the  finding  of  40%  myeloma  cells  of  the 
plasma  cell  type  in  the  bone  marrow  smear.  Peri- 
pheral blcxxl  smears  on  June  27  showed  3%  plasma 
cells,  but  numerous  subsequent  studies  were  nega- 
tive except  for  a rare  plasma  cell  seen  on  August  14. 
The  disease  in  this  patient  remained  confined  to 
the  bone  marrow. 

Laboratory  studies  are  presented  in  tabular  form 
where  possible.  Table  I lists  the  blood  counts,  and 
reveals  a continuous  progressive  anemia  which 
showed  only  temporary  response  to  transfusions. 
The  white  cell  count  and  platelet  count  did  not  show 
any  abnormality  throughout  the  patient’s  illness. 
Thfe  blood  chemistries  are  presented  in  Talfle  II. 

Table  IIA 

Formal  let.  Acid 


Date 

gel  T.P.  Alb. 

Glob.  Cblor.  BSP  Ind.  Phos.  Vd  B. 

6/17 

9 3.7 

5.3 

6/18 

6 

neg. 

6/19 

4% 

retention 

6/24 

posi- 

tive 

8.7  3.9 

4.6  462 

6/28 

neg 

Table  IIB 

Date 

Cal. 

Phos. 

Aik.  phos.  BUN 

NPN  Creat. 

8/7 

16.7 

3.9 

11 

65 

8/12 

67 

8/15 

76 

8/19 

85 

8/22 

40 

56 

8/26 

62 

9/13 

37 

2.5 

Tables  IIA  and  IIB.  Blood  chemistry  tests  performed 
in  Case  2.  Note  that  the  degree  of  azotemia  had  wide 
fluctuations,  apparently  unrelated  to  stilbamidine  therapy. 


IMore  determinations  were  not  done  because  of  the 
technical  difficulty  in  obtaining  blood  in  sufficient 
quantities  as  a sequel  to  the  venous  thrombosis 
which  occurred  locally  following  the  injection  of 
stilbamidine.  It  is  interesting  to  note  that  on  two 
out  of  three  occasions  the  sedimentation  rate  was 
normal  despite  the  high  globulin  content  of  the 
serum  and  the  presence  of  active  tuberculosis. 

Bacteriological  studies  of  sputa  and  gastric  wash- 
ings were  negative  for  acid-fast  bacilli,  although  a 
bedside  chest  film  on  September  12  suggested  exten- 
sion of  the  changes  in  the  right  upper  lobe.  The 
urine  showed  a persistent  trace  of  albumin  with  a low 
fixed  specific  gravity  wdiich  reached  a maximum  of 
1.007  during  a concentration  test  on  August  8, 
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pyuria  ranging  from  four  to  thirty  cells  per  high 
power  field,  intermittent  hyaline  casts,  and  vary- 
ing amounts  of  renal  epithelial  cells.  No  Bence- 
Jones  protein  could  be  discovered,  however.  Quanti- 
tative measurement  of  the  urine  albumin  e.xcretion  in 
24  hours  was  0.92  grams  on  August  13,  at  a time 
when  the  azotemia  was  increasing.  Further  X-ray 
studies  were  performed.  A bedside  chest  film  on 
September  1 2 revealed  marked  collapse  of  the  lx>dies 
of  the  third,  ninth  and  eleventh  thoracic  and  first 
lumbar  vertebrae.  Other  bony  changes  were  jjrob- 
ably  more  marked  than  on  previous  examination. 
X-ray  of  the  cervical  spine  on  .August  25  showed 
no  evidence  of  pathological  fracture. 

Incidental  laboratory  studies  showed  a negative 
^^'assermann,  negative  Frei  test,  and  cerebrosp.'nal 
fluid  total  protein  of  59  mgm.  per  cent  with  all 
other  spinal  fluid  findings  normal.  Biopsy  of  rectal 
mucosa  after  an  episode  of  rectal  bleeding  was  nega- 
tive, while  biopsy  of  a mass  excised  from  the  left 
prepatellar  region  revealed  a fibroma.  Barium 
enema  following  transient  severe  abdominal  pain 
was  negative. 

The  patient’s  course  in  the  hospital  was  stormy. 
He  had  transfusion  reactions  of  a febrile  nature, 
and  thereafter  had  febrile  episodes  intermittently. 
He  went  progressively  downhill,  and  became  in- 
creasingly more  lethargic.  His  pain  increased,  so 
that  he  was  completely  immobile  in  bed  and  could 
be  turned  only  with  great  difficulty.  Most  of  the 
pain  appeared  to  be  in  the  left  hip  and  pelvis.  Stil- 
bamidine  therapy  was  begun  on  .\ugust  7 and  given 
ever}’  other  day  intravenously  until  a total  of  1.2 
grams  in  nine  injections  had  been  given.  Toward 
the  end  of  the  treatment  period  there  was  a sharp 
rise  in  the  blood  non-protein-nitrogen.  The  patient 
was  drowsy,  but  on  persistent  questioning  stated  that 
there  had  been  no  change  in  the  pain.  At  the  same 
time,  administration  of  the  drug  had  become  ver}' 
difficult  because  of  local  venous  thromboses.  For 
these  reasons,  and  because  the  patient’s  condition 
made  further  evaluation  of  the  drug  doubtful  in 
this  case,  the  therapy  was  discontinued.  At  the  end 
of  August  tlie  patient  developed  a transitory  myositis 
on  the  left  side  of  his  neck.  Emaciation  had  become 
marked  with  a decubitus  ulcer  over  the  left  gluteal 
region.  The  patient  became  semicomatose  with 
gradual  deterioration  until  death  on  September  24, 
1947. 


Autopsy  Findings:  complete  post-mortem  ex- 

amination was  performed  21  hours  after  death.  The 
body  showed  marked  emaciation.  The  significant 
gross  and  microscopic  findings  were;  Heart — -weight 
260  grams.  Myocardium  reddish-brown  and  flabby. 
Coronary  arteries  tortuous  but  patent.  Microscopi- 
cally no  significant  changes  were  seen. 

Lungs — the  right  weighed  780  grams,  the  left 
650  grams.  Both  lungs  showed  evidence  of  exten- 
sive tuberculosis  with  cavitation.  Microscopically 
the  lungs,  parietal  pleura  and  peribronchial  lymph 
nodes  were  tuberculous. 

Liver — weight  1330  grams.  The  capsule  was 
smooth.  The  left  lobe  was  narrow  and  elongated. 
A thick  band  of  fibrous  tissue  separated  the  tip 
from  the  body  of  the  left  lobe.  Microscopically  sec- 
tions from  the  right  lolje  showed  round  cell  infiltra- 
tion in  the  interlobular  connective  tissue.  Focal 
areas  of  necrosis  were  seen  surrounded  by  leukocytes. 
The  liver  cords  showed  marked  bile  pigment  in  the 
cytoplasm.  Sections  from  the  tip  of  the  left  lobe 
showed  complete  destruction  of  the  lobular  struc- 
tures. The  liver  cells  were  necrotic  and  only  a fine 
reticulum  was  seen  in  which  could  be  seen  pigment- 
laden macrophages,  lymphocytes  and  degenerated 
liver  cells.  Groups  of  biliary  ducts  were  identified 
with  considerable  round  cell  infiltration  around 
them.  N^umerous  bands  of  scar  tissue  and  thick- 
walled  blood  vessels  were  seen. 

Spleen — weight  100  grams.  The  capsule  was 
wrinkled.  The  cut  surface  was  dark  red  and  sank 
below  the  level  of  the  capsule.  The  Malpighian 
corpuscles  were  indistinct.  Microscopically,  there 
was  a heavy  deposition  of  hemosiderin  both  intra 
and  extracellularly. 

Kidneys — the  right  weighed  120  grams,  the  left 
140  grams.  The  capsules  stripped  with  slight  diffi- 
culty, revealing  finely  granular  surfaces.  Micro- 
scopically, a few  of  the  glomeruli  showed  fibrosis. 
Focal  areas  of  lymphocytic  infiltration  were  seen. 
Alany  of  the  collecting  tubules  were  filled  with 
hyaline-appearing  casts  that  showed  linear  cracks. 
Mild  sclerosis  of  the  blood  vessels  with  hyalin iza- 
tion  of  the  walls  was  seen. 

Skeletal  System — pathologic  fractures  of  3rd  to 
6th  ribs  right,  and  3rd  to  5th  ribs  left  were  noted. 
IMicroscopically,  the  sections  showed  the  typical 
findings  of  multiple  myeloma. 

Skull — many  discrete,  soft  hemorrhagic  areas 
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were  noted  in  the  calvarium  and  at  the  base  of  the 
skull,  particularly  about  the  posterior  and  anterior 
clinoid  processes.  Microscopically,  the  sections  dis- 
closed typical  multiple  myeloma. 

The  remaining  organs  were  essentially  normal. 

Comment 

Both  of  these  cases  presented  the  typical  picture 
of  advanced  multiple  myeloma.  Neither  case  showed 
evidence  of  amyloidosis  despite  the  extensiveness  of 
the  disease  and,  in  the  second  case,  its  association 
with  tuberculosis.  H)’percalcemia  was  present  in 
both,  with  calcific  deposits  microscopically  in  the 
kidneys  in  one.  The  parathyroids  were  apparently 
normal.  Hyperglobulinemia  was  present  in  both, 
although  Bence-Jones  protein  was  found  in  only 
one.  Typical  bone  lesions  were  present  with  marked 
invalidism,  and  the  bone  marrow  smears  were 
pathognomonic. 

Because  of  the  advanced  stage  of  the  disease,  and 
the  marked  renal  involvement  in  both  cases,  ther- 
apy with  stilbamidine  was  begun  cautiously  with 
administration  of  the  drug  every  other  day  intra- 
venously. Marked  symptomatic  response  was  ob- 
served in  our  first  case  after  the  fourth  injection, 
although  all  X-ray  and  laboratory  studies  showed 
a continuous  progression  of  the  disease.  Pain  was 
materially  reduced,  and  movement  in  bed  became 
p)Ossible.  The  effect  on  the  kidneys  was  not  suffi- 
ciently marked  to  attribute  any  of  it  to  the  stilbami- 
dine. At  first  there  seemed  to  be  an  increase  in  the 
uremia,  but  transfusions  and  intravenous  fluids  re- 
versed this  tendency,  and  there  was  no  further  sig- 
nificant rise  despite  the  continuance  of  treatment 
until  a total  of  3150  milligrams  had  been  given. 
Although  there  was  a progressive  downhill  course 
with  lethargy  and  drowsiness,  death  actually  came 
l>ecause  of  bone  marrow  phthisis  and  intractable 
progressive  anemia,  due  to  widespread  replacement 
of  the  normal  marrow  with  myeloma  tissue,  and 
terminal  thrombocytopenia. 

In  our  second  case  treatment  was  discontinued 
after  nine  injections,  or  after  a total  of  1200  milli- 
grams of  stilbamidine  had  been  given.  The  patient 
clinically  was  semi-stuporous  part  of  the  time,  and 
showed  no  apparent  clinical  or  symptomatic  bene- 
fit from  the  drug.  He  remained  motionless  in  bed 
because  of  pain,  and  showed  no  evidence  of  pallia- 
tion. There  was  a steady  increase  in  the  extent  of 
his  uremia  with  an  uremic  death,  associated  with 


I^rogression  of  the  pulmonary  tuberculosis. 

In  lx)th  cases  transitory  paresthesias  were  noted 
during  administration  of  the  drug,  but  no  other  ill- 
effect.  A clinically  important  tendency  of  the  drug 
to  produce  venous  thrombosis  locally  at  the  site  of 
injection  was  noted,  the  thrombosis  usually  requir- 
ing one  to  two  days  to  develop.  This  interfered 
with  the  supportive  treatment  of  the  patient,  and  it 
is  recommended  that  in  further  cases  the  drug  be 
used  in  greater  dilution  in  normal  saline.  Freshly 
prepared  non-autoclaved  solutions  of  stilbamidine 
were  used  in  both  cases  for  each  injection. 

At  autopsy  the  gross  findings  were  essentially 
those  to  be  expected.  The  microscopic  findings  dif- 
fered somewhat  from  the  gross,  particularly  with 
reference  to  changes  observed  in  the  liver.  In  the 
first  case,  a chronic  inflammatory  reaction  of  the 
interlobular  connective  tissue,  with  fatty  changes  in 
the  liver  cord  cells,  was  observed.  These  changes 
were  non-s|3ecific,  and  could  have  been  due  to  the 
marked  cachexia,  rather  than  to  the  stilbamidine. 
In  the  second  case  a varied  picture  was  seen  in  the 
liver,  ranging  from  focal  areas  of  mild  inflammation 
and  discrete  necrosis  to  complete  dissolution  and 
destruction  of  liver  tissue.  Here  again  interpreta- 
tion is  difficult.  The  inflammatory  reaction  might 
have  been  due  to  cachexia  or  the  stilbamidine.  The 
area  of  greatest  destruction  was  found  distal  to  the 
congenital  band  or  post-traumatic  scar.  The  pa- 
tient was  not  alert  enough  on  arrival  in  the  hos- 
pital to  give  an  adequate  past  history.  Only  fur- 
ther experience  with  stilbamidine  will  determine 
whether  the  lesions  in  the  left  lobe  were  due  to  the 
drug.  No  jaundice  was  ever  observed  clinically  in 
our  patients,  and  the  microscopic  lesions  were  not 
considered  to  be  of  fatal  extent. 

A significant  finding  was  the  lack  of  any  lesion 
in  the  kidneys  attributable  to  stilbamidine.  The 
findings  of  advanced  “myeloma  kidneys”  were 
present. 

In  our  sternal  bone  marrow  studies  we  were  un- 
able to  demonstrate  the  inclusion  bodies  described 
by  Snapper,  although  clinically  satisfactoix'  pallia- 
tion was  achieved  in  one  case. 

Neither  of  our  patients  lived  long  enough  after 
treatment  to  develop  trigeminal  neuropathy. 

There  were  no  extra-medullary  metastases  in  ei- 
ther case. 
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Summary 

1.  Two  cases  of  multiple  myeloma  with  marked 
renal  involvement,  treated  with  stilbamidine,  are 
presented. 

2.  No  lesions  were  found  in  the  kidneys  at- 
tributable to  the  drug.  Non-specific  lesions  were 
present  in  the  liver.  Further  experience  with  stil- 
bamidine is  necessary  to  evaluate  these  properly. 

3.  Local  venous  thrombosis  at  site  of  injection 
was  encountered  frequently.  Much  greater  dilution 
of  the  drug  at  time  of  injection  is  indicated. 

4.  Palliation  of  pain  was  achieved  in  one  case. 
There  was  no  apparent  effect  on  the  course  of  the 
disease  in  either  case. 


We  wish  to  express  our  appreciation  to  Merck  & Com- 
pany, Inc.,  who  supplied  the  stilbamidine  used  in  this 
study. 
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Persons  With  High  Blood  Pressure  Lack 

Self-Assertion. 

A significant  association  between  high  blood 
pressure  and  lack  of  assertiveness  is  pointed  out  by 
five  St.  Louis  doctors. 

The  doctors — Gregory  C.  Gressel,  M.D.,  Frank 
O.  Shobe,  M.D.,  George  Saslow,  M.D.,  Henry  A. 
Schroeder,  M.D.,  and  Philip  H.  DuBois,  Ph.D., 
of  the  Departments  of  Neuropsychiatry,  Psychology, 
and  Internal  Medicine  of  Washington  University 
— made  a study  of  personality  patterns  in  50  pa- 
tients with  high  blood  pressure  as  part  of  a com- 
prehensive investigation  of  the  disease. 

Reporting  in  the  Journal  of  the  American  Medi- 
cal Association,  the  doctors  say  that  a comparison 


of  personality  patterns  of  these  patients  and  of 
those  of  49  patients  with  personality  disorders  and 
44  patients  with  chronic  illness  of  physical  origin 
shows  statistically  significant  degrees  of  associa- 
tion between  high  blood  pressure  and  “subnormal 
assertiveness”  and  “obsessive-compulsive  behavior.” 

Traits  of  being  excessively  submissive,  ingratiat- 
ing, and  apologetic,  and  of  greatly  repressed  feel- 
ings of  hostility  were  found  in  34  of  these  patients 
with  high  blood  pressure,  in  20  of  the  patients  with 
jDersonality  disorders,  and  in  only  six  of  the  pa- 
tients with  chronic  illness  of  physical  origin.  Handi- 
capping traits  of  meticulousness  and  repetition  of 
actions  were  found  in  37  patients  in  the  first  group, 
14  in  the  second  group,  and  six  in  the  third  group. 
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THE  ROLE  OF  THE  LIVER  IN  BLOOD  COAGULATION* 


M.  L.  Dreyfuss,  M.D., 

Clifton  Forge,  Virginia. 


The  clotting  process  is,  as  Tocantins  has  pointed 
out  again  in  a recent  article,  only  one  of  several 
factors  that  produce  hemostasis.  Other  factors  to 
be  considered  are  the  location  of  the  vessel,  the 
tension  of  the  surrounding  tissue  and  the  size  and 
anatomical  structure  of  the  vessel.  The  condition 
of  the  vascular  lining  and  the  rate  of  blood  flow 
also  are  of  the  greatest  importance.  Nevertheless, 
the  clotting  mechanism  proper  and  the  agents  in- 
volved in  it  have  always  attracted  special  interest 
and  still  do,  as  the  six  hundred  odd  articles  indi- 
cate that  are  listed  on  this  subject  matter  in  the 
Annual  Reviews  of  Physiology  of  1946  and  1948. 

The  purpose  of  this  presentation  is  to  review 
briefly  the  role  of  the  liver  in  blood  coagulation. 
Limitation  of  time  makes  it  necessary  to  confine 
these  remarks  to  facts  that  seem  well  established, 
omitting  many  interesting  but  controversial  aspects 
of  the  matter.  I shall  take  up  one  after  another 
the  various  substances  involved  in  the  clotting  proc- 
ess as  they  are  related  to  the  liver,  discuss  briefly 
their  nature,  function  and  significance,  and  thus 
highlight  the  central  many-sided  and  indispensable 
role  which  the  liver  occupies  in  blood  coagulation. 

The  present  prevalent  concept  of  clotting  divides 
this  process  in  four  consecutive  phases:  the  first 
step  is  preliminary  and  represents  what  can  be 
called  the  trigger  mechanism.  It  consists  in  massing 
and  clumping  of  platelets,  resulting  in  their  dis- 
integration and  the  release  of  thromboplastic  sub- 
stances. At  the  same  time,  a reduction  of  anti- 
thromboplastin, normally  present  in  the  plasma, 
occurs.  Under  physiological  conditions,  only  mini- 
mal amounts  of  thromboplastic  substances  are  lib- 
erated from  platelets  and  are  immediately  inacti- 
vated by  antithromboplastin,  also  called  anticepha- 
lin.  It  is  chiefly  this  absence  of  free  thromboplastin 
which  maintains  the  blood  fluid  in  our  vessels. 
During  the  second  phase  of  clotting — the  conver- 
sion phase — prothrombin,  by  the  action  of  thrombo- 
plastin, is  transformed  into  thrombin.  The  amount 
of  thrombin  formed  is  proportional  to  the  amount 
of  prothrombin  available. 

•Read  at  the  Spring  meeting  of  the  Medical  Society  of 
the  Valley  of  Virginia  in  Clifton  Forge,  May  28,  1948. 


Prothrombin  is  formed  in  the  liver  and  will  be 
discussed  in  greater  detail.  The  presence  of  ionized 
calcium  is  necessary  in  this  step  but  the  mechanism 
of  its  action  is  still  unsettled.  In  the  third  phase, 
thrombin  acts  on  the  sol  fibrinogen  to  form  the  gel 
fibrin.  Fibrinogen  is  another  substance  formed  in 
the  liver  and  we  shall  come  back  to  it.  Finally,  in 
the  fourth  phase,  the  formed  clot  is  eventually  dis- 
solved by  a normally  present  substance,  fibrinolysin. 

Prothrombin  is  an  euglobulin  containing  about 
4.3  per  cent  carbohydrate  and  an  active  alpha 
amino  group.  It  appears  fairly  well  established 
that  there  are  two  variations  of  prothrombin:  a 
labile  type,  prothrombin  A,  which  disappears  from 
stored  blood;  and  a prothrombin  B which  disappears 
following  administration  of  dicoumarol.  The  prac- 
tical application  of  this  is  that  banked  blood  is 
perfectly  acceptable  for  the  treatment  of  dicoumarol 
over-dosage.  As  already  said,  prothrombin  is  formed 
in  the  liver.  Adequate  supply  of  vitamin  K and 
good  hepatic  function  are  prerequisites  for  its  pro- 
duction. Prothrombin  is  not  measured  quantita- 
tively in  the  blood  but  by  its  activity,  usually  by 
the  one  stage  method  of  Quick.  Its  principle  con- 
sists in  determining  the  clotting  time  of  plasma  with 
thromboplastin  and  calcium  ions  present  in  fixed 
and  optimal  amounts.  There  exists  considerable  dis- 
agreement on  whether  the  clotting  time  under  such 
conditions  is  actually  and  exclusively  dependent  on 
the  concentration  of  prothrombin  but  the  test  meets 
all  practical  requirements.  It  must  be  kept  in  mind 
that  the  relation  between  plasma  clotting  time  and 
prothrombin  concentration  is  not  expressed  by  a 
straight  line  but  by  a hyperbolic  cur\^e.  Thus,  if 
we  call  a clotting  time  of  12  seconds  normal  and 
100  per  cent,  a clotting  time  of  IS  seconds  would 
mean  a reduction  of  prothrombin  to  SO  per  cent. 
A clotting  time  of  2S  seconds  would  represent  a 
prothrombin  level  of  20  per  cent  of  normal,  one  of 
38  seconds,  10  per  cent  of  normal.  Increased  pro- 
thrombin activity,  or,  in  other  words,  a shortened 
clotting  time,  may  be  found  in  late  pregnancy  and 
following  the  administration  of  digitalis,  methyl- 
xanthines  and  adrenalin.  Since  digitalis  also  seems 
to  release  thromboplastin  from  the  platelets,  its 
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use  in  cardiac  failure  complicating  coronary  throm- 
bosis involves  definite  hazards.  Clinically  more 
imixirtant,  however,  is  reduction  of  prothrombin 
activity,  as  e.xpressed  by  prolonged  plasma  clot- 
long  time.  Such  reduction  takes  place  due  to  in- 
creased utilization  of  prothrombin  as  in  trauma 
and  chronic  illness.  It  is  present  in  idiopathic 
hA-poprothrombinemia  and  is  brought  on  by  a 
number  of  drugs  as  dicoumarol,  salicylates,  bar- 
biturates and  various  hepatotoxic  agents  like 
chloroform  and  carbon  tetrachloride.  It  follows 
lack  of  vitamin  K and  is  found  in  liver  insuf- 
ficiency. Vitamin  K is  essential  for  the  produc- 
tion of  prothrombin.  It  is  not  a clotting  factor 
itself  but  an  indispensable  link  in  liver  metab- 
olism which  leads  to  prothrombin  formation. 
How  it  acts  in  this  respect  is  unknown.  Radio- 
active vitamin  K has  been  seen  to  diffuse  rapidly 
without  being  retained  in  the  liver.  The  various 
forms  of  vitamin  K all  contain  an  active  naphtho- 
quinone ring.  It  is  interesting  to  note  that  the 
much  more  effective  synthetic  compounds  are 
chemically  much  simpler  substances  than  the 
natural  vitamins.  Vitamin  K deficiency  due  to 
inadequate  intake  is  practically  non-existant  since 
supply  is  abundant  and  synthesis  by  the  intestinal 
flora  continuous.  It  might  be  mentioned  in  this 
connection  that  sulfa  drugs  do  not  interfere  with 
this  synthesis.  An  exception  is  the  biological  deficit 
in  the  new  born  due  to  the  absence  of  intestinal  bac- 
teria, and  the  inability  of  the  infant  to  store  the 
vitamin.  The  advantage  of  providing  an  extra 
supply  to  the  infant  by  vitamin  K administration  to 
the  pregnant  mother  is  recognized  despite  certain 
statistical  evidence  that  intracranial  and  retinal 
hemorrhage  in  the  newborn  is  not  significantly  re- 
duced as  compared  with  untreated  controls.  Failure 
of  absorption  is  seen  in  bile  duct  obstruction  un- 
complicated by  hepatic  damage.  It  is  due  to  the 
absence  of  bile  salts  in  the  intestinal  tract.  It  is  also 
found  in  sprue,  regional  ileitis  and  chronic  diarrhea. 
It  may  follow  excessive  use  of  mineral  oil  with  re- 
sulting loss  of  the  fat  soluble  vitamin.  Failure  of 
absorption  can  be  corrected  by  administration  of 
vitamin  K and  bile  salts.  This  is  not  true  when 
associated  liver  damage  is  present,  as  in  long  stand- 
ing ob.=truction  of  the  common  duct.  As  a matter 
of  fact,  the  lack  of  response  to  vitamin  K therapy 
in  such  cases  has  been  considered  a measure  of  the 
liver  damage  and  a liver  function  test  based  on 


this  principle  has  been  advocated.  It  does  not  seem, 
however,  that  this  test  is  more  helpful  than  others 
in  differentiating  long-standing  jaundice  of  ex- 
trahepatic  and  hepatocellular  origin. 

The  two  chief  antagonists  of  vitamin  K are 
dicoumarol  and  salicylic  acid.  Both  substances  re- 
duce prothrombin  activity,  and  prolongation  of  the 
plasma  clotting  time  results  from  their  use.  Vice 
versa,  over-dosage  can  be  corrected  by  sufficiently 
large  amounts  of  vitamin  K and  blood  transfusions. 
Salicylic  acid  is  an  intennediary  link  in  the  syn- 
thesis and  breakdown  of  dicoumarol.  It  is  about 
one-twentieth  as  effective  and,  while  it  reduces  pro- 
thrombin regularl}-,  it  rarely  depresses  its  level 
below  20  per  cent.  \\'ith  the  widespread  indis- 
criminate and  unsupervised  use  of  salicylates,  these 
facts  are  of  significance.  The  routine  administra- 
tion of  vitamin  K together  with  large  doses  of 
salicylic  acid  in  acute  rheumatic  fever  has  been  ad- 
vocated by  some  authors.  Pregnancy  and  lactation 
reduce  vitamin  sensitivity  in  the  mother  but  suck- 
lings are  sensitive  to  the  milk  transmitted  dicouma- 
rol and  therefore  mothers  receiving  dicoumarol 
should  not  be  allowed  to  nurse.  Dicoumarol  also 
affects  thomboplastin  and  fibrinogen  and  thus  in- 
terferes with  the  clotting  process  in  different  ways. 

Thrombin  is  the  active  clotting  enzvTne.  It  is  a 
glucoprotein  containing  about  5 per  cent  carlx)hy- 
drate.  It  is  derived  from  prothrombin.  It  con- 
trols the  rate  of  coagulation  in  phase  three.  It  can 
coagulate  fibrinogen  up  to  200  times  its  own  weight 
and  certain  snake  venoms  with  thrombin  charac- 
teristics actually  can  clot  fibrinogen  up  to  60,000 
times  their  own  weight.  The  topical  application 
of  thrombin  for  the  control  of  bleeding  is  well 
known  and  will  not  be  discussed  here.  Any  excess 
of  thrombin  is  inactivated  by  antithrombin  through 
the  formation  of  metathrombin.  This  occurs  only 
after  all  fibrinogen  has  been  disposed  of  and  serves 
chiefly  to  prevent  extension  of  thrombin  activity  to 
adjacent  tissues.  Antithrombin  activity  is  poten- 
tiated by  heparin  and  hirudin. 

Fibrinogen,  the  precursor  of  fibrin,  is  a globulin 
containing  a lipoid  fraction.  It,  too,  is  formed  in 
the  liver.  Its  blood  level  is  between  140  and  400 
mgs.  per  cent.  Increased  amounts  of  fibrinogen  are 
found  in  infection.  It  is  reduced  in  severe  liver 
damage  by  direct  suppression  and  indirectly  by 
reduced  output  of  prothrombin  and  consequent  lack 
of  thrombin.  It  is  also  depressed  by  dicoumarol. 
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indicating  a direct  action  of  dicouniarol  on  the 
liver  aside  from  its  antagonism  to  vitamin  K.  The 
function  of  fibrinogen  in  clotting  involves  phase 
three  where  it  quantitatively  determines  the  amount 
of  fibrin  formed.  Even  more  important  is  its  role 
in  immunity  as  exemplified  by  the  fibrinous  ex- 
udate in  pneumonia  and  wound  repair. 

Heparin  has  puzzled  everybody  since  Howell  and 
his  coworkers  extracted  it  from  the  liver.  Its  chemi- 
cal nature  is  not  fully  established  but  it  is  known 
to  be  a mucoitin  sulfuric  acid.  It  is  formed  in  the 
mast  cells  of  the  body,  especially  those  in  the  liver 
and  the  lungs.  It  was  noted  in  victims  of  the 
atomic  bomb  that  the  mast  cells  w’cre  increased 
whenever  the  patients  had  shown  general  bleeding 
tendency.  Contrarywise,  by  injecting  toluidine  blue 
which  stains  and  blocks  the  granules  in  the  mast 
cells,  heparin  production  can  be  reduced.  Heparin 
has  a threefold  action:  it  inhibits  platelet  aggluti- 
nation and  thus  prevents  liberation  of  thrombo- 
plastin. It  retards,  with  a plasma  cofactor,  the 
conversion  of  prothrombin  to  thrombin.  It  forms, 
wdth  serum  albumin,  antithrombin.  Its  therapeutic 
use  is  determined  by  its  advantages  and  disadvan- 
tages as  compared  with  other  anticoagulants.  It 
hardly  produces  any  bleeding  tendency  and  does 
not  require  laborious  daily  laboratory  tests  for  the 
control  of  dosage.  It  is  non-toxic.  On  the  other 
side,  it  is  still  expensive.  It  requires  multiple  daily 
injections  and,  if  suspended  in  media  which  slow 
down  absorption,  injections  are  painful.  It  is  used 
extensively  abroad  and  seems  to  gain  favor  in  this 


country.  Besides  its  use  in  the  treatment  of  throm- 
bosis, it  has  also  found  application  in  the  treatment 
of  to.xemia  of  pregnancy  and  in  the  prevention  of 
anaphylactic  shock. 

How  the  clotting  mechanism  is  affected,  through 
the  liver,  by  the  autonomous  nervous  system,  is 
well  demonstrated  by  the  interesting  e.xperiments  of 
De  Takats.  Sympathetic  stimulation  increases  the 
tendency  to  thrombosis  while  cholinergic  stimula- 
tion decreases  it  by  the  dilatory  and  constrictive 
effect  on  the  hepatic  veins  and  the  resulting  greater 
and  smaller  outflow  of  heparin  and  prothrombin. 

Conclusion 

The  liver  is  directly  and  indirectly,  in  various 
ways,  essentially  involved  in  all  phases  of  the  clot- 
ting process.  The  role  of  the  particular  substances 
produced  or  controlled  by  the  liver  reaches  beyond 
the  coagulation  of  blood  into  the  fields  of  immunol- 
ogy and  anaphylaxis.  Normal  liver  function — that 
is  cellular  integrity — is  essential  for  maintained 
balance  and  is  controlled  by  humoral  and  nervous 
factors. 
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Sodium-Free  Salt  Substitute  Again  Avail- 
able. 

Manufacture  and  marketing  of  Neocurtasal  has 
been  resumed  by  Winthrop-Stearns,  Inc.,  accord- 
ing to  announcement  by  Dr.  Theodore  G.  Klumpp, 
president. 

On  February  18,  the  Federal  Food  and  Drug 
Administration  suggested  recall  of  salt  substitutes 
containing  lithium  chloride,  following  reports  of 
untoward  human  reactions  which  ma}'  have  been 


due  to  lithium  chloride.  Two  weeks  later  FDA 
recommended  to  manufacturers  that  distribution  be 
discontinued  of  all  salt  substitutes  even  though 
some  of  them  like  Neocurtasal,  contained  no  lithium 
chloride;  and  it  further  announced  that  all  such 
substitutes  would  henceforth  be  regarded  as  new 
drugs  rather  than  as  foods.  Under  the  Food,  Drug 
and  Cosmetic  Act,  a new  drug  may  not  be  marketed 
unless  and  until  a new  drug  application  becomes 
effective  with  respect  to  such  product. 
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SURGICAL  TREATMENT  OF  ACUTE  GALLBLADDER  IN  THE  FIRST  72  HOURS* 


Moses  Behrend,  M.D.,  F.A.C.S.,  F.I.C.S., 

Philadelphia,  Pennsylvania. 


Your  committee  has  asked  me  to  speak  on  the 
topic,  “Surgical  Treatment  of  Acute  Gallbladder 
in  the  First  72  Hours”.  I can  answer  this  cate- 
gorically by  saying  that  I would  not  operate  on  an 
acute  gallbladder  in  the  first  72  hours  if  the  symp- 
toms have  not  subsided.  But  before  we  enter  into 
the  discussion  of  this  topic,  let  us  consider  some 
specimens  of  gallbladders  removed  at  operation 
to  determine  whether  we  are  all  talking  about  the 
same  subject,  because  very  often,  when  the  speci- 
men is  sent  to  the  ])athologic  laborator}’,  a report 
will  be  returned  “subacute  or  chronic  cholecystitis”. 
Clinically,  the  symptoms  and  physical  signs  do  not 
bear  out  this  diagnosis  of  the  pathologist. 

We  do  not  operate  precipitately  on  these  pa- 
tients. For  example,  E.  P.,  age  38,  had  two  attacks 
of  pain  sometime  prior  to  admission.  She  came  in 
acutely  ill  with  high  fever  and  jaundice.  She  was 
not  operated  upon  until  seven  days  after  admis- 
sion when  all  acute  s}Tnptoms  had  subsided.  An 
old  empyema  of  the  gallbladder  and  a dilated  duct 
were  revealed.  On  account  of  the  dilatation  of  the 
common  duct  a cholecystectomy  and  choledochos- 
tomy  were  performed.  Fig.  1.  To  illustrate  that  we 


Fig.  1. — E.P.  This  patient  was  not  operated  upon  until  seven 
days  after  admission.  An  empyema  of  the  gallbladder  with 
gangrene  and  stones  was  removed. 

are  not  unmindful  of  the  existence  of  perforations 
of  the  gallbladder,  we  wish  to  present  the  case  of 
J.  D.,  age  40,  who  was  admited  to  the  hospital 
acutely  ill  with  fever,  nausea  and  vomiting.  A di- 

*Read before  the  Norfolk  County  Medical  Society,  De- 
cember 13,  1948. 


agnosis  of  perforation  of  the  gallbladder  was  made. 
On  account  of  the  dangers  concomitant  wdth  this 
condition,  she  was  operated  upion  the  day  of  ad- 
mission. No  perforation  was  found.  Instead,  a 
large  gallbladder  filled  with  pus  was  removed.  P'ig. 
2.  Another  case  of  acute  empyema  of  the  gall- 
bladder will  illustrate  a large  organ  with  obstruc- 


Fig.  2. — J.D.  Diagnosis  of  perforation  of  the  gallbladder  was 
made.  Operated  upon  the  day  of  admission.  An  unper- 
forated empyema  of  the  gallbladder  and  cholelithiasis  were 
found  at  operation. 


tion  of  the  cystic  duct.  A cholecystectomy  was  per- 
formed after  the  acute  symptoms  abated.  Fig.  3. 


Fig.  3. — F.S.  Gangrene  of  the  gallbladder.  Cholecystectomy 
was  performed  after  subsidence  of  the  symptoms. 


Now  that  we  have  placed  before  you  the  char- 
acter of  the  case  we  describe  as  an  acute  gallbladder, 
the  clinical  symptoms  may  not  be  amiss.  The  char- 
acteristic s}Tnptoms  on  admission  are  fever  and  con- 
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siderable  tenderness  and  rigidity  in  the  right  upper 
quadrant  accompanied  at  times  with  chills  and 
fever.  The  physical  findings  in  the  right  upper 
quadrant  are  important.  A large  pyriform  mass 
outlining  the  gallbladder  is  constantly  present  in 
these  patients.  To  palpation,  this  mass  is  extremely 
painful.  The  favorable  or  unfavorable  course  of 
the  patient  can  be  followed  by  palpation  of  the  gall- 
bladder alone.  All  physicians  and  surgeons  do  not 
agree  with  this  observation,  but  the  diminution  in 
size  of  an  acutely  inflamed  gallbladder  is  noticeable 
by  palpation  from  day  to  day. 

The  treatment  necessar}-  to  attain  the  diminu- 
tion of  the  symptoms  is  that  the  patient  must  be 
hospitalized  and  preferably  on  the  surgical  service 
because  the  internist,  unless  he  has  been  educated 
to  the  manner  in  which  these  patients  should  be 
treated,  does  not  know  how  to  conduct  the  preop- 
erative treatment. 

It  must  be  evident  that  acute  empyema  of  the 
gallbladder  is  not  a medical  disease.  In  some  hos- 
pitals, the  mistake  is  made  of  assigning  these  pa- 
tients to  the  medical  service,  and,  in  many  instances, 
the  internist  has  been  found  wanting  in  the  treat- 
ment of  acute  cholecystitis.  The  internist  must  rec- 
ognize the  value  of  this  regimen  and  not  feed  his 
patient  by  mouth,  as  a result  of  which  perforations 
and  progressive  inflammation  of  the  gallbladder  are 
apt  to  occur.  There  is  practically  no  danger  of 
perforation  if  the  above  regimen  is  observed.  Over 
95%  of  acute  gallbladders  will  subside  under  proper 
treatment. 

The  immediate  medical  treatment  of  these  pa- 
tients is  absolute  abstention  of  all  foods  including 
water.  Parenterally,  the  patient  receives  about  3000 
cc.  a day  of  5%  glucose  and  amigens.  Blood  trans- 
fusions are  given  if  necessar}'.  Within  the  first 
twelve  hours,  there  is  a diminution  of  the  svTnptoms 
and,  after  the  first  24  hours,  there  is  a very  marked 
reduction  of  the  tenderness,  pain  and  size  of  the 
gallbladder.  In  addition,  as  a result  of  this  pre- 
operative care,  we  have  not  observ'ed  a case  of  liver 
death  in  many  years. 

We  do  not  operate  on  these  patients  as  an  emer- 
gency case.  On  admission,  laboratory  tests  such  as 
the  examination  of  the  urine  and  blood  are  made, 
and  an  estimation  of  the  amount  of  urea  and  sugar 
is  determined  and  a blood  sedimentation  test  may 
Ire  of  value.  No  one  should  consider  o{rerating  upon 
these  cases  as  an  emergency  unless  the  diagnosis  of 


perforation  has  been  made.  Furthermore,  because 
most  of  these  patients  have  passed  the  age  of  40, 
it  is.  essential  to  e.xamine  the  veins  of  the  leg  and 
perform  a prophylactic  ligation  of  any  patient  in 
whom  this  is  deemed  necessary.  These  operations 
can  be  done  simultaneously  with  the  abdominal 
work.  This  is  feasible  provided  we  have  capable 
assistants  who  can  do  the  leg  work  while  the  sur- 
geon and  his  assistants  perform  the  cholecystectomy 
A Levine  tube  is  always  passed  soon  after  adm  nis 
sion  to  the  hospital  and  retained  during  and  after 
the  operation. 

Acute  inflammation  of  the  gallbladder  must  al- 
ways be  differentiated  from  acute  pancreatitis  and 
])erforation  of  an  ulcer.  The  symptoms  of  acute  in- 
flammation of  the  gallbladder  with  empyema  are 
not  as  severe  as  those  of  acute  pancreatitis.  The 
serum  amylase  test  will  very  often  help  to  clear  this 
situation.  At  the  present  time,  the  surgeons  should 
not  operate  on  a patient  with  acute  pancreatitis  on 
account  of  the  high  mortality  following  this  pro- 
cedure. Acute  inflammation  of  the  gallbladder  with 
empyema  is  in  the  same  category.  Watchful  wait- 
ing, conservatively  and  scientifically  performed, 
will  save  lives. 

Another  adjunct  in  the  treatment  before  and  after 
operation  is  the  use  of  penicillin  and  streptomycin. 
As  in  other  inflammatory  conditions,  penicillin  will 
reduce  the  intensity  of  the  acute  inflammation.  It 
will  not  reduce  the  size  of  the  gallbladder  which 
can  only  be  accomplished  by  abstention  from  food 
and  parenteral  feeding.  In  every  patient  operated 
upon  for  gallbladder  disease,  and  especially  where 
a cholecystectomy  has  been  performed,  penicillin 
should  also  be  administered  postoperatively  on  ac- 
count of  the  existence  of  the  Welch  bacillus  in  some 
patients. 

The  complications  of  perforation,  gangrene  and 
empyema  of  the  gallbladder  can  all  be  avoided  by 
an  early  prophylactic  cholecystectomy  liefore  infec- 
tion enters  into  the  picture. 

If  an  acute  gallbladder  is  operated  upon  as  an 
emergency  case,  the  surgeon  is  apt  to  perform  a 
cholecystostomy.  This  is  a ix>or  operation  because 
the  mortality  following  it  is  even  a little  greater  than 
the  operation  of  cholecystectomy.  Furthermore, 
cholecystostomy  as  a preliminary  to  cholecystectomy 
requires  two  separate  individual  operations  per- 
formed at  an  interval  of  two  to  four  weeks.  I have 
not  perfonned  a cholecystostomy  in  over  fifteen 
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years.  Cholecystectomy  is  the  operation  of  choice 
and  can  always  he  perfonned  after  the  acute  symp- 
toms have  subsided.  If  the  “ojien”  operation  of 
cholecystectomy  is  performed,  there  should  be  no 
danger  from  injury  to  the  common  duct  or  hepatic 
arter}-.  In  99%  of  the  cases,  the  operation  is  per- 
formed from  l)elovv  upwards.  With  this  technic,  the 
operation  is  more  logical  because  the  blood  supply 
to  the  gallbladder  is  controlled.  The  structures  can 
all  be  visualized  if  proper  care  is  taken  to  e.xpose 
the  structures  around  the  foramen  of  Winslow.  Oc- 
casionally, one  may  be  required  to  remove  the  gall- 
bladder from  above  downwards.  If  the  surgeon  feels 
safer  performing  a cholecystectomy  in  this  manner, 
this  is  the  way  he  .should  do  it. 

Conclusions 

1.  .-^cute  empyema  of  the  gallbladder  should  not 
be  operated  upon  as  an  emergency  case. 

2.  The  ordinary  laboratory  tests  should  be  used 
before  any  operation  is  contemplated. 

3.  The  patient  must  be  hospitalized,  preferably 
on  the  surgical  service. 

4.  All  fluids  by  mouth  must  be  avoided  and 
parenteral  feeding  substituted. 


5.  Most  perforations  and  gangrene  of  the  gall- 
bladder result  from  inefficient  treatment. 

6.  Over  95%  of  acute  gallbladders  subside  un- 
der the  proper  treatment. 

7.  Liver  deaths  can  also  be  avoided  under  this 
regime. 

8.  In  patients  with  varicose  veins  past  the  fourth 
or  fifth  decade,  ligations  of  these  structures  should 
be  performed.  These  ligations  and  the  abdominal 
work  can  be  done  simultaneously  provided  the  sur- 
geon has  a proficient  team  in  the  operating  room. 

9.  Palpation  alone  can  determine  the  stage  of 
the  disease,  and  watchful  waiting  scientifically  per- 
formed results  in  no  danger. 

10.  Penicillin  and  at  times  streptomycin,  should 
be  used  before  and  after  operation. 

11.  It  must  be  impressed  upon  the  internist  that 
acute  empyema  is  not  a medical  disease. 

12.  There  is  no  question  that  cholecystectomy  is 
jireferable  to  cholecystostomy.  Where  one  operation 
can  be  performed  successfully,  we  should  not  sub- 
ject the  patient  to  two  operations. 

255  South  17th  Street. 


Women’s  Club  Opposes  Health  Plan. 

Delegates  to  the  annual  convention  of  the  Gen- 
eral Federation  of  Women’s  Clubs,  which  has  a 
membership  of  five  million  in  the  United  States, 
recently  adopted  a resolution  which  opposed  “gov- 
ernment control  of  health  services”  and  supported 
“the  extension  and  development  of  voluntar}’  health 
insurance.” 

The  resolution,  which  strongly  opposed  IMr.  Tru- 
man’s health  plan,  carried  great  import  because  it. 
expressed  the  feelings  of  millions  of  women  on  the 
matter  of  sickness  taxation.  The  General  Federa- 
tion is  made  up  of  16,500  clubs  with  a total  mem- 
bership 7,700,000.  Only  2,700,000  of  those  mem- 
bers reside  in  foreign  countries. 

When  the  final  action  was  taken  there  were  only 
a few  dissenting  votes.  It  appeared  as  though  every 
delegate  stood  up  to  be  counted  when  the  question 
was  asked:  “All  those  in  favor  of  the  resolution, 
please  stand?” 


Treatment  for  Whooping  Cough. 

Scientists  of  the  Public  Health  Service,  Federal 
Securit}'  Agency,  believe  they  may  be  on  the  way 
to  developing  a more  effective  treatment  for  whoop- 
ing cough,  according  to  a report  contained  in  the 
Alay  13  issue  of  Public  Health  Reports,  a Service 
publication. 

Current  studies  indicate  that  aureomycin,  a rela- 
tively nontoxic  antibiotic  which  can  be  given  by 
mouth,  may  shorten  the  course  of  the  disease  and  les- 
sen its  intensity.  Drs.  Joseph  \.  Bell,  Margaret  Pitt- 
man, and  Byron  J.  Olson  are  the  investigators  work- 
ing on  this  project  in  the  Microbiological  Institute, 
one  of  the  National  Institutes  of  Health  at  Bethesda, 
Maryland. 

The  early  favorable  results  of  the  laboratory  ex- 
iieriments  justified  a clinical  investigation  which 
was  promptly  undertaken.  So  far,  20  patients  have 
been  treated  in  their  homes  with  aureomycin,  with 
apparently  beneficial  results. 
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Case  Reports 


A 52  year  old  woman  who  had  experienced  no 
vaginal  bleeding  since  a subtotal  hysterectomy  per- 
formed four  years  previously,  began  to  spot.  Fear- 
ful of  cancer,  she  at  once  consulted  her  physician. 
He  sought  to  relieve  her  of  her  cancerphobia  and 
for  the  next  two  years,  without  even  performing  a 
pelvic  examination,  treated  her  with  estrogens.  The 
spotting  gradually  became  more  profuse  and  she 
finally  visited  another  doctor.  Pelvic  examination 
revealed  an  ulceration  of  the  left  cervical  lip.  The 
biopsy  report  was  squamous  cell  carcinoma,  grade 

2.  Proper  treatment  was  at  once  instituted  at  a 
tumor  clinic. 

A 53  year  old  woman  who  had  passed  the  meno- 
pause five  years  before,  developed  vaginal  bleed- 
ing. She  consulted  her  doctor  who,  without  doing 
a pelvic  examination,  prescribed  some  “white  pills” 
(ergotrate?).  Intermittent  spotting  persisted  for 
four  months,  then  there  was  a profuse  hemorrhage. 
Tlie  same  physician,  still  without  doing  a pelvic 
examination,  prescribed  more  pills,  ^^’hen  the  se- 
vere bleeding  persisted,  the  patient  asked  the  ad- 
vice of  another  physician.  He  performed  a pelvic 
examination  and  found  a League  of  Nations  IV 
carcinoma  of  the  cervix.  Biopsy  was  reported 
squamous  cell  carcinoma,  grade  3.  He  referred  her 
to  a tumor  clinic. 

A 47  year  old  woman  who  was  still  menstruating 
regularly,  noticed  some  intermenstrual  spotting.  At 
the  next  period,  she  had  a profuse  hemorrhage. 
Her  physician,  without  doing  a pelvic  examina- 
tion, gave  her  “some  medicine  to  check  the  bleed- 
ing.” She  got  along  all  right  for  the  next  two 


Color  Televised  Surgical  Operations. 

For  the  first  time  in  histor}-,  surgical  operations 
were  seen  on  !May  31st  by  means  of  natural  color 
television.  The  color  transmissions  took  place  at 
the  Hospital  of  the  University  of  Pennsylvania  be- 
before  members  of  the  press,  medical  students  and 
the  hospital  staff.  This  new  development  will  enable 
large  groups  of  medical  students  to  study,  close  up 
in  full  color  detail,  surgical  techniques  and  medical 
procedures  which  now  can  be  so  viewed  by  only  a 
few  at  a time. 


months,  then  had  a prostrating  hemorrhage.  Her 
physician  referred  her  to  a gynecologist  who  did  a 
pelvic  examination  and  found  an  eroding  carcinoma 
of  the  cervix.  League  of  Nations  II,  squamous  cell, 
grade  III. 

Comment:  1.  In  all  of  the  above  cases,  the 
patients’  disease  remained  unrecognized  and  un- 
treated for  a significant  period  after  the  patients 
had  reported  to  their  physicians  symptomatology 
which  called  for  immediate,  complete  investigation. 

2.  These  cases,  and  the  many  similar  ones  com- 
ing through  our  Tumor  Clinics,  teach  a -fundamental 
lesson  which  cannot  be  stressed  too  strongly — ab- 
normal vaginal  bleeding  must  not  be  treated  on  a 
presumptive  diagnosis.  The  cause  must  be  jound 
and  the  diagnosis  established  before  any  thought  is 
given  to  treatment. 

3.  In  all  three  of  these  cases,  the  diagnosis  could 
have  been  established  immediately  by  what  the 
physician  should  do  every  time  he  is  presented  with 
the  problem  of  abnormal  vaginal  bleeding — a care- 
ful pelvic  examination  with  visual  inspection  of 
the  cervix  and  biopsy  of  any  suspicious  areas.  Do 
not  omit  a pelvic  examination  because  a patient  is 
bleeding.  The  bleeding  increases  the  chance  of 
finding  the  source. 

4.  The  Bureau  of  Cancer  Control,  State  Health 
Department,  Richmond,  offers  a tissue  diagnostic 
service  to  every  physician  in  Virginia.  Even  the 
containers  for  mailing  specimens  are  supplied. 
Every  physician  can  do  biopsies  as  freely  and  ob- 
tain diagnoses  almost  as  promptly  as  if  he  were 
practicing  in  a large  hospital. 


The  color  television  equipment  was  specially  de- 
signed and  manufactured  by  Columbia  Broadcast- 
ing System,  Inc.,  for  teaching  surgery  and  medicine. 
Zenith  Radio  Corporation  and  Webster-Chicago 
Corporation  collaborated  with  CBS  in  respect  to 
the  design  and  manufacture  of  the  receivers.  The 
first  equipment  of  its  kind  to  date — it  is  owned  by 
Smith,  Kline  & French  Laboratories — and  is  being 
demonstrated  by  them  and  later  on  at  other  medi- 
cal conventions  throughout  the  country  as  a con- 
tribution to  medical  teaching. 
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MEDICAL  SOCIETY  OF  VIRGINIA 

PUBLIC  RELATIONS 

Henry  S.  Johnson,  Director 


Medical  Society  Entertains  Congressmen. 

On  Monday  evening,  May  16,  twelve  officials 
of  the  Medical  Society  of  Virginia  had  as  dinner 
guests  of  the  Society,  Members  of  the  House  of 
Representatives  and  Senate  of  Virginia,  at  the  Carl- 
ton Hotel,  Washington,  D.  C. 

The  purpose  of  this  meeting  was  obviously  to  be- 
come better  acquainted  with  Virginia’s  representa- 
tion in  Washington  and  to  better  acquaint  them  with 
problems  confronting  our  people  and  the  medical 
profession. 

It  is  equally  obvious  that  the  advice  of  Virginia’s 
representation  as  to  how  best  to  proceed  in  the  fu- 
ture, should  be  solicited. 

Dr.  M.  Pierce  Rucker,  President  of  the  Society 
opened  the  meeting  with  a statement  on  current  in- 
terest referring  to  problems  and  possible  solutions. 
He  indicated  that  government  or  political  medi- 
cine was  of  ultimate  concern  to  the  public  and  that 
the  best  interest  of  all  could  be  served  only  by  a 
full  understanding  of  the  subject  with  respect  to 
the  past,  present  and  future. 

Each  doctor  present  was  introduced  and  given  an 
opportunity  to  express  his  views. 

Dr.  Joseph  S.  Lawrence,  in  charge  of  the  Wash- 
ington Office  of  the  American  Medical  Association 
made  an  interesting  talk. 

Dr.  James  McVey,  Chairman  of  the  Council 
on  Medical  Service  of  American  Medical  Associa- 
tion, St.  Louis,  Missouri,  made  a splendid  con- 
tribution to  the  conference. 

Dr.  H.  B.  Mulholland,  Charlottesville,  referred 
to  the  aims  of  the  medical  profession  and  progress 
that  was  being  made  in  realizing  these  objectives. 

Dr.  William  R.  Pretlow  of  Warrenton,  discussed 
voluntary  pre-payment  medical  care  and  hospitali- 
zation, their  contribution  and  some  of  their  prob- 
lems. 

Dr.  John  T.  T.  Hundley,  Lynchburg,  told  of  the 
purposes  of  the  national  educational  campaign  and 
referred  to  its  progress  in  Virginia. 

Dr.  John  Hazel,  Arlington,  told  of  the  interest 
in  his  medical  society  and  related  a number  of  in- 
teresting activities. 


Senator  A.  Willis  Robertson  of  Virginia,  pre- 
sided over  the  rest  of  the  meeting,  introducing  each 
member  of  Virginia’s  representation  present,  and 
the  group  had  at  least  a ten  to  fifteen  minute  talk 
from  each  one. 

Dr.  Morrison  Hutcheson  of  Richmond,  summed 
up  the  discussion  of  the  meeting  and  referred  to 
the  values  of  such  a get-together. 

Since  that  time,  two  excellent  references  to  the 
meeting  have  been  written  by  Dr.  Russell  Buxton, 
Newport  News,  and  Dr.  John  T.  T.  Hundley,  of 
Lynchburg. 

Letters  of  appreciation  from  every  representative 
present  have  come  to  the  Medical  Society  of  Vir- 
ginia and  although  it  was  a social  function,  it  was 
a most  constructive  affair. 

Colorado  Doctors  Solve  Own  Problems. 

A few  years  ago,  it  became  evident  to  the  Colo- 
rado State  Medical  Association  that  many  patients 
and  members  of  the  lay-public  felt  that  they  had 
grievances  against  the  practice  of  medicine  in  that 
state. 

This  appeared  to  be  of  sufficient  significance  to 
the  leadership  in  the  society  to  justify  the  setting 
up  of  the  necessary  machine  to  deal  with  this. 

The  official  committee  named  to  handle  this  work 
was  “The  Board  of  Supervisors”.  Although  it 
should  be  borne  in  mind  that  the  responsibilities 
and  functions  of  this  committee  included  matters, 
whom  some  might  regard  as  problems  of  ethics,  ap- 
parently the  most  important  work  of  this  committee 
was  regarded  to  be  in  the  interest  of  “cleaning  their 
own  house”  of  criticisms,  whether  justified  or  not, 
aimed  at  the  medical  profession. 

After  several  years  of  operation,  officials  of  the 
Colorado  State  Medical  Association  point  with 
pride  to  the  excellent  results  obtained  by  this 
system. 

They  point  out  that  whereas  only  a small  percent- 
age of  complaints  being  handled  by  this  committee 
are  found  to  be  justifiable  grievances,  the  existence 
and  work  of  the  committee  constitutes  a valuable 
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instrument  in  establishing  confidence  on  the  part 
of  the  public  in  the  medical  profession  and  also 
proved  valuable  to  the  profession  itself. 

Their  committee  meets  regularly  once  a month, 
dealing  with  principles,  leaving  references  to  the 
individual  as  a last  resort;  but  it  is  indicated  that 
severe  action  has  been  taken  in  several  instances 
and  which  has  inured  to  the  best  interests  of  medi- 
cal care  and  the  medical  profession  in  that  state. 

J.  M.  Emmett,  Chairman 
Public  Relations  Committee 

General  Practitioner  of  the  Year. 

There  has  been  so  much  recent  interest  through- 
out the  country  in  the  General  Practitioner  chosen 
for  the  year,  that  it  is  believed  to  be  important  that 
this  selection  not  be  overlooked  in  1949. 

Perhaps  the  procedure  of  nominations  in  the  lo- 
cal medical  societies  or  through  the  selection  of  the 
practitioner  of  the  state,  will  be  out-lined  by  the 
committee  in  the  American  Medical  Association 
headquarters  on  this,  or  instructions  will  be  sent 
from  your  state  society  in  the  near  future. 

In  view  of  the  fact  that  a number  of  local  medi- 
cal societies  in  Virginia  still  hold  rather  infrequent 
meetings,  it  is  suggested  that  no  one  local  society 
in  Virginia  overlook  the  opportunity  of  nominating 
a candidate  for  this  honor. 


MISCELLANEOUS 


American  Medical  Association  Assessment 

For  Educational  Campaign. 

Lists  of  contributors  to  the  special  assessment  for 
the  educational  campaign  of  the  American  Medical 
Association  as  published  in  the  March,  .A.pril  and 
IMay  issues  of  the  Monthly  gave  the  total  contribu- 
tors from  Virginia  as  1185.  The  following  who 
have  contributed  through  June  10th  makes  the  total 
from  Virginia  as  1357; 


Albemarle 
Dr.  A.  M.  Smith 
Dr.  H.  L.  Smith,  Jr. 

Alexandria 
Dr.  S.  H.  Williams 
Dr.  J.  D.  Kernodle 


Alleghany-Bath 
Dr.  Michael  I.  Hanna 
Dr.  J.  O.  Easley 

Arlington 

Dr.  Lloyd  B.  Burk 

Dr.  Joseph  D.  Casolaro 


Dr.  Jerome  A.  Cope 
Dr.  Hermann  F.  Diamant 
Dr.  William  D.  Dolan 
Dr.  John  H.  Gilligan 
Dr.  M.  W.  Glover 
Dr.  John  T.  Hazel 
Dr.  Louisa  C.  Littleton 
Dr.  Robert  B.  Mallett 
Dr.  Eugenia  E.  Murphy 
Dr.  A.  R.  MacPherson 
Dr.  M.  Roy  Nicholson 
Dr.  Robert  L.  Norment 
Dr.  K.  N.  Ostergard 
Dr.  Robert  E.  Pagan 
Dr.  Alfred  M.  Palmer 
Dr.  Michael  A.  Puzak 
Dr.  June  C.  Shafer 
Dr.  Leo  Solet 
Dr.  Blanche  Tabor 

Buchanan-Dickenson 
Dr.  Theodore  C.  Andrew 

Danville 

Dr.  W.  C.  Yeatts 

Fairfax 

Dr.  Lawrence  A.  Jacklin 
Dr.  T.  B.  McCord 
Dr.  Emanuel  Newman 
Dr.  B.  E.  Phillips 
Dr.  Nelson  Podolnick 
Dr.  J.  D.  Zylman 

Fauquier 

Dr.  James  L.  Dellinger 

Fredericksburg 
Dr.  John  E.  Cole 

Fourth  District 
Dr.  Leta  J.  White 
Dr.  G.  N.  Carter 

Lynchburg 

Dr.  Elizabeth  Edmunds 

Mid-Tidewater 
Dr.  A.  W.  Lewis,  Jr. 

Dr.  T.  E.  Smith 
Dr.  F.  B.  Wilson 

Norfolk 

Dr.  M.  S.  Andrews 
Dr.  G.  R.  Berkeley 
Dr.  M.  H.  Bland 
Dr.  W.  M.  Bland 
Dr.  J.  H.  Bocock 
Dr.  C.  P.  Brown 
Dr.  Mary  T.  Bunting 
Dr.  A.  A.  Burke 


Dr.  Julius  Caplan 
Dr.  James  E.  Diehl 
Dr.  J.  C.  Dunford 
Dr.  H.  W.  Fink 
Dr.  C.  D.  Freeman 
Dr.  A.  W.  Glaess 
Dr.  W.  S.  Hadley 
Dr.  G.  P.  Hand,  Jr. 

Dr.  Harry  Harrison 
Dr.  M.  S.  Herrington 
Dr.  John  H.  Hill 
Dr.  A.  G.  Horton 
Dr.  K.  W.  Howard 
Dr.  T.  Elmore  Jones 
Dr.  Otto  Kastenbaum 
Dr.  Anne  L.  Lee 
Dr.  M.  H.  Legum 
Dr.  J.  R.  Leigh 
Dr.  Southgate  Leigh,  Jr. 
Dr.  Edward  D.  Levy 
Dr.  Bernard  Lidman 
Dr.  C.  H.  Lupton 
Dr.  Lemuel  Mayo 
Dr.  L.  A.  McAlpine 
Dr.  W.  P.  McDowell 
Dr.  M.  J.  Miller 
Dr.  F.  N.  Mullen,  Jr. 
Dr.  R.  B.  Nicholls 
Dr.  Arthur  D.  Parker 
Dr.  Nelson  S.  Payne 
Dr.  S.  B.  Pope 
Dr.  John  A.  Proffitt 
Dr.  C.  N.  Psimas 
Dr.  B.  H.  Raymond 
Dr.  John  O.  Rydeen 
Dr.  J.  T.  St.  George 
Dr.  Milton  Salasky 
Dr.  E.  Schweiger 
Dr.  Ben  Steingold 
Dr.  Arnold  E.  Strauss 
Dr.  Harry  Sute'an 
Dr.  John  A.  Vann 
Dr.  Cary  E.  Via 
Dr.  H.  A.  Wall 
Dr.  C.  F.  Ward 
Dr.  D.  P.  West 
Dr.  S.  B.  Whitlock 
Dr.  J.  B.  Woodley 

Northern  Neck 
Dr.  R.  E.  Booker 
Dr.  P.  P.  Deming 

Northern  Virginia 
Dr.  G.  G.  Crawford 

Patrick-Henry 
Dr.  Homer  H.  Price 
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Richmond 
Dr.  R.  L.  Bailey 
Dr.  J.  B.  Black,  Jr. 

Dr.  M.  L.  Boyle 
Dr.  D.  Coleman  Booker 
Dr.  Harry  Brick 
Dr.  Manfred  Call 
Dr.  R.  W.  Crossen 
Dr.  W.  A.  Eskridge 
Dr.  H.  T.  Garriss 
Dr.  Fleming  W.  Gill 
Dr.  Thomas  F.  Gill 
Dr.  W.  C.  Grinnan 
Dr.  William  R.  Hill 
Dr.  H.  Higgins 
Dr.  Oscar  L.  Hite 
Dr.  Thomas  E.  Hughes 
Dr.  Francis  B.  .Fee 
Dr.  James  C.  LeFon 
Dr.  Carolyn  M.  McCue 
Dr.  Howard  McCue 
Dr.  H.  H.  McGuire 
Dr.  R.  C.  Manson 
Dr.  J.  D.  Markham 
Dr.  Blake  W.  Meador 
Dr.  Barney  Piotnick 
Dr.  W.  D.  Poe 
Dr.  Edward  S.  Ray 
Dr.  H.  M.  Richardson 
Dr.  W.  W.  Rixey 
Dr.  H.  W.  Rollings 
Dr.  E.  B.  Shepherd 
Dr.  L.  W.  Snead 
Dr.  E.  B.  Talbot 
Dr.  D.  D.  Talley 
Dr.  Elam  C.  Toone 
Dr.  E.  T.  Trice 
Dr.  H.  St.  G.  Tucker 
Dr.  J.  T.  Tucker 
Dr.  A.  E.  Turman 


Dr.  J.  L.  Ulmer 
Dr.  Edwin  Vaughan 
Dr.  G.  A.  Welchons 
Dr.  L.  J.  Whitehead 
Dr.  E.  S.  Williams 
Dr.  H.  M.  Wingfield 
Dr.  I.  S.  Zfass 

Roanoke 
Dr.  J.  H.  Bailey 
Dr.  Lula  W.  Garst 
Dr.  G.  G.  Gooch 
Dr.  Faith  F.  Go  don 
Dr.  W.  Banks  Huff 
Dr.  A.  M.  Jacobson 
Dr.  B.  C.  Moomaw 
Dr.  R.  S.  Owens,  Jr. 

Dr.  R.  A.  Richards 
Dr.  A.  D.  Shapiro 

Southampton 
Dr.  H.  L.  Gardner 
Dr.  C.  F.  Gryte 
Dr.  K.  Hirsch 
Dr.  W.  D.  Varner 

Southwest  Virginia 
Dr.  Don  L.  Greever 
Dr.  William  N.  Greever 
Dr.  R.  H.  Harrington 
Dr.  M.  C.  Newton 
Dr.  S.  H.  Yokeley 

Tazewell 

Dr.  G.  D.  Vermilya 

Warwick 

Dr.  J.  E.  Battalia 

Dr.  Thomas  N.  Hunnicutt 

Wise 

Dr.  Edward  B.  Blum 


BOOK  ANNOUNCEMENTS 


Handbook  of  Materia  Medica,  Toxicology,  and  Phar- 
macology. For  Students  and  Practitioners  of  Med- 
icine. By  FORREST  RAMON  DAVISON,  B.A., 
M.Sc..  Ph.D.,  M.B.,  Consultant  and  Toxicologist, 
Minneapolis,  Minnesota;  formerly  assistant  pro- 
fessor of  pharmacology  in  the  School  of  Medicine, 
University  of  Arkansas;  Medical  Department,  The 
Upjohn  Company,  etc.  Fourth  Edition.  St.  Louis, 
The  C.  V.  Mosby  Company,  1949.  730  pages.  With 
35  illustrations,  including  4 in  color.  Cloth.  Price 
$8.50. 

The  Compleat  Pediatrician.  Practical,  Diagnostic, 
Therapeutic  and  Preventive  Pediatrics.  By  W.  C. 
DAVISON,  Professor  of  Pediatrics,  Duke  Univer- 
sity School  of  Medicine.  Sixth  Edition.  Duke 


University  Press,  Durham,  North  Carolina,  1949. 
Cloth.  Price  $4.75. 

Medicine  Throughout  Antiquity.  By  BENJAMIN 
LEE  GORDON,  M.D.,  Member,  American  Associa- 
tion of  the  HlstoiT  of  Medicine  and  American 
Academy  of  Ophthalmology  and  Otolaryngology; 
attending  Ophthalmologist  to  Shore  Memorial 
Hospital,  Somers  Point,  New  Jersey,  and  to  At- 
lantic County  Hospital  for  Mental  Diseases,  North- 
field,  New  Jersey;  etc.  Foreword  by  Dr.  Max 
Neuburger.  Philadelphia,  F.  A.  Davis  Compairy, 
1949.  xvii-818  pages.  Cloth.  Price  $6.00. 

How  to  Become  a Doctor.  A Complete  Guide  to  the 
Study  of  Medicine,  Dentistry,  Pharmacy,  Veteri- 
narian Medicine,  Occupational  Therapy,  Chiropody 
and  Foot  Surgery,  Optometry,  Hospital  Admin- 
istration, Medical  Illustration,  and  the  Sciences. 
By  GEORGE  R.  MOON,  A.B.,  M.A.,  Examiner  and 
Recorder,  University  of  Illinois,  Colleges  of  Med- 
icine, Dentistry  and  Pharmacy.  The  Blakiston 
Company,  Philadelphia,  1949.  ix-131  pages.  Cloth. 
Price  $2.00. 


Outwitting  Your  Years.  By  CLARENCE  WILLIAM 
LIEB,  M.A.,  M.D.  Prentice-Hall,  Incorporated,  New 
York,  1949.  viii-278  pages.  Cloth.  Price  $2.75. 

Help  Yourself  to  Better  Sight.  By  MARGARET 
DARST  CORBETT.  Prentice-Hali,  Incorporated, 
New  York,  1949.  xiv-218  pages.  Cloth.  Price 

$2.50. 


Essentials  of  Pathology.  By  LAWRENCE  W. 
SMITH,  M.D.,  F.C.A.P.,  Formerly  professor  of 
pathology.  Temple  University  School  of  Medicine; 
Formerly  assistant  professor  of  pathology.  Har- 
vard Medical  College,  etc.  and  EDWIN  S.  GAULT, 
M.D.,  F.C.A.P.,  Associate  professor  of  pathology 
and  bacteriology.  Temple  University  School  of 
Medicine.  Third  Edition.  The  Blakiston  Com- 
pany, Philadelphia.  1948.  764  pages.  740  illustra- 
tions. Cloth.  Price  $12.00. 

The  essentials  of  pathology  are  herein  presented 
by  the  study  of  case  reports  interpreted  in  the  light 
of  gross  pathologic  data  and  roentgenograms  when 
pertinent  and  analyzed  by  the  methods  of  histo- 
pathology.  The  method  is  an  admirable  one,  but 
tlie  bibliography  and  the  various  subdivisions  of 
chapters  and  sections  must  necessarily  keep  up,  and 
in  step  with,  the  current  literature. 

Thus  under  the  “Lymphoid  and  Reticulo-endo- 
thelial  Tumors”,  it  would  be  well  to  cite  Gall  and 
Mallory’s  paper  on  the  “iMalignant  Lymphoma”  of 
1942,  even  at  the  expense  of  omitting  Gall’s  lesser 
paper  of  1941.  The  “Malignant  Lymphoma”  are 
discussed  in  three  pages  with  one  case  report  which 
is  followed  by  a discussion  of  “Lympho-epithe- 
lioma”  and  then  follow  five  pages  on  “Hodgkin’s 
Disease”  and  “Hodgkin’s  Sarcoma”,  and  “Reticulo- 
endothelial Sarcoma”.  Only  “Giant  Follicle  Lym- 
phoma”, “Lymphocytoma”,  and  “Lymphoblastoma” 
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thus  appear  under  the  main  heading  “Malignant 
Lymphoma”.  This  type  of  arrangement  does  not 
help  to  clarify  the  neophytes  conception  of  “lym- 
phoma” and  it  might  be  well  to  mention  the  more 
recent  classifications  and  their  advantages  and  limi- 
tations. 

The  selection  of  clinical  cases  to  illustrate  cer- 
tain conditions  could  in  some  instances  be  improved 
upon.  On  page  298  to  depict  a case  of  “medullo- 
blastoma”, the  authors  chose  a 34  year  old  woman 
whose  symptoms  began  7 years  before  and  in  which 
a diagnosis  of  pituitary  tumor  was  made  and  32 
x-ray  treatments  were  given  without  benefit.  The 
age  of  the  patient,  the  neurological  findings  given, 
the  history,  and  the  lack  of  response  to  irradiation 
were  in  no  w'ay  typical  of  the  average  case  of  medul- 
loblastoma from  a purely  “case  teaching”  point 
of  view\  On  tlie  other  hand,  the  discussion  and 
case  report  on  “chordoma”  seem  to  be  extremely 
well  chosen. 

The  book  is,  like  most  works  on  pathology,  not 
without  its  “index”  difficulties.  Thus  the  subject 
of  “pheochromoc}1:oma-chromaffinoma”  is  consid- 
ered on  pages  299,  306,  450  and  638  with  only  two 
pages  noted  under  each  title  in  the  index  with  a 
great  deal  of  interesting  information  still  not  in- 
cluded on  any  of  the  pages  listed. 

Errors  in  the  labelling  of  roentgenograms  and 
identification  of  case  reports  do  occur.  Thus  on 
page  251,  Fig.  255,  X-ray-arm:  actually  is  a fore- 
arm and  Case  63  fails  to  mention  any  involvement 
of  the  forearm,  in  the  clinical  histoiy'.  The  multi- 
ple bone  lesions  mentioned  in  the  history,  and  the 
roentgenogram  depicted  are  not  at  all  convincing 
for  the  heading  “Bone:  Benign  Giant  Cell  Tumor” 
nor  can  we  agree  with  the  text  that  it  “tends  to 
occur  at  the  diaphyseal  ends  of  the  long  bones.” 
Jaffe’s  work  is  mentioned  but  his  three  types  of  giant 
cell  tumors  are  not  clearly  outlined  in  the  text. 

In  general,  the  authors  have  carried  out  their 
“case  history”  method  with  unusual  success.  To 


incorporate  the  rapid  and  tremendously  changing 
literature  of  “Pathology”  into  a case  book  for  sopho- 
more medical  and  dental  students  is  indeed,  a monu- 
mental and  never  ending  task. 

F.  B.  Mandeville 

New  Books. 

The  following  books  are  recent  additions  to  the 
Librar}'  of  the  Medical  College  of  Virginia,  and  are 
available  to  our  readers  under  usual  library  regu- 
lations ; 

Addis — Glomerular  nephritis. 

Alford — Cerebral  localization:  outlines  of  a revision. 

Bard — The  doctor  wears  three  faces. 

Basic  science  for  orthopedics. 

Bradley — Pathological  physiology  of  uremia  in  chronic 
Bright’s  disease. 

Brodal — Neurological  anatomy  in  relation  to  clinical 
medicine. 

Gogan — Neurology  of  the  ocular  muscles. 

Conn — Current  therapy. 

Chopra — Indigenous  drugs  of  India;  their  medical  and 
economic  aspects. 

Dressier  and  Roesler — An  atlas  of  electrocardiography. 
Encyclopaedia  Brittanica.  New  1949  ed. 

Eppinger — Die  permeabilitaes  pathologie. 

Fuch — Atlas  of  ocular  fundi. 

Glick — Techniques  of  histo-  and  cytochemistry. 

Grasse — Traite  de  zoologie.  Vol.  XI. 

Helmholtz — On  thought  in  medicine. 

Henle — On  miasmata  and  contagia. 

Kabat  and  Mayer — Experimental  immunochemistry. 
Krantz  and  Carr — Pharmacologic  principles  of  medical 
practice. 

Levine  and  Harvey — Clinical  auscultation  of  the  heart. 
Lockhart — Living  anatomy. 

Modern  drug  encyclopedia  and  therapeutic  index. 
Nungester — An  illustrated  study  aid  for  medical  bac- 
teriology. 

Rowe — Elimination  diets  and  patients  allergies.  2d  ed. 
Singer — Short  history  of  medicine. 

Virginia  State  Health  Department — Survey  of  hospital 
facilities  in  Virginia. 

Von  VVeizsacker — Der  Gestalt  Kreis. 

Witmer — Psychiatric  interviews  with  children. 
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PUBLIC  HEALTH 


L.  J.  Roper,  M.D., 

State  Health  Commissioner  of  I’irginia 


The  report  of  the  Bureau  of  Communicable  Dis- 
ease Control  of  the  State  Department  of  Health  for 
May  1949  as  compared  with  the  same  month  in 
1948,  and  for  the  period  of  January  through  May 


1949  compared  with  the  same 

period  in 

1948, 

is  as 

follows : 

Jan.- 

Jan.- 

May  May 

May 

May 

1949 

1918 

1949 

1948 

Typhoid  and  paratyphoid 

8 

12 

31 

53 

Diarrhea  and  dysentery 

186 

205 

1,285 

1,393 

Measles  3,416  1,478  18,837 

4,192 

Scarlet  fever 

41 

76 

358 

507 

Diphtheria 

9 

16 

61 

99 

Poliomyelitis 

1 

3 

9 

9 

Meningitis 

6 

9 

46 

46 

Undulant  fever 

6 

10 

25 

39 

Rocky  Mountain  spotted  fever 

10 

5 

11 

5 

Tularemia 

1 

4 

8 

24 

Rocky  Mountain  Spotted  Fever 

With  the  recurrence  of  the 

tick 

season  and  the 

possibility  of  infection  with  Rocky  Mountain 
spotted  fever  it  may  be  useful  to  review  our  knowl- 
edge of  its  etiology,  incidence,  treatment  and  con- 
trol measures  employed. 

Incidence : 

Table  I shows  the  number  of  cases  of  Rocky 
Mountain  spotted  fever  reported  in  Virginia  since 
1931  and  the  deaths  for  this  same  period. 


The  monthly  distribution  of  rejxjrted  cases  fol- 
lows the  pattern  of  previous  years  with  the  highest 
incidence  in  June- July- August. 

Since  1941,  Rocky  Mountain  spotted  fever  has 
been  reported  from  88  counties  in  the  State.  Dur- 
ing this  period  no  reports  have  come  from  the  other 
12  counties:  Bath,  Bland,  Craig,  Floyd,  Giles, 
Highland,  Mathews,  Northumberland,  Pulaski, 
Surr)’,  Washington,  and  Westmoreland. 

The  fatality  rate  is  somewhat  lower  in  the  East- 
ern than  in  the  Western  States.  In  the  10  year  pe- 
riod (1930-39)  the  crude  fatality  rate  for  Idaho 
and  Montana  was  28.1%  while  for  Maryland  and 
Virginia  it  was  18.4%. 

Etiology: 

In  Virginia  the  American  dog  tick  (Dermacentor 
variabilis),  also  locally  called  the  wood  tick,  is 
probably  the  only  vector  of  spotted  fever.  The  adult 
males  and  females  are  oval  in  shape,  almost  ^ 
inch  in  length  and  brown  in  color.  The  females  are 
darker  and  have  a larger  area  of  lines,  hairs  and 
other  markings  just  behind  the  “head”. 

Diagnosis : 

From  the  standpoint  of  laboratory  assistance,  a 
diagnosis  of  active  Rickettsial  infection  cannot  be 
made  by  serological  test  alone.  Diagnosis  can  be 
arrived  at  only  by  correlation  of  laboratory  find- 


Table  I 


1931 

32 

33 

34 

35 

36 

37 

38 

39 

40 

41 

42 

43 

44 

45 

46 

47 

48 

Reported  Cases 

__  6 

9 

23 

47 

45 

50 

54 

72 

50 

46 

33 

47 

56 

81 

99 

93 

67 

64 

Deaths 

0 

1 

4 

8 

10 

9 

9 

13 

5 

7 

11 

8 

16 

14 

21 

14 

10 

9 

Up  to  May  28,  1949,  11  cases  had  been  reported 
in  Virginia  this  year,  10  in  May  and  1 in  April. 
There  have  been  no  deaths. 

Table  II  shows  the  monthly  distribution  of  the 
64  cases  of  Rocky  Mountain  spotted  fever  reported 
in  Virginia  in  1948. 


ings  and  clinical  picture.  There  is  no  single  posi- 
tive titer,  either  in  the  complement  fi.xation  test  or 
the  Weil-Felix,  which  is  diagnostic  of  present  in- 
fection. A rising  titer  is  very  strong  presumptive 
evidence  of  present  active  Rickettsial  infection.  For 
this  reason  it  is  ven,'  important  to  obtain  two  or 

II 


Table 

January  February  March  April  May  June  July  August  September  October  November  December 

5 17  17  19  2 + 
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more  successive  specimens  of  serum  from  every  pa- 
tient, seven  to  ten  days  apart.  The  first  specimen 
should  be  taken  from  the  fifth  to  the  tenth  day  of 
illness. 

Control  and  Treatment : 

Protection  from  Rocky  Mountain  spotted  fever 
through  vaccination  lasts  approximately  one  year 
and  unless  one  is  going  to  spend  time  in  known  in- 
fected areas,  vaccination  is  not  recommended.  Vac- 
cination is  recommended  for  those  whose  work  or 
play  takes  them  into  the  woods  for  prolonged  pe- 
riods— highway  workers,  loggers,  campers.  Per- 
sonal protective  measures  such  as  projaer  clothing 
and  daily  inspection  for  ticks  are  advisable. 

In  the  treatment  of  Rocky  Mountain  spotted  fever 
Aureomycin  has  proved  a spectacular  remedy — al- 
most a specific.  Cases  with  high  temperature  and 
characteristic  rash  have  been  rendered  afebrile  after 
48-72  hours  of  intensive  treatment  with  this  new 
antibiotic. 


United  States  Has  Lowest  Rates. 

Final  tabulation  of  births  and  maternal  deaths 
for  1947  by  the  National  Office  of  Vital  Statistics 
indicates  a new  record  low  maternal  mortality  rate 
of  1.3  per  thousand  live  births,  according  to  an 
editorial  in  a recent  issue  of  the  Journal  of  the 
American  Medical  Association. 

No  other  Nation  has  reported  a lower  rate. 

In  1933  the  American  rate  of  6.2  placed  this 
country  eleventh  among  the  leading  Nations.  Since 
then  the  drop  to  1.3,  amounting  to  a 79%  reduc- 
tion, has  “undoubtedly  raised  the  rank  of  the 
United  States  to  first  place  or  close  to  first  place” 
according  to  the  Journal. 

“The  phenomenal  reduction  in  maternal  mor- 
tality in  the  United  States,”  said  the  Journal,  “has 
not  been  restricted  to  any  single  State  or  group  of 
States,  but  has  been  relatively  uniform  throughout 
the  entire  country.” 

None  of  the  States  in  1947  had  a rate  above  2.6. 
Connecticut,  Delaware,  Iowa,  Massachusetts,  Min- 
nesota, Oregon,  Rhode  Island,  Utah,  and  Wyoming 
reported  a rate  less  than  1.0,  with  Minnesota  the 
lowest  at  0.6. 


None  of  the  States  had  a rate  lower  than  4.3  in 
1933.  In  that  year  the  spread  between  the  highest 
and  lowest  was  from  11.5  to  4.3,  or  7.2.  In  1947 
the  spread  dropped  to  2.0. 

The  great  improvement  in  the  rate  was  reflected 
among  non- whites  as  well  as  white  Americans.  For 
whites  the  rate  declined  from  5.6  to  1.1  and  for 
non-whites  from  9.7  to  3.3. 

“It  is  also  abundantly  clear,”  stated  the  Journal, 
“that  this  form  of  health  progress  has  been  ex- 
tremely general  throughout  the  United  States  dur- 
ing these  15  years.” 


WOMAN’S  AUXILIARY 
TO  THE 

MEDICAL  SOCIETY  OF  VIRGINIA 


President Mrs.  R.  M.  Reynolds,  Norfolk 

President-Elect Mrs.  C.  E.  Holderby,  Hilton  Village 

Recording  Secretary Mrs.  T.  S.  Chalkley,  Richmond 

Corresponding  Secretary Charles  Lupton,  Norfolk 

Treasurer Mrs.  Reuben  Simms,  Richmond 

Parliamentarian Mrs.  H.  W.  Rogers,  Norfolk 

Historian Mrs.  M.  H.  Harris,  West  Point 


Warwick  County  Auxiliary. 

At  the  April  luncheon  meeting  of  this  Auxiliary, 
Miss  Virginia  Fox,  educational  director  of  the 
Elizabeth  Buxton  Hospital  School  of  Nursing,  pre- 
sented a film  on  cancer  “The  Doctor  Speaks  His 
Mind”. 

At  the  meeting  on  IMay  25th,  Mrs.  Chester  D. 
Bradley,  President,  selected  the  following  commit- 
tees for  the  annual  meeting  of  the  State  Auxiliary  to 
be  held  at  Old  Point  Comfort,  October  9-12:  Re- 
ception: Mrs.  William  A.  Read  and  ^Irs.  Frederick 
Nimrod  Thompson;  Registration:  Mrs.  Guy  C. 
Amory  and  Mrs.  J.  W.  Carney;  Flowers:  I^Irs. 
Russell  Von  Lehn  Buxton;  Transportation:  Mrs. 
William  A.  Mitchell  and  Mrs.  Paul  Hogg;  Enter- 
tainment: Mrs.  Barnes  Gillespie  and  Mrs.  Louis 
Richman.  Mrs.  Thomas  N.  Hunnicutt,  Jr.,  will 
give  the  address  of  welcome. 
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EDITORIALS 


Sir  William  Osier  (1849-1919) 


NE  hundred  years  ago  Bond  Head  was  on  the  edge  of  the  Canadian  Wilderness. 


I'he  Rev.  Featherstone  Osier's  home  was  the  social  center.  Chippewa  Indians 
often  paid  migratory  visits  and  the  “stump  farmers”  of  the  neighborhood  gathered  on 
all  occasions.  Every  12th  of  July  the  Orangemen  with  their  sashes  and  rosettes, 
gathered  at  the  Corners  and  marched  the  mile  to  the  parsonage,  where  speeches  were 
made  and  felicitations  offered  in  return.  On  July  12,  1849,  the  8th  Osier  child  was 
born.  His  name  was  to  have  been  Walter  Farquhar,  but  later  in  the  day  when  he 
was  shown  to  the  Orangemen,  they  dubbed  him  young  Prince  of  Orange  and  insisted 
that  he  be  named  William.  Thus  a future  Regius  Professor  of  IMedicine  of  Oxford 
University  was  ushered  into  the  world  on  the  American  frontier. 

What  wonderful  changes  in  medicine  this  young  Canadian  saw  and  brought  about. 
.After  a good  classical  education.  Osier  studied  medicine  at  Toronto  and  at  McGill. 
-At  neither  place  were  there  laboratories,  but  at  McGill  the  students  had  the  run  of 
the  Montreal  General  Hospital.  Upon  graduation  in  1872  Osier  went  to  London  and 
worked  under  Burdon  Sanderson  in  Physiology.  Later  he  went  to  Berlin  and  worked 
under  Abrchow  and  to  Vienna  where  he  took  a number  of  courses.  He  returned  to 
Canada  in  the  summer  of  1874.  The  following  September  he  was  appointed  lecturer 
of  the  Institutes  of  Medicine,  which  included  Physiology  and  Pathology  and  every- 
thing that  was  taught  with  a microscope.  The  next  year  he  ordered  12  microscopes, 
the  first  at  McGill,  which  he  paid  for  out  of  his  own  meagre  salary^  His  first  clinical 
work  was  in  the  smallpox  wards  of  the  Montreal  General  Hospital.  It  was  not  long 
before  he  was  doing  all  the  autopsies.  Four  years  later  he  succeeded  Dr.  Drake  as 
physician  to  the  Montreal  General  Hospital. 

In  1884  Osier  was  called  to  the  University  of  Pennsylvania.  Pennsylvania,  fol- 
lowing the  lead  of  Harv'ard,  had  just  adopted  a three  year  curriculum.  Osier  intro- 
duced bedside  teaching.  Five  years  later  he  went  to  Baltimore  as  Physician-in-Chief 
of  the  Johns  Hopkins  Hospital.  Here  in  Baltimore,  he,  together  with  Dr.  William  H. 
Welch  and  others  of  that  wonderful  first  Faculty,  developed  a new  medical  school 
untrammelled  by  traditions.  The  result  was  a Medical  University  with  the  best  fea- 
tures of  German  and  Engli.sh  medical  teaching — laboratories,  bedside  teaching,  and 
long  term  residencies. 

Finally,  in  1905  he  received  a call  to  Oxford  to  succeed  his  old  teacher,  Burdon 
Sanderson.  He,  himself,  looked  on  the  move  as  a kind  of  retirement. 

Wherever  he  went — Montreal,  Philadelphia,  Baltimore  or  Oxford — he  was  a medi- 
cal catalyst.  He  improved  medical  instruction,  stimulated  medical  scx:ieties  for  gradu- 
ates, as  well  as  undergraduates.  Medical  publications  took  on  new  life.  He  activated 
libraries,  and  stimulated  public  interest  in  health  matters.  No  one  has  done  more 
for  American  Medicine. 

*This  is  the  third  of  a series  “Doctors  for  whom  the  public  should  be  thankful.” 


The  Influence  of  Two  Virginia  Cesarean  Sections 


WHEN  the  knowledge  obtained  through  a new  discovery  is  added  to  the  great 
pool  of  common  knowledge  it  may  stimulate  further  advances  in  the  same  line 
or  even  in  entirely  unrelated  fields.  Such  knowledge  may  spread  in  one  of  three  ways 
(1)  personal  contact  in  ordinary  every  day  relations  (2)  publication  (3)  pressure 
actuated  by  desire  for  either  gain  or  fame.  In  the  first  instance  the  spread  is  slow 
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and  limited  in  extent.  When  a report  is  made  in  a magazine  the  knowledge  is  dis- 
seminated more  rapidly,  depending  upon  the  character  of  the  journal  and  its  circula- 
tion. Oliver  Wendell  Holmes’  original  communication  on  the  contagiousness  of 
puerperal  fever  attracted  no  immediate  attention  because  it  was  published  in  a short- 
lived New  England  magazine  that  had  only  local  subscribers.  The  pressure  method, 
so  common  in  modern  advertising,  is  seldom  used  in  medicine,  although  the  contro- 
versy incident  to  the  discovery  of  anesthesia  is  a notable  exception. 

Two  Cesarean  ojjerations  performed  in  Virginia  about  the  beginning  of  the  Nine- 
teenth Century  afford  good  examples  of  the  first  two  methods  of  the  dissemination  of 
new  knowledge.  In  1794  Dr.  Jesse  Bennett  of  Rockingham  County,  Virginia,  per- 
formed a Cesarean  Section  upon  his  own  wife  and  removed  both  ovaries.  Dr.  Alex- 
ander Humphreys  of  Staunton  was  called  in  consultation  and  both  he  and  Dr. 
Bennett  failed  to  deliver  the  baby  with  forceps.  Believing  that  she  would  die  whither 
a craniotomy  or  a Cesarean  Section  were  done,  Mrs.  Bennett  chose  the  sect  on.  Dr. 
Humphreys  refused  to  operate.  Dr.  Bennett  operated  and  saved  both  mother  and 
child.  To  make  sure  that  he  would  not  be  subjected  to  such  an  ordeal  again,  he  re- 
moved both  ovaries.  Dr.  Joseph  L.  Miller  was  the  first  to  describe  this  operation. 
{Am.  Med.  His.  N.  S.  10:23,1938).  Some  three  years  after  the  operation  Dr.  Ben- 
nett moved  to  the  Ohio  River  with  his  wife  and  daughter,  where  he  developed  a prac- 
tice that  extended  over  an  area  of  100  to  150  miles  in  diameter. 

In  1827  Dr.  John  Lamberth  Richmond  perfonned  what  is  usually  considered  the 
first  Cesarean  section  in  the  United  States.  It  was  reported  in  the  TITit  .Journal  of 
Med.  & Phys.  Sc.  3:485,1830.  As  it  was  performed  at  NevHown,  Ohio,  less  than  85 
miles  from  IMason  County,  Kentucky,  where  Dr.  Bennett  had  been  living  for  30 
years,  it  is  likely  that  Dr.  Richmond  knew  of  Dr.  Bennett’s  successful  operation. 

It  is  also  likely  that  Bennett’s  operation  had  influence  in  a different  direction.  Dr. 
Ephraim  McDowell  studied  medicine  under  Dr.  Alexander  Humphreys  before  he 
went  to  the  Elniversity  of  Edinburgh.  Dr.  Hugh  Trout  is  of  the  opinion  that  McDowell 
must  have  visited  Humphreys  when  he  returned  to  this  country  in  the  summer  of 
1794.  If  so,  then  they  must  surely  have  discussed  the  remarkable  operation  that  Jesse 
Bennett  had  performed  six  months  previously  and  a knowledge  of  this  operation  must 
have  influenced  him  to  his  decision  to  operate  when  confronted  with  a case  of  ovarian 
cyst  in  1809,  a condition  which  up  until  then  was  considered  hopeless.  {Am.  Med. 
Hist.  N.  S.  10:168,1938.) 

The  second  Virginia  Cesarean  Section  was  performed  by  an  “irregular  practi- 
tioner” of  Eairfax  County  in  1828,  It  was  reported  by  Dr.  W.  L.  Weems  in  the 
.American  Journal  of  Medical  Science  (8:257,1936).  Dr.  Weems  witnessed  the  op- 
eration but  had  no  part  in  it.  The  fetus  was  in  a half  dissolved  state.  The  mother 
died  in  the  second  week  after  the  operation,  her  death  being  attributed  to  her  eating 
animal  food  and  drinking  cider.  The  interesting  feature  in  this  case  was  that  two  or 
three  sutures  were  placed  in  the  uterus.  Before  this  the  uterus  had  been  left  unsu- 
tured. From  this  time  on,  more  and  more  operators  closed  the  uterine  wound  with 
sutures.  In  1852,  Frank  E.  Polin  of  Springfield,  Kentucky,  used  silver  wire  for  this 
purpose.  A list  of  these  operations  was  compiled  by  Robert  P.  Harris  {Am.  J.  Med. 
Sc.  75:313,1878).  Dr.  Nicholson  J.  Eastman  {Am.  J.  Ohst.  & Gynec.  24:919,1932) 
is  of  the  opinion  that  these  operations  tremendously  influenced  Siinger  whose  classical 
report  in  1882  marks  the  beginning  of  the  modern  period  in  the  history  of  this 
operation. 

Little  did  Dr.  Jesse  Bennett  dream,  when  confronted  by  his  fearful  problem,  that 
its  successful  solution  would  have  any  influence  in  the  performance  of  one  of  the 
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world’s  a;reat  operations,  one  that  became  a mile  stone  in  the  history  of  surger)’.  While 
the  ‘‘irregular  practitioner”  of  Fairfax  County  remains  unknown,  his  work  is  not 
forgotten. 


Miss  Agnes  Edwards 


N May  9th,  Miss  Edwards  had  to  stop  work  temporarily  on  account  of  a slight 


cereliral  vascular  accident.  Fortunately  the  area  involved  was  small  and  unim- 
portant. She  has  now  left  the  hospital  and  is  recuperating  rapidly.  However,  her 
physician  wants  her  to  rest  for  a couple  of  months.  For  the  first  time  in  many  years 
the  Monthly  has  been  without  her  guidance. 

The  Virginia  Medical  Monthly  was  started  in  1874  by  Miss  Edwards’  father, 
the  late  Dr.  Landon  B.  Edwards.  Until  his  death  in  1910,  Dr.  Edwards  owned  the 
magazine  and  ran  it  as  a private  venture.  As  his  children  grew  up,  the  publishing  of 
the  Monthly  (or  Semi-Monthly,  for  at  one  time  it  was  published  twice  a month) 
became  a family  affair.  We  doubt  if  Miss  Edwards,  herself,  knows  when  she  first 
began  working  on  the  Monthly. 

Upon  Dr.  Edwards’  death,  his  son.  Dr.  Charles  M.  Edwards,  became  managing 
editor  and  continued  as  such  until  he  entered  the  Service  in  1918.  In  1919,  the 
Medical  Society  of  ^firginia  purchased  the  Monthly  and  continued  to  publish  it 
under  the  direction  of  a Publication  Committee  and  IVliss  Edwards.  Twenty-five  years 
ago.  Miss  Edwards  became,  in  addition,  the  executive  secretary-treasurer  of  the  Medi- 
cal Society  of  Virginia.  These  two  positions  she  has  continued  to  fill  to  the  satisfac- 
tion of  every  one. 

In  a real  sense,  IMiss  Edwards  has  grown  up  with  the  Monthly.  It  is  a part  of  her 
life.  She  and  the  Monthly  are  inseparable.  She  has  built  for  herself  and  the 
Monthly  an  enviable  nation-wide  reputation.  The  Council  is  thoroughly  cognizant  of 
how  much  the  Medical  Society'  of  Virginia  owes  Miss  Edwards  for  her  long  and  faith- 
ful service.  At  its  last  meeting,  it  appointed  a committee  to  arrange  Miss  Edwards’ 
partial  or  full  time  retirement  at  her  pleasure.  The  thought  of  the  Council  was  that 
whenever  Miss  Edwards  felt  that  the  burden  was  too  great,  some  satisfactory  arrange- 
ment would  be  made.  Miss  Edwards’  long  experience  is  too  valuable  to  lose  entirely. 
Possibly  it  would  have  been  better  had  the  Council  acted  sooner.  At  any  rate,  we  hope 
that  Miss  Edwards  will  soon  be  back  at  work  in  her  full  capacity  or  at  least  for  a 
short  time  each  day. 


Floral  Eponym 
Zaluzianskyia 

Zaluziansky,  Adam,  el. 1592 


Zaluziansky  was  a Polish  physician  and  botanist.  He  was  born  in  the  middle  of 
the  XVI  Century  and  became  a distinguished  professor  of  medicine  in  the  F^niversity 
of  Prague.  By  some,  he  is  said  to  have  discovered  the  sex  of  plants,  but  that  is  an 
error,  for  in  his  time  knowledge  of  this  subject  was  scarcely  more  advanced  than  that 
of  the  ancients.  His  principal  works  are;  Methodi  rei  herbariae  Ubri  tres,  Prague, 
1592;  Harmonia  confessionum  orthodoxarum  regni  Bohemiae,  Prague,  1609;  Animad- 
versiones  in  Galenum  et  Avicennam. 

Zaluzianskyia,  night  phlox,  is  a genus  of  twenty  species  of  fragrant  South  African 
plants,  most  of  which  are  night  blooming. 
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SOCIETIES 


The  Southwest  Virginia  Medical  Society 
Held  its  Spring  meeting  on  May  26th  at  the 
Hotel  Roanoke,  Roanoke,  under  the  presidency  of 
Dr.  R.  M.  DeHart,  Radford.  At  the  afternoon  ses- 
sion, tlie  following  program  was  presented:  Geriatric 
Dermatoses  by  Dr.  William  H.  Kaufman,  Roanoke; 
and  Acute  Poisoning  in  Children  by  Dr.  Jay  M. 
Arena,  Duke  University,  Durham,  North  Carolina. 
Dr.  John  T.  T.  Hundley,  Lynchburg,  State  Educa- 
tion Chairman,  and  Mr.  Henry  S.  Johnson,  Public 
Relations  Director,  Medical  Society  of  Virginia, 
gave  some  highlights  on  Compulsory  Health  In- 
surance. The  Society  went  on  record  as  being  op- 
posed to  Compulsor}-  Health  Insurance.  Following 
a business  session,  social  hour,  and  banquet.  Dr. 
Robert  N.  Cradick,  Duke  University,  Durham, 
North  Carolina,  .spoke  on  Psychosomatic  Gynecol- 
ogy, and  Dr.  William  N.  Nicholson,  also  of  Duke 
University,  on  Some  Neurologic  and  Vascular  Com- 
plications of  Diabetes  Mellitus. 

The  Fall  meeting  of  this  Society  will  be  held  in 
Radford  the  first  Thursday  in  October,  at  which 
time  one  of  the  guest  speakers  will  be  Dr.  Karl  J. 
Karnaky  of  Baylor  University,  Houston,  Texas, 
who  will  speak  on  Endometriosis. 

Dr.  Andrew  F.  Giesen,  Radford,  is  secretary- 
treasurer  of  this  Society. 

The  Fauquier  County  Medical  Society 

Held  its  regular  monthly  meeting  on  iMay  19th, 
with  Dr.  V.  L.  McCullers  presiding. 

The  program  consisted  of  interesting  discussions 
on  community  health  problems  and  on  the  status 
of  workers  and  their  freedom  in  choice  of  physicians 
under  existing  compensations  laws. 

Dr.  William  R.  Pretlow  was  elected  delegate  and 
Dr.  V.  L.  IMcCullers  alternate  delegate  to  the  Medi- 
cal Society  of  Virginia  meeting  to  be  held  in  Octo- 
ber, at  Old  Point  Comfort,  Virginia. 

Election  of  officers  was  accomplished  with  Dr. 
iM.  B.  Hiden  being  chosen  as  President  for  the  com- 
ing year.  Other  officers  elected  were:  1st  Vice 
President,  Dr.  Charles  Martin  of  Manassas;  2nd 
Vice  President,  Dr.  O.  L.  Huffman  of  Marshall; 
Secretary  and  Treasurer,  Dr.  James  L.  Dellinger 
of  Warrenton.  A vote  of  thanks  was  given  the  re- 


tiring officers  for  their  work  during  the  past  sev- 
eral years. 

The  meeting  was  concluded  with  a short  sci- 
entific program  consisting  of  the  showing  and  dis- 
cussion of  x-rays  on  interesting  orthopedic  cases. 

James  L.  Dellinger 

Norfolk  County  Medical  Society. 

At  the  annual  meeting  of  this  Society,  the  follow- 
ing officers  were  elected:  President,  Dr.  Frank  P. 
Smart;  president-elect.  Dr.  George  Schenck;  vice- 
president,  Dr.  Brock  D.  Jones;  secretary.  Dr.  Wal- 
ter P.  Adams;  and  treasurer.  Dr.  J.  Franklin  Wad- 
dill.  The  last  two  were  re-elected. 

Augusta  County  Medical  Association. 

The  regular  meeting  of  this  Association  was  held 
on  May  4th  at  the  General  Wayne  Hotel  in  Waynes- 
boro. Dr.  Elmer  L.  Sevringhaus  gave  a very  in- 
teresting talk  on  “Therapy  with  Estrogens  and 
Progesterone  in  Disorders  of  the  Female  Repro- 
ductive System”.  He  is  Director  of  Clinical  Re- 
search of  Hoffman-LaRoche,  Nutley,  New  Jersey, 
and  is  considered  an  authority  on  this  subject.  Dr. 
Charles  Putney  of  Staunton  read  a paper  on  “So- 
cialized Medicine”.  Delegates  and  alternates  to  the 
annual  meeting  of  the  State  Society  were  elected  at 
this  time.  Charles  F.  Gaylord,  Secretary 

The  Tazewell  County  Medical  Society 

Held  its  regular  bi-monthly  meeting  on  .'\pril 
21st  in  Tazewell,  with  Dr.  G.  D.  Vermilya,  presi- 
dent, presiding.  Dr.  L.  L.  Thompson,  Richlands, 
read  a paper  on  Alimentary  Dysglycemia.  Dr.  F.  E. 
LaPrade,  Jewell  Ridge,  was  elected  to  member- 
ship, and  Dr.  Mary  Elizabeth  Johnston,  Tazewell, 
was  named  delegate  to  the  State  meeting  in  Oc- 
tober. 

Northampton  County  Medical  Society. 

Dr.  J.  M.  Lynch,  president  of  this  Society,  has 
appointed  Dr.  John  R.  Mapp,  Nassaw'adox,  as  sec- 
retary-treasurer, to  succeed  Dr.  Charles  Garcia  who 
is  now  in  the  ISIedical  Corps  of  the  U.S.A.F.  at 
Langley  Field.  The  next  meeting  of  this  Society 
will  be  a picnic  on  July  14th. 
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NEWS 


Annual  Meeting  of  the  Medical  Society  of 

Virginia. 

The  ghosts  of  the  past  are  walking  at  Old  Point 
Comfort!  After  69  years  the  Medical  Society  of 
Virginia  is  coming  back  to  the  famed  tourist  resort 
on  the  shores  of  Hampton  Roads  and  Chesapeake 
Bay.  Many  changes  have  come  over  our  nation  and 
our  profession  since  the  meeting  of  1881.  The  doc- 
tors who  met  in  the  Hygeia  Hotel  (predecessor  to 
the  Chamberlin)  at  Old  Point  Comfort  were  only 
16  years  removed  from  the  bitterest  and  bloodiest 
war  of  all  history  up  to  that  time.  Many  had  ser\'ed 
in  it  with  distinction.  The  president’s  chair  was 
occupied  by  Dr.  Hunter  Holmes  McGuire  of  Rich- 
mond in  whose  arms  Stonewall  Jackson  died  after 
the  battle  of  Chancellorsville.  Only  a short  walk 
from  the  hotel  was  grim  old  Fortress  IMonroe  in 
which  Jefferson  Davis  had  been  imprisoned  for 
several  years  after  the  war.  The  Confederate  chief 
was  still  alive  and  had  just  published  that  same 
year  of  1881  his  two-volume  history,  “The  Rise  and 
Fall  of  the  Confederate  Government.” 

In  1881  the  medical  profession  was  just  enter- 
ing upon  that  great  era  of  discoveries  and  advances 
in  both  medicine  and  surgery  which  has  continued 
down  to  the  present  day.  The  typhoid  bacillus  had 
been  discovered  in  1880  and  the  tubercle  bacillus 
was  to  be  discovered  in  1882.  Max  Saenger  of 
Leipzig  was  to  make  known  his  improved  cesarean 
section  in  1882,  but  James  Thacker  Boutelle  of 
Hampton,  Virginia,  had  already  closed  the  uterine 
incision  with  three  silk  sutures  in  1879.  In  spite  of 
all  this,  therapy  was  still  in  its  infancy.  The  main- 
stays were  purging,  poulticing,  blistering,  cupping 
and  leeching. 

In  1881  there  Avas  no  Newport  News  and  no 
Phoebus,  only  Hampton.  Still  the  doctors  attending 
the  meeting  at  Old  Point  Comfort  found  plenty  of 
recreation  between  the  scientific  sessions.  The  Com- 
manding Officer  of  Fortress  Monroe  threw  open  the 
fortifications  for  their  inspection.  Carriages  were 
procured  to  take  the  doctors  over  to  Hampton  In- 
stitute and  the  National  Soldiers’  Home  just  out- 
side of  Hampton  where  they  were  cordially  enter- 
tained. !Mr.  Harrison  Phoebus,  the  genial  proprie- 
tor of  the  Hygeia  Hotel,  arranged  a steamboat  trip 
to  Yorktown.  A guiding  light  of  the  meeting  was 
the  venerable  Dr.  George  William  Semple  of  Hamp- 


ton who  was  head  of  the  Local  Committee  on  Ar- 
rangements. 

Such  were  the  thoughts  which  went  through  the 
mind  of  your  correspondent  Wednesday  evening. 
May  25  last,  as  he  sat  in  a private  dining  room  at 
the  Chamberlin  Hotel  with  the  Local  Committee 
on  Arrangements  headed  by  Dr.  Paul  J.  Parker, 
Hampton,  and  Dr.  Waverly  R.  Payne,  Newport 
News.  The  entire  medical  profession  of  the  Lower 
Peninsula  was  represented  from  Hilton  Village  to 
Newport  News  to  Hampton  to  Phoebus.  It  is  too 
early  to  tell  you  about  the  many  treats  we  are  pre- 
paring for  you  down  in  this  showplace  of  the  na- 
tion. Suffice  it  to  say  that  if  the  shade  of  George 
V'illiam  Semple  was  present  that  evening  it  must 
have  been  highly  satisfied  by  the  scope  of  our  plans 
for  your  entertainment.  George  William  Semple 
was  not  a man  to  do  things  by  halves! 

It  is  our  goal  to  make  the  social  side  of  the  an- 
nual meeting  a thing  that  you  will  remember  for 
the  rest  of  your  life.  Look  what  we  have  to  work 
with!  Your  meeting  is  set  in  a showplace  which  is 
a play  place — the  historic  yet  sumptuous  Chamber- 
lin Hotel,  the  beautiful  aquatic  panorama  of 
Hampton  Roads  and  Chesapeake  Bay,  all  the 
sports,  and  a multitude  of  tourist  attractions  which 
include  the  shipyard,  the  Langley  Field  Air  Base, 
Fortress  Monroe,  the  Mariner’s  Museum  and,  only 
a short  run  up  the  Peninsula,  the  historic  shrines 
of  Yorktown,  Williamsburg  and  Jamestown.  So 
put  it  on  your  calendar — annual  meeting  of  the 
IMedical  Society  of  Virginia,  Chamberlin  Hotel, 
Old  Point  Comfort,  October  9 to  12,  1949. 

Chester  D.  Bradley,  M.D. 
Scientific  Exhibits 

Very'  excellent  and  ample  space  for  the  Scientific 
Exhibits  at  the  Chamberlain  has  been  assigned  to 
the  Exhibit  Committee.  The  same  decorating  firm 
which  furnished  the  booths  last  year  will  again 
service  us.  Those  who  saw  the  exhibits  last  year 
will  remember  the  same  equipment  is  furnished  as 
is  used  at  the  A.  !M.  A.  Viewing  boxes  for  trans- 
parencies are  also  furnished  which  are  fitted  with 
fluorescent  lights. 

In  order  to  secure  desirable  space,  all  exhibitors 
are  requested  to  write  the  Chairman  of  the  Scien- 
tific Exliibit  Committee,  Vincent  W.  Archer,  Box 
1637,  University  Station,  Charlottesville,  for  ap>- 
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plication  blanks  as  soon  as  possible.  This  will  en- 
able the  committee  to  “block  out”  the  space  more 
efficiently. 

Medical  College  of  Virginia. 

The  Commencement  Exercises  of  the  One  Hun- 
dred Twelfth  Session  of  the  College  was  held  on 
June  7th  at  The  iSlosque  in  Richmond.  The  Com- 
mencement Address  was  delivered  by  the  Honor- 
able William  Munford  Tuck,  Governor  of  Virginia. 
The  Honorary  Degree  of  Doctor  of  Science  was 
presented  Dr.  Wortley  Fuller  Rudd,  Dean  Emeri- 
tus, School  of  Phamiacy  of  the  College. 

Alumni  Day  was  held  on  June  6th.  The  follow- 
ing officers  were  elected:  Dr.  Alan  J.  Chenery, 
Washington,  D.  C.,  succeeded  to  the  presidency; 
Dr.  Donald  S.  Daniel,  Richmond,  president-elect; 
Drs.  Alex.  P'.  Robertson,  Staunton,  and  Alex  Hal- 
ler, Wytheville,  W.  E.  Lock,  Miss  Julian  D.  Wat- 
kins, and  Claiborne  Robins,  all  of  Richmond, 
vice-presidents;  and  Dr.  Harvey  B.  Haag,  Rich- 
mond, treasurer.  Dr.  H.  Hudnall  Ware,  Richmond, 
w'as  among  those  elected  to  the  board  of  trustees. 
Dr.  Jack  W.  Witten,  Tazewell,  and  Dr.  William 
F.  Mercer,  Richmond,  were  honored  by  the  .\lumni 
Association.  Dr.  Mercer  is  the  third  oldest  living 
alumnus  of  the  College,  having  graduated  in  1882. 

There  were  sixty-eight  graduates  m medicine; 
thirty-one  in  dentistry;  thirty-eight  for  bachelor  of 
science  in  pharmacy;  thirteen  bachelor  of  science  in 
nursing;  nine  bachelor  of  science  in  nursing  edu- 
cation; thirty-six  in  nursing;  and  thirty-eight  in 
physical  therapy.  The  following  are  graduates  in 
medicine  with  their  hospital  appointments: 

Medical  College  or  Virginia  Hospitals,  Rich- 
mond: Drs.  Leo  Blank,  Hartford,  Conn.;  Eleanor 
Emily  Jane  Bundy,  Decatur,  Ga.;  Wiley  Holt 
Cozart,  Fuquay  Springs,  N.  C.;  Edmund  Noel 
Gouldin,  Tappahannock;  Fleta  .Adelaide  Gregory, 
Norfolk;  Samuel  Hellerman,  West  Hartford, 
Conn. ; Herbert  Chester  Hoover,  Williamson,  W. 
Va. ; Robert  Aaron  Jackson,  Wyliesburg;  Bev- 
erly Jones,  Charlottesville;  William  Cecil  Link, 
Bloomington,  Ind.;  James  Gilbert  Lyerly,  Jack- 
sonville, Fla.;  William  Bigbie  Moncure,  Radford; 
Dillard  McCary  Sholes,  Jr.,  Fredericksburg;  Clar- 
ence Vincent  Townsend,  Inwood,  W.  Va.;  Rob- 
ert Klaus  Waller,  New  York.  N.  Y. ; and  Sarah 
Lou  Warren,  Prospect  Hill,  N.  C. 


Stuart  Circle  Hospital,  Richmond:  Dr.  Wil- 
liam Cary  Hancock,  Richmond. 

Johnston-Willis  Hospital,  Richmond:  Dr.  John 
Pearl  Ray,  Jr.,  Norfolk. 

Norfolk  General  Hospital,  Norfolk;  Dr.  Ben- 
jamin Arthur  Hubbard,  Jr.,  Norfolk. 

Riverside  Hospital  Newport  News:  Dr.  Edwin 
Herman  Gray,  Douglas,  Wash. 

University  of  Virginia  Hospital,  Charlottes- 
ville: Dr.  Lilliane  Ferrer  Pinero,  .Arecibo,  P.  R. 

Union  Memorial  Hospital,  Baltimore,  Md. : Drs. 
Ruth  Margaret  Allen,  Norfolk;  and  Alice  Vir- 
ginia Thorpe,  Richmond. 

St.  Elizabeth’s  Hospital,  Washington,  D.  C. : 
Dr.  Virginia  Claire  Baldwin,  Atlee. 

Central  Dispensary  and  Emergency  Hospital, 
Washington,  D.  C. : Dr.  Frederick  Mosby  Wil- 
liams, Virginia  Beach. 

Presby'terian  Hospit.\l,  Chicago,  111. : Dr.  Arnold 
Lanehart  Brown,  Jr.,  Elkhart,  Ind. 

AIichael  Reese  Hospital,  Chicago,  111. : Dr. 
Harold  Oliver  Kamons,  Parkersburg,  W.  Va. 

George  F.  Geisinger  Memorial  Hospital,  Dan- 
ville, Pa.:  Dr.  Francis  Jones  Dillard,  Carters- 
ville. 

Western  Pennsylvania  Hospital,  Pittsburgh, 
Pa.:  Dr.  Joseph  Geza  Doboy,  Central  City,  Pa. 

L.A-NCASter  General  Hospital,  Lancaster,  Pa.: 
Dr.  Ulric  Joachim  Laquer,  Philadelphia,  Pa. 

Phil.adelphia  General  Hospital,  Philadelphia, 
Pa.:  Dr.  Philip  London,  Atlantic  City,  N.  J. 

Sewickley  Valley  Hospital,  Sewickley,  Pa. : 
Dr.  Carl  Elmer  Stahl,  Pittsburgh,  Pa. 

Robert  Packer  Hospital,  Sayre  Pa. : Dr.  Ralph 
John  Stalter,  Pittsburgh,  Pa. 

Lankenau  Hospital,  Philadelphia,  Pa.:  Dr.  Rob- 
ert George  Stineman,  St.  Davids,  Pa. 

Bryn  Mawr  Hospital,  Bryn  Mawr,  Pa.:  Dr. 
Ralph  Burnley  W’inston,  Norfolk. 

Bridgeport  Hospital,  Bridgeport,  Conn.:  Dr. 
Robert  Edward  Dutton,  Jr.,  Danbuiaq  Conn. 

St.  Francis  Hospital,  Hartford,  Conn.:  Dr.  Wil- 
liam Warren  Walthall,  Jr.,  Richmond. 

Charity  Hospital,  New  Orleans,  La.:  Dr.  Hilda 
Garcia  de  la  Noceda,  Rio  Piedras,  P.  R. 

State  of  Wisconsin  General  Hospital,  Madison, 
Wis. : Drs.  Francisco  Gonzalez,  Caracas,  Vene- 
zuela, and  Charles  Gwyn  Thompson,  Marion. 

Henry  Ford  Hospital,  Detroit,  Mich.:  Dr.  Ed- 
ward William  Green,  Portsmouth. 
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Edward  \V.  Sparrow  Hospital,  Lansing,  Mich.: 

Dr.  Frank  Joseph  Sykes,  Berkley,  Mich. 
Cincinnati  General  Hospital,  Cincinnati,  Ohio.: 

Dr.  Ralph  Edwards  Haynes,  Freeman,  W.  Va. 
Presbyterian  Hospital,  Denver,  Col.:  Dr.  Rob- 
ert Earl  Holzgrafe,  Evansville,  Ind. 

Charleston  General  Hospital,  Charleston,  W. 
Va.:  Dr.  George  Thompson  Hoylman,  Buckhan- 
non,  W’.  Va. 

Ohio  Valley  General  Hospital,  W heeling,  W. 
Va. : Dr.  Richard  Samuel  Stephens,  Bluefield, 

\V.  Va. 

St.  M.ary’s  Hospital,  Huntington,  \V.  Va. : Dr. 

Harn-  Nenni,  Huntington,  W.  Va. 

John  Sealy  Hospital,  Galveston,  Tex.:  Dr.  Jac- 
quelyn Marie  Kirk,  Pineville,  \V.  Va. 

Beth  Isr.\el  Hospital,  Newark,  N.  J.:  Dr.  Mor- 
ton Kurtz,  New  York,  N.  Y. 

Vanderbilt  University  Hospital,  Nashville, 
Tenn. : Dr.  Robert  E.  McClellan,  Bristol,  Tenn. 
Methodist  Hospital,  Indianapolis,  Ind.:  Dr. 

John  Hoover  Moon,  Bluffton,  Ind. 

Mary  Fletcher  Hospital,  Burlington,  Vt. : Dr. 

David  Shute  Palmstrom,  Needham,  Mass. 

James  W alker  Memorial  Hospital,  W'ilmington, 
N.  C. : Dr.  Irving  Everet  Shafer,  Jr.,  Salisbury, 
N.  C. 

City  Memorial  Hospital,  W^inston-Salem,  N.  C. : 
Dr.  William  Thomas  Walker,  Browm  Summit, 
N.  C. 

Morrisania  City  Hospital,  New  York,  N.  Y. : 

Dr.  Stanley  Simon,  New  V'ork,  N.  Y. 

:Mary  Hitchcock  Memorial  Hospital,  Hanover, 
N.  H. : Dr.  Wblliam  Overton  Winston,  Norfolk. 

U.  S.  Army  Hospital  Internships 
Walter  Reed  General  Hospital,  W’ashington, 
D.  C. : Drs.  Martin  Samuel  Goldfarb,  Charles- 
ton, W\  Va.;  Joseph  Henry  Masters,  Newport 
News,  and  Stanley  Newman,  Cleveland  Ohio. 

U.  S.  Naval  Hospit.vl  Internships 
U.  S.  Naval  Hospital,  Bethesda,  Md. : Dr.  Suz- 
anne Williamson  Browm,  New  ^Market. 

U.  S.  Naval  Hospital,  Great  Lakes,  111.:  Drs. 
Robert  Thor  Melgaard,  Concord,  Tenn.;  and 
iMary  W'eatherly  Tilden,  Jamestown,  N.  C. 

U.  S.  Naval  Hospital,  Philadelphia,  Pa.:  Drs. 


Heth  Owen,  Jr.,  Richmond;  and  John  Lemuel 
Thornton,  Warrenton. 

U.  S.  Naval  Hospital,  San  Diego,  Calif.:  Dr. 
Robert  Stephen  Turner,  Jr.,  Roanoke. 

U.  S.  Marine  Hospital  Internships 
U.  S.  Marine  Hospital,  Norfolk:  Dr.  Donal 
Spellings  Parker,  Bedford. 

U.  S.  Marine  Hospital,  Seattle,  Wash.:  Dr.  Nor- 
man Wblliam  Pinschmidt,  Richmond. 

Dr.  Sidney  Shields  W'hitaker,  Jr.,  Bristol,  Tenn., 
was  also  a member  of  this  graduating  class. 

Dr.  Coleman  Honored. 

Dr.  Claude  C.  Coleman  of  Richmond,  pioneer 
neurological  surgeon  in  Virginia  and  the  South, 
was  honored  on  May  30th  when  thirteen  prominent 
neurological  surgeons  from  various  sections  of  the 
nation  were  hosts  at  a celebration  in  his  honor. 
These  doctors  all  trained  under  Dr.  Coleman  at 
the  Medical  College  of  Virginia  and  are  as  follows: 
Drs.  .Mexander  C.  Johnson,  Great  Falls,  Montana; 
James  L.  Thomson,  Norfolk;  J.  G.  Lylerly,  Jack- 
sonville, Florida;  Archer  .A.  Wblson,  Charleston, 
W.  Va.;  Carroll  A.  Brown,  Sioux  City,  Iowa; 
Charles  E.  Troland,  Richmond;  W.  Gayle  Crutch- 
field, Charlottesville;  Edmund  J.  Morrissey,  San 
Francisco,  California;  Frank  H.  Mayfield,  Cin- 
cinnati, Ohio;  Everett  G.  Grantham,  I.ouisville, 
Kentucky;  Jack  Ulmer,  James  W’alker,  and  John 
Meredith,  all  of  Richmond.  Two  other  hosts,  who 
are  general  surgeons,  but  also  trained  under  Dr. 
Meredith,  are  Drs.  J.  iM.  Emmett,  Clifton  Forge, 
and  R.  J.  Wilkinson,  Huntington,  W^  Va.  The 
special  occasion  for  this  celebration  was  to  com- 
memorate the  founding  of  the  department  of  neu- 
rological surgery  at  the  Medical  College  of  Virginia 
thirty  years  ago  with  Dr.  Coleman  as  the  founder. 

Technical  papers  were  presented  during  the  day 
and  at  night  about  seventy  persons  attended  a din- 
ner at  which  Dr.  Coleman  was  presented  with  a sil- 
ver platter  engraved  with  the  names  of  the  15  hosts. 
Among  the  visitors  at  the  dinner  were  the  following 
neurologists:  Dr.  Howard  A.  Naffziger,  Univer- 
sity of  California,  San  Francisco;  Dr.  Gilbert  Hor- 
rax,  Lahey  Clinic,  Boston;  Dr.  Winchell  McK. 
Craig,  Mayo  Clinic,  Rochester;  Dr.  R.  Glen  Spur- 
ling,  University  of  Louisville,  Kentucky;  and  Dr. 
Charles  Bagley,  Jr.,  U^niversity  of  Maryland,  Balti- 
more. 
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The  Base  Hospital  No.  45  Veterans  Associa- 
tion 

Met  at  the  ^McGuire  Clinic,  Richmond,  on  May 
30th  for  their  twenty-ninth  reunion.  Three  me- 
morial windows  dedicated  to  deceased  members  of 
the  Association  were  presented.  They  are  in  mem- 
ory of  Dr.  Stuart  iSIcGuire,  commanding  officer  of 
the  hospital  unit  and  one  time  head  of  McGuire 
Clinic;  Dr.  William  Lowndes  Peple,  chief  of  sur- 
gical services  in  the  base  hospital;  and  Dr.  J.  Gar- 
nett Nelson,  chief  of  medical  services  in  the  unit. 
The  windows  are  installed  in  the  clinic  library.  At 
the  business  session,  Mrs.  Stuart  IMcGuire  was 
elected  commander  of  the  Association;  Dr.  John 
Bell  Williams,  vice-commander;  Senator  Lloyd  C. 
Bird,  re-elected  adjutant;  iMr.  Thomas  C.  Boushall 
re-elected  finance  officer,  and  iNIr.  Robert  P.  Quarles 
was  re-elected  assistant  to  the  commander  and  the 
adjutant. 

Dr.  Edwin  P.  Lehman, 

Charlottesville,  has  been  elected  to  membership 
in  the  Raven  Society  of  the  LTniversity  of  Virginia. 
This  is  one  of  the  highest  honors  awarded  a Uni- 
versity of  Virginia  student,  alumnus  or  faculty 
member. 

Dr.  H.  Hudnall  Ware,  Jr., 

Richmond,  was  recently  honored  by  being  made 
a member  of  Omicron  Delta  Kappa  and  Mortar 
Board,  national  honorary  leadership  society,  at  the 
College  of  William  and  INIary. 

Health  Units  Extended. 

Extension  of  local  health  units  to  cover  nine  new 
localities,  effective  July  1st,  has  been  announced 
by  Dr.  L.  J.  Roper,  State  Health  Commissioner. 
These  offices  will  serve  the  counties  of  Bedford, 
Franklin,  Greene,  Madison,  Fluvanna,  Louisa, 
Frederick,  Lunenburg,  and  the  city  of  Winchester. 
There  has  been  a realignment  of  medical  division 
supervision  to  take  care  of  the  newcomers,  and  the 
following  localities  will  be  under  these  doctors:  Dr. 
E.  C.  Gates,  Amelia,  Chesterfield  and  Powhatan; 
Dr.  S.  S.  Shouse,  Appomattox,  Buckingham  and 
Cumberland;  Dr.  W.  P.  Jackson,  Bedford  and 
Franklin;  Dr.  W.  W.  Hargrave,  Campbell  and 
Charlotte;  Dr.  C.  C.  Kress,  Culpeper,  Greene, 
Madison  and  Orange;  Dr.  H.  M.  Snead,  Fluvanna, 
Goocliland  and  Louisa;  Dr.  J.  W.  Still,  Frederick 
and  the  City  of  Winchester;  and  Dr.  H.  F.  Jenkins, 
Lunenburg,  Prince  Edward  and  Nottoway. 


Dr.  Carl  S.  Lingamfelter, 

Recently  of  Dumbarton,  is  now  at  the  Columbia- 
Presbyterian  Medical  Center,  New  York  City,  where 
he  is  taking  a three  year  post-graduate  course  in 
dermatology. 

Dr.  Herbert  G.  Ruffin, 

Class  of  ’38,  Medical  College  of  Virginia,  has 
located  at  Dumbarton  where  he  has  taken  over  the 
practice  of  Dr.  Lingamfelter. 

Dr.  Richard  A.  Bagby, 

Formerly  of  Richmond,  is  now  in  Tampa,  Flor- 
ida, where  he  is  taking  special  training  in  ear,  nose 
and  throat  in  the  IMunicipal  Hospital  under  Dr.  J. 
Brown  Farrior.  He  is  a graduate  of  the  Medical 
College  of  Virginia,  class  of  1943. 

The  American  Gynecological  Society 

Held  its  annual  meeting  at  Hot  Springs,  May 
9-10.  Dr.  Joseph  Baer,  Chicago,  was  named  presi- 
dent, and  Dr.  Norman  F.  Miller,  Ann  Arbor,  was 
re-elected  secretary.  The  1950  meeting  of  this  So- 
ciety will  be  held  at  the  Greenbrier,  V'hite  Sul- 
phur Springs. 

Dr.  Eller  to  Resign. 

Dr.  C.  Howe  Eller,  Director  of  Public  Health  of 
the  City  of  Richmond,  has  resigned,  effective  Au- 
gust 15th,  to  accept  a position  as  health  director 
for  Louisville  and  Jefferson  County,  Kentucky.  In 
his  new  position,  he  will  be  chairman  of  the  depart- 
ment of  preventive  medicine  and  public  health  at 
the  University  of  Louisville  Medical  School.  Dr. 
Eller  has  been  Director  of  Public  Health  in  Rich- 
mcnd  since  1946. 

Virginia  Doctors  Attend  Meeting. 

The  American  Psychiatric  Association  met  in 
Montreal,  Canada,  May  23-27,  and  the  following 
Virginia  doctors  were  registered:  Drs.  Rex  Blank- 
inship,  J.  E.  Barrett,  R.  Finley  Gayle,  E.  C.  Hoff, 
Benedict  Nagler,  J.  Asa  Shield,  and  1.  S.  Zfass,  all 
of  Richmond;  H.  C.  Davis,  Granville  Jones,  and 
E.  Beamer-Maxwell,  Williamsburg;  J.  B.  Pettis,  S. 
•C.  Runkle,  and  G.  E.  Stone,  Staunton;  J.  P.  King 
and  T.  E.  Painter,  Radford;  Frank  A.  Strickler, 
Roanoke;  David  C.  Wilson,  Charlottesville;  and 
Frank  Redwood,  Norfolk. 

Dr.  Charles  H.  Dow, 

Having  recently  completed  his  training  at  the 
Gill  ^Memorial  Eye,  Ear  and  Throat  Hospital,  Roa- 
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iioke,  is  opening  his  office  in  Monessen,  Pennsyl- 
vania. He  has  also  recently  been  made  a diplomate 
of  tlie  American  Board  of  Otolaryngology. 

Dr.  E.  G.  Gill, 

Roanoke,  has  recently  been  appointed  as  a mem- 
ber of  the  National  Committee  for  the  Study  of  Re- 
lationship of  Poliomyelitis  and  Tonsillectomy.  The 
chairman  of  this  committee  is  Dr.  Daniel  S.  Cun- 
ning of  New  York  and  he  has  appointed  one  mem- 
ber from  each  state  to  serve  with  him. 

Dr.  Gill  has  also  been  appointed  as  chainnan  of 
the  Committee  to  Study  the  Effects  of  Air  Pollu- 
tion Upon  the  Respiratory  Tract  and  from  a Health 
Hazard  Standpoint  in  General.  This  is  a commit- 
tee of  the  American  Bronchoscopic  Society. 

Ex-Interns  of  St.  Elizabeth’s. 

The  annual  meetings  of  the  Ex-Interns’  Asso- 
ciation of  St.  Elizabeth’s  Hospital,  Richmond,  were 
resumed  on  April  26th,  with  a luncheon  at  the 
Commonwealth  Club.  Dr.  John  W.  Morris,  of 
Morehead  City,  North  Carolina,  was  elected  Chair- 
man for  the  1950  meeting,  and  it  was  decided  to 
hold  the  meeting  each  year  on  the  same  day  of  the 
J.  Shelton  Horsley  Memorial  Lecture  at  the  Rich- 
mond .'^.cademy  of  Medicine. 

American  Board  of  Public  Health  and  Pre- 
ventive Medicine. 

The  following  Richmond  doctors  have  been  in- 
vited to  be  Eounders  of  the  new  American  Board  of 
Public  Health  and  Preventive  Vledicine:  Dr.  C. 
Howe  Eller,  Director  of  City  Health  Department; 
Dr.  E.  M.  Holmes,  Jr.,  Assistant  Director  of  City 
Health  Department;  and  Dr.  E.  C.  Harper,  Vet- 
erans Administration. 

McGuire  Veterans  Hospital — New  Manager. 

Dr.  Leslie  Hurd  Wright,  a native  New  Eng- 
lander, has  been  named  as  manager  of  McGuire 
Veterans  Administration  Hospital,  Richmond.  He 
succeeds  Dr.  Edmund  M.  Ellerson  who  has  trans- 
ferred to  the  Alexandria  Veterans  Administration 
Hospital  in  Louisiana.  Dr.  Wright  is  a graduate 
in  medicine  of  the  University  of  Vermont  and  has 
recently  been  with  the  Wood  VA  Hospital  in  Mil- 
waukee. 

Dr.  Ellerson  came  to  McGuire  early  in  1946, 
after  serving  with  the  Army  for  18  months  as  ex- 


ecutive officer  of  the  eighty-third  General  Hospital 
in  England. 

Married. 

Dr.  William  Hugh  Grey,  Charlotte,  N.  C.,  and 
IMiss  Elizabeth  Gooch  Seay,  Richmond,  May  14th. 
He  is  a graduate  of  the  Medical  College  of  Virginia, 
class  of  1948,  and  they  will  make  their  home  in 
Richmond. 

Dr.  Glenn  Claire  Hall,  Jr.,  Pulaski,  and  Miss 
Erances  Elizabeth  Palmer,  South  Boston,  May  21st. 
He  is  a graduate  in  medicine  from  the  University 
of  Virginia  in  1948. 

Local  Committees  on  Arrangements  for  An- 
nual Meeting. 

Pooling  their  efforts  toward  a common  goal  the 
Medical  Societies  of  Elizabeth  City  County  and 
Warwick  County  have  formed  a Local  Committee 
on  Arrangements  for  the  annual  meeting  of  the 
Medical  Society  of  Virginia  at  Old  Point  Comfort, 
next  October.  The  membership  of  the  committee 
represents  the  entire  medical  profession  of  the 
Lower  Peninsula.  Co-chairmen:  Dr.  W’averly  R. 
Payne,  Newport  News  and  Dr.  Paul  J.  Parker, 
Hampton;  Entertainment:  Dr.  Edward  L.  Alex- 
ander, Newport  News,  Dr.  Erank  A.  Kearney,  II, 
Phoebus,  Dr.  William  A.  Read,  Dr.  Paul  Hogg, 
Dr.  C.  E.  Holderby,  and  Dr.  George  G.  Hankins, 
Newport  News;  Registration:  Dr.  Barnes  Gillespie, 
Hilton  Village  and  Dr.  William  A.  Mitchell,  New- 
port News;  Halls,  Lanterns,  Special  Meetings:  Dr. 
Robert  H.  Wright,  Jr.,  Phoebus,  Dr.  Nowell  D. 
Nelms,  Hampton,  and  Dr.  Chester  D.  Bradley, 
Newport  News;  Recreation:  Dr.  Alfred  A.  Creecy, 
Dr.  R.  A.  Davis,  and  Dr.  William  O.  Poinde.xter, 
Newport  News;  Scientific  Exhibits:  Dr.  J.  Will 
Tankard,  Hilton  Village,  and  Dr.  Thomas  N.  Hun- 
nicutt,  Newport  News;  Reception:  Dr.  Russell 
Buxton,  Newport  News,  and  Dr.  Eldred  S.  Jones, 
Hampton;  Woman’s  Auxiliary:  Mrs.  Chester  D. 
Bradley;  and  Publicity  and  Press  Relations:  Dr. 
Chester  D.  Bradley,  Newport  News. 

Dr.  Erank  A.  Kearney,  II  is  the  president  of  the 
Elizabeth  City  County  Medical  Society  which  in- 
cludes the  physicians  of  the  Hampton-Phoebus  area. 
It  is  the  older  of  the  two  societies  since  Hampton  is 
a much  older  community  than  Newport  News.  The 
Warwick  County  Medical  Society  includes  the 
physicians  of  Newport  News  and  Hilton  Village. 
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Its  president  is  Dr.  George  S.  Grier,  III  of  New- 
port News. 

Dr.  Hoge  and  Dr.  Williams. 

Dr.  Randolph  H.  Hoge,  Professor  of  Gynecol- 
ogy, and  Dr.  George  Zur  Williams,  Professor  of 
Pathology,  Medical  College  of  Virginia,  upon  in- 
vitation of  the  Medical  Society  of  the  State  of  Ore- 
gon, gave  a series  of  lectures  on  cancer  diagnosis 
and  treatment  in  the  State  of  Oregon,  June  6-10. 
As  a part  of  the  extramural  and  postgraduate 
courses  for  the  practicing  physicians  of  Oregon, 
Drs.  Hoge  and  Williams  gave  nine  lectures.  The 
lectures  of  Dr.  Hoge  were  on  the  general  theme  of 
“Cancer  of  the  Cervix  and  Other  Gynecologic  Can- 
cer”, and  Dr.  Williams  on  “General  Cancers  for 
Cancer  Diagnosis  and  Control”. 

The  American  Council  of  Christian  Churches, 

At  its  spring  convention  in  Denver,  Colorado, 
April  27-29,  unanimously  adopted  the  following 
resolution  against  socialized  medicine: 

“For  the  State  to  usurp  responsibility  for  the  medical 
care  of  its  citizens,  whatever  its  name  and  title,  consti- 
tutes an  infringement  of  human  responsibility  and  in- 
dividual freedom  which  God  has  not  given  to  the  State. 

“God  created  man  for  His  own  glory,  gave  him  a body 
as  a fit  organ  for  his  soul,  and  made  man  responsible  to 
Him,  not  to  the  State,  in  his  care  of  his  body.  The 
State  has  no  right  to  destroy  this  relationship,  and  re- 
quire by  law,  force,  or  other  method  the  submission 
of  the  body  to  its  paternal  care. 

“The  soul  and  the  body  are  inseparably  connected, 
parted  only  by  death;  and  when  the  State  attempts  such 
care  of  the  body,  it  inevitably  moves  to  direct  the  mind 
and  spirit. 

“The  depravity  of  man,  as  taught  in  the  Bible,  so  ag- 
gravates State  control  as  it  relates  to  government  officials, 
politicians,  physicians,  and  patients  as  to  produce  a cor- 
rupt, inefficient,  expensive,  bureaucratic  and  intolerable 
system. 

“Socialized  medicine  in  any  form,  represents,  we  be- 
lieve, a clear  violation  of  the  Fourth  Amendment  of  our 
Constitution  which  guarantees  “The  right  of  the  people 
to  be  secure  in  their  persons’’. 

“The  battle  agaTist  State  medicine  is  not  for  the  doctors 
alone,  but  it  belongs  to  all  Christian  people  who  cherish 
their  own  freedom  as  well  as  the  physician.” 

Dr.  C.  B.  Hughes 

Has  recently  located  in  Wytheville,  where  his 
practice  is  limited  to  pediatrics.  He  is  on  the  staff 
of  the  Chitwood-Moore  Clinic.  Dr.  Hugh  B. 
Brown,  Jr.,  of  Pulaski,  is  also  now  doing  the  x-ray 
work  at  the  Chitwood-Moore  Clinic. 


[July, 

Radford  Community  Hospital — Annual 
Clinic  Day. 

The  Fourth  Annual  Clinic  Day  is  being  held  by 
the  Radford  Community  Hospital  on  July  21st. 
Guest  speakers  will  be  Dr.  Earl  O.  Latimer,  As- 
sistant Professor  of  Surgery,  Northwestern  Univer- 
sity, Chicago;  and  Dr.  Samuel  J.  Fogelson,  Asso- 
ciate Professor  of  Surgery’,  Northwestern  University. 
Dr.  Latimer  will  speak  on  Surgery  of  the  Gall 
Bladder  and  Biliary'  Tract  and  Dr.  Fogelson  on 
The  Surgical  Therapy  of  Duodenal  Ulcer. 

There  is  usually  an  attendance  of  100  to  125 
guests  at  this  meeting  yvhich  consists  of  a banquet 
and  scientific  program. 

The  American  Congress  of  Physical  Medi- 
cine 

Will  hold  its  twenty-seventh  annual  scientific  and 
clinical  session  Sept.  6,  7,  8,  9 and  10,  1949  in- 
clusive, at  the  Netherland  Plaza  Hotel,  Cincinnati, 
Ohio.  Scientific  and  clinical  sessions  will  be  given 
on  the  days  of  Sept.  6,  7,  8,  9 and  10,  1949.  All 
sessions  yvill  be  open  to  members  of  the  medical 
profession  in  good  standing  with  the  American 
Medical  Association.  In  addition  to  the  scientific 
sessions,  the  annual  instruction  courses  y\'ill  be  held 
Sept.  6,  7,  8 and  9.  These  courses  will  be  offered 
in  tyvo  groups.  One  set  of  ten  lectures  will  consist 
of  basic -subjects  and  attendance  will  be  limited  to 
physicians.  One  set  of  ten  lectures  will  be  more 
general  in  character  and  will  be  open  to  physicians 
as  well  as  to  physical  therapy  technicians  who  are 
registered  yvith  the  American  Registry  of  Physical 
Therapy  Technicians.  Full  information  may  be 
obtained  by  writing  to  the  American  Congress  of 
Physical  Medicine,  30  North  Michigan  Avenue, 
Chicago  2,  Illinois. 

The  Medical  Society  of  the  State  of  North 
Carolina 

Held  its  Sesquicentennial  Session  at  Pinehurst, 
May  9-11,  under  the  presidency  of  Dr.  J.  F.  Rob- 
ertson, Wilmington.  There  were  998  physicians 
registered.  Dr.  G.  W.  Murphy,  Asheville,  suc- 
ceeded to  the  presidency,  and  Dr.  Roscoe  D.  Mc- 
Millan, Red  Springs,  was  named  president-elect. 
Dr.  Millard  Hill,  Raleigh,  replaced  Dr.  McMillan 
as  secretary,  and  Mr.  J.  T.  Barnes  was  re-elected 
for  a term  of  three  years  as  executive  secretary. 
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Medical  Care  Consultant  Appointed. 

Dr.  Arthur  Klein,  Richmond,  has  been  appointed 
as  consultant  in  the  City  Health  Department's  new 
program  for  medical  care  of  indigents.  He  will  be 
associated  with  the  program  on  a part-time  basis. 

U.  S.  Air  Force  Medical  Service. 

Organization  of  the  United  States  Air  Force 
Medical  Service  within  the  Department  of  the  .'\ir 
Force  has  been  announced  by  General  Hoyt  S. 
\’andenberg,  .\ir  Force  Chief  of  Staff.  IMajor  Gen- 
eral Malcolm  C.  Grow,  surgeon  general  of  the  air 
force,  who  heads  the  medical  service,  will  report 
directly  to  General  Vandenberg. 

Highlight  of  the  plan  for  the  service  is  the  pro- 
vision assuring  career  opportunities  for  personnel. 
Housing  for  medical  officers  and  their  families, 
stability  of  assignment  and  opportunities  for  medi- 
cal and  scientific  advancement  are  features  of  the 
plan. 

“Medical  specialists  are  assured  of  opportuni- 
ties for  advanced  training  in  both  clinical  medi- 
cine and  research  in  aviation  medicine.  Profes- 
sional facilities  of  general  hospitals  and  labora- 
tories, approved  civilian  institutions  and  air  force 
facilities  will  be  used  to  provide  regularly  spaced 
training  tours  for  members  of  the  air  force  medi- 
cal service.” 

The  plans  are  designed  to  correct  major  objec- 
tions of  professional  people  to  a career  in  the  armed 
forces.  Medical  officers  will  be  given  every  oppor- 
tunity to  pursue  their  specialties  and  doctors  and 
dentists  who  volunteer  to  serve  for  more  than  one 
year  will  continue  to  receive  the  extra  $100  a 
month.  Officers,  nurses,  and  enlisted  technicians 


who  qualify  and  are  assigned  flying  duties  will  re- 
ceive additional  hazard  pay. 

Promotions  and  rank  distributions  will  be  ad- 
ministered so  that  personnel  of  all  categories  can 
begin  their  careers  and  advance  through  successive 
grades  in  accordance  with  their  ability  and  respon- 
sibilities held. 

The  service  will  be  manned  by  both  regular  and 
reserve  officers,  reserve  officers  having  the  preroga- 
tive of  serving  limited  periods  of  active  duty.  Ci- 
vilians desiring  regular  or  reserve  commissions 
may  apjfly  directly  to  the  surgeon  general,  U.S. 
.\ir  Force,  Pentagon,  Washington.  Recognition  of 
prior  professional  training  and  previous  military 
service  will  be  given  in  original  appointments. 

Doctor  Wanted 

To  take  over  well  equipjred,  eight  room  doctor’s 
oflice,  with  well  established  practice  in  eastern 
North  Carolina  town  of  3,000  population.  Modern 
hospital  18  miles  distant  on  route  301,  south.  If 
interested  write  Harrison  Drug  Company,  Enfield, 
North  Carolina.  {Adv.) 

For  Sale. 

Second  hand  Castle  autoclave  18"  x 9",  com- 
plete wth  stand,  two  gallon  water  sterilizer  and 
one  quart  still  in  perfect  working  condition.  Rea- 
son for  selling  is  need  of  larger  autoclave.  Com- 
municate with  Box  296,  Wytheville,  Va.  (Adv.) 

Wanted. 

Used  electrocardiographic  recorder,  ^^’rite  “EC”, 
care  Virginia  Medical  Monthly,  1200  East  Clay 
Street,  Richmond  19.  (Adv.) 


OBITUARIES 


Dr.  Frank  Harrell  Redwood, 

Prominent  neuro-psychiatrist  of  Norfolk,  died 
May  27th,  at  the  age  of  sixty-eight.  He  had  been 
an  active  member  of  the  IMedical  Society  of  Vir- 
ginia for  thirty-four  years  and  at  the  time  of  his 
death  was  a member  of  the  Committee  on  Mental 
Hygiene. 

.■\t  a meeting  of  the  Norfolk  County  Medical  So- 


ciety on  Alay  30th,  the  following  tribute  was 
adopted. 

Dr.  Frank  Harrell  Redwood  died  suddenly  of  coronary 
thrombosis  on  May  27,  1949,  in  New  York  City,  while 
returning  from  a meeting  of  the  .•\merican  Psychiatric 
Society  in  Montreal,  Canada. 

A native  of  Nansemond  County,  Virginia,  he  had  grad- 
uated in  medicine  at  the  Medical  College  of  Virginia  in 
1913.  Following  specialization  in  psychiatry,  he  served 
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in  the  United  States  Army  Medical  Corps  in  World 
War  I,  and  upon  release  from  active  duty,  he  began  prac- 
tice in  Norfolk.  He  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology,  and  a Fellow  of  the 
American  College  of  Physicians.  He  held  membership 
in  the  American  Psychiatric  Society,  was  an  organizer 
in  the  Southern  Psychiatric  Association,  and  was  associated 
with  many  other  medical  groups.  He  was  consultant  at 
the  United  States  Public  Health  Service  Hospital  at  Nor- 
folk, and  had  been  very  active  as  a member  and  Secretary 
of  the  Virginia  State  Board  of  Mental  Hygiene  and  Hos- 
pitals. He  also  was  an  organizer  of  the  Norfolk  Mental 
Hygiene  Clinic.  All  three  Norfolk  hospitals  were  for- 
tunate in  holding  his  interest,  and  he  was  president  of  the 
medical  staffs  of  two  of  them  at  various  times.  He  was 
also  a past  president  of  the  Norfolk  County  Medical  So- 
ciety. 

His  wife  was  Miss  Grace  Gilman,  of  Richmond,  Vir- 
ginia, who  died  in  June,  1946.  He  is  survived  by  a 
brother,  a son  and  daughter,  and  four  grandchildren. 

The  medical  profession  and  the  community  have  lost  a 
valuable  friend  and  a devoted  scientific  worker.  It  is 
unfortunate  that  he  should  be  taken  at  this  time,  when 
he  was  rendering  his  most  valuable  service. 

It  is  requested  that  this  humble  ..tribute  to  our  friend 
and  fellow  member  be  written  into  the  minutes  of  the 
Norfolk  County  Medical  Society,  and  that  a copy  be  given 
the  Virginia  Medical  Monthly,  and  a copy  be  sent  to 
the  family. 

C.  Lydon  Harrell,  Chairman 
A.  Brownley  Hodges 
Walter  P.  Adams 

Dr.  Arthur  Hamilton  Deekens 

Died  in  a Richmond  hospital  on  May  29th.  He 
had  practiced  in  Richmond  for  twenty-five  years 
but  had  recently  been  living  in  New  Orleans.  Dr. 
Deekens  was  born  in  Belfast,  Ireland  in  1865  and 
received  his  medical  degree  from  the  University  of 
Pennsylvania  in  1889.  He  practiced  in  Mexico 
City  and  New  Orleans  after  leaving  Richmond  but 
had  retired  altout  twelve  years  ago  liecause  of  bad 
health.  He  had  been  a member  of  the  Medical  So- 
ciety of  Abrginia  for  thirty-six  years  and  was  made 
a Life  Memljcr  at  the  1948  meeting.  Two  brothers, 
Dr.  A.  B.  K.  Deekens  of  Amelia  and  Dr.  William 
F.  Deekens  of  \\'ytheville,  survive  him. 

Dr.  George  Clegg  Williams, 

Well  known  physician  of  Pearisburg,  died  on 
May  29th  of  injuries  sustained  in  an  automobile 


accident  which  also  took  his  father’s  life.  He  was 
born  in  Stuart  and  was  forty-one  years  of  age.  Dr. 
^^hlliams  graduated  in  medicine  from  the  Univer- 
sity of  Virginia  in  1935.  He  practiced  in  Rich- 
lands  before  locating  in  Pearisburg  in  1940  where 
he  was  plant  physician  for  the  Celanese  Corpora- 
tion. Dr.  Williams  was  a vice-president  and  past 
secretar}’  of  the  Southwestern  Virginia  Medical  So- 
ciety and  had  been  a member  of  the  Medical  Society 
of  Virginia  for  several  years.  His  wife  and  a son 
survive  him. 

Dr.  Joseph  James  Anderson, 

Richmond,  died  May  19th.  He  was  born  in 
Louisa  County  and  was  seventy-nine  years  of  age. 
Dr.  Anderson  graduated  from  the  Medical  College  of 
Virginia  in  1893  and  had  practiced  in  Richmond 
for  fifty-five  years,  having  retired  recently  due  to 
ill  health.  He  had  been  a member  of  the  Medical 
Society  of  Virginia  for  forty-four  years  and  was 
made  a Life  Member  at  the  1948  meeting.  His 
wife  survives  him. 

Dr.  George  Blight  Harrison, 

FredericLsburg,  died  May  17th,  following  a heart 
attack.  He  was  sixty-eight  years  of  age  and  a gradu- 
ate of  the  Lmiversity  of  Maryland,  class  of  1905. 
Dr.  Harrison  practiced  for  several  years  at  Colo- 
nial Beach  before  locating  in  Fredericksburg.  He 
served  as  Captain  in  the  Army  Medical  Corps  dur- 
ing World  War  I,  and  later  became  associated  with 
Dr.  Frank  Pratt  in  founding  the  Pratt  Clinic.  He 
had  been  a member  of  the  Medical  Society  of  Vir- 
ginia for  thirty-one  years  and  was  at  one  time  presi- 
dent of  the  Northern  Neck  Medical  Society.  His 
wife  survives  him. 

Dr.  Ashton  Harwood, 

Binns  Hall,  died  May  18th,  after  an  illness  of 
several  weeks.  He  was  seventy-five  years  of  age  and 
a graduate  of  the  Medical  College  of  Virginia  in 
1902.  Dr.  Harwood  practiced  for  twenty-five  years 
in  Charles  City  County,  then  located  in  Lynchburg 
for  thirteen  years,  returning  to  his  former  practice 
in  1932.  He  was  a Ivlason  and  a former  member 
of  the  Medical  Society  of  Virginia.  Three  sons 
survive  him. 
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Judicious  Laxaiion 


through  controlled  action 


Phospho-Soda  (Fleet)*,  over  the  years, 
has  won  discriminoting  preference 
by  thousands  of  physicians  . . . 
because  of  its  controlled  action  — 
its  freedom  from  undesirable  side 
effect  — and  its  ease  of  administration. 
Your  prescription  of  Phospho-Soda 
(Fleet)*  assures  effective  (and  safe) 
results.  Liberal  samples  on  request. 

C.  B.  FLEET  CO.  INC. 

LYNCHBURG,  VIRGINIA 

"PHOSPHO-SODA'  and  'FLEET' 
ore  registered  trade-marks  of  C.  6.  Fleet  Co.,  Inc. 


PHOSPHO-SODA 

(FLEET)* 

I Phospho-Soda  (Fleet)*  is  a solution 
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GUEST  EDITORIAL 

Planning  and  Building  Hospitals  and  Public  Health  Centers  in  Virginia 
HE  Virginia  hospital  planning  and  construction  program  is  now  well  under  way. 


Grants  from  state  and  federal  funds  have  been  approved  for  seventeen  com- 
munities and  counties.  Administered  by  the  State  Department  of  Health  under  state 
legislation  authorizing  Virginia  to  participate  in  the  benefits  of  the  Hill-Burton  Act, 
the  program  is  designed  to  assist  local  areas.  Coming  at  a time  when  the  demand  for 
additional  hospital  beds  and  public  health  centers  is  most  acute,  the  program  has 
enabled  many  communities  to  bring  their  building  and  expansion  plans  into  reality. 

During  the  past  eight  months  construction  has  started  on  seven  hospital  projects 
and  one  public  health  center.  Front  Royal  is  building  the  new  Warren  Memorial 
Hospital.  Abingdon  is  remodeling  and  expanding  the  Johnston  ^Memorial  Hospital. 
The  old  Mary  Washington  Hospital  in  Fredericksburg  and  the  old  King’s  Daughters’ 
Hospital  in  Staunton  are  being  replaced  with  new  facilities.  In  Richmond,  the  six- 
teenth floor  of  the  Medical  College  of  Virginia  hospital  is  being  completed.  The 
Loudoun  County  Hospital  in  Leesburg  is  being  remodeled  and  expanded  as  is  the 
Rockingham  ^Memorial  Hospital  in  Harrisonburg.  A new  public  health  center  is 
being  constructed  in  Amherst  to  serve  Amherst  County.  The  total  cost  of  these  eight 
projects  including  construction,  equipment,  architect’s  fees  and  other  e.xpenditures 
approximates  eight  million  dollars.  Some  450  additional  beds  will  be  made  available  to 
the  areas  served  by  the  above  hospitals. 

It  is  anticipated  that  construction  on  four  hospitals  and  five  public  health  centers 
will  start  during  the  summer  months.  The  new  Louise  Obici  Memorial  Hospital  will 
be  erected  in  Suffolk.  Pearisburg  will  have  the  new  Giles  Memorial  Hospital  and 
\\'oodstock  the  new  Shenandoah  County  Memorial  Hospital.  In  Winchester,  the  Win- 
chester ^Memorial  Hospital  will  be  remodeled  and  expanded.  New  public  health 
centers  will  be  constructed  in  Greensville,  Prince  William,  Nelson  and  Northampton 
counties,  and  in  the  City  of  Roanoke.  These  projects  will  involve  a total  expenditure 
of  more  than  five  million  dollars.  The  hospitals  will  make  approximately  300  addi- 
tional beds  available. 

The  basic  aim  of  the  Hill-Burton  program  is  an  increase  in  availability  of  hospital 
and  public  health  housing  facilities.  It  is  to  be  expected,  however,  that  the  fruits  of 
the  program  will  mean  more  than  a mere  increase  in  the  numlDer  of  physical  plants. 
An  expansion  of  hospital  facilities  should  also  mean  an  increase  in  medical  personnel 
and  services.  Adequately  designed  and  equipped  public  health  centers  will  tend  to 
improve  and  expand  the  public  health  activities  of  the  area  served.  Thus  the  goal  of 
more  and  better  hospital  and  public  health  housing  facilities  for  more  i:>eople  means 
better  medical  care  and  ultimately  a higher  level  of  health. 

The  strength  of  the  Virginia  hospital  planning  and  construction  program  is  based 
upon  local  initiative,  local  control  and  local  resjxmsil^ility.  Aid  can  be  granted  only  to 
those  areas  that  take  the  initiative  to  qualify  for  participation  in  accordance  with  the 
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state  hospital  construction  plan.  This  initiative  covers  a multitude  of  activities  rang- 
ing from  the  raising  of  the  necessary  local  funds  to  the  development  of  by-laws  and 
administrative  policies  for  operation  of  the  proposed  facilities.  It  includes  among 
many  things  the  selection  of  a site,  the  selection  of  an  architect,  and  the  formation  of  an 
adequate  staff,  both,  professional  and  non-professional.  Back  of  this  initiative  are 
usually  many  hours  of  work  to  achieve  the  cohesiveness  of  purpose  essential  to  insure 
success  of  the  project. 

Determination  of  policy  and  administrative  control  as  well  as  ownership  of  the 
facility  rests  in  the  hands  of  the  local  sponsors  upon  completion  of  the  construction. 
This  principle  of  local  control  guarantees  that  the  policies  of  operation  will  be  in  ac- 
cordance with  the  local  pattern.  It  provides  for  complete  utilization  of  local  initia- 
tive in  solving  local  problems.  All  hospitals  constructed  in  Virginia  under  the  Hill- 
Burton  program  are  subject  to  licensure  by  the  State  Department  of  Health  as  are  all 
hospitals  operating  in  the  Commonwealth. 

From  local  initiative  and  local  control  stems  local  responsibility — a responsibility  to 
maintain  and  operate  the  completed  facilities  at  a high  level  of  efficiency.  The  press- 
ing need  for  additional  hospital  beds  and  public  health  housing  necessitates  efficient, 
economical,  and  solvent  operation  at  the  local  level.  Upon  completion  of  the  project, 
the  economic  support  must  come  largely  from  local  sources.  This  means  that  the 
facility  must  be  operated  within  the  economic  means  of  the  locrd  area.  In  addition, 
the  large  expenditure  of  local,  state  and  federal  moneys  on  current  projects  and  the 
anticipated  e.xpenditures  of  the  future  demand  that  local  areas  realize  full  value  of  the 
money  spent  in  terms  of  successful  operational  policies. 

The  hospital  planning  and  construction  program  in  Virginia  is  somewhat  unique 
in  that  the  financial  aid  to  local  areas  is  available  from  state  as  well  as  federal  funds. 
Virginia  is  one  of  a small  number  of  states  in  the  nation  providing  state  aid  for  hos- 
pital and  health  center  construction  under  provisions  of  the  Hill-Burton  Act.  The 
Commonwealth  is  one  of  an  even  smaller  number  which  grants  aid  to  voluntary  non- 
profit agencies.  Legislation  on  the  Virginia  statutes  permitting  contributions  of  public 
funds  by  towns,  cities,  or  counties  for  hospital  construction  is  also  unique.  State  aid 
plus  the  enlightened  hospital  legislation  has  been  an  important  factor  in  enabling 
many  communities  to  enjoy  participation  in  the  hospital  construction  program. 

To  assist  in  financing  the  hospital  and  public  health  center  construction  program, 
Virginia  receives  annually  for  the  five  year  period  covered  by  the  Hill-Burton  Act, 
approximately  $2,000,000  in  federal  aid.  These  funds  are  available  to  approved  proj- 
ects on  a one  dollar  for  two  dollars  matching  basis.  The  1948  session  of  the  General 
Assembly  appropriated  $1,500,000  unconditionally  and  $1,000,000  conditionally  to 
supplement  the  federal  funds.  In  November  1948  Governor  William  M.  Tuck  re- 
leased the  $1,000,000  in  conditional  appropriations,  thus  making  the  entire  $2,500,000 
in  state  appropriations  available.  With  both  the  federal  and  state  funds  at  hand, 
approved  projects  have  been  allocated  52.61  per  cent  of  the  construction  costs  from 
state  and  federal  monies.  To  match  these  grants,  it  has  been  necessary  for  the  local 
areas  to  provide  47.39  per  cent  of  the  costs.  All  state  and  federal  allotments  cur- 
rently available  have  been  allocated  to  approved  projects. 

At  the  state  level  the  core  of  the  planning  and  construction  program  is  the  state 
plan  as  set  forth  in  the  publication  “Survey  of  Hospital  Facilities  in  Virginia”.  In 
this  survey,  based  upon  an  extensive  study  of  existing  hospital  and  public  health 
center  facilities,  made  by  the  State  Department  of  Health  in  1947,  the  over-all  hos- 
pital afid  public  health  center  situation  was  analyzed  as  to  current  situations  and 
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potential  future  needs.  The  resulting  State  plan  is  a suggestion  to  guide  the  develop- 
ment and  construction  of  the  facilities  under  the  Hill-Burton  Act.  It  is  not  a manda- 
tory formula,  but  a flexible  and  adaptable  pattern  for  improving  hospitals  and  public 
health  centers.  It  is  designed  to  make  the  benefits  of  modem  medical  knowledge  and 
hospital  care  more  accessible,  more  efficient  and  more  economical. 

Interest  on  the  part  of  the  local  areas  in  the  hospital  planning  and  construction  pro- 
gram is  increasing.  This  is  true  throughout  the  nation  as  well  as  in  Virginia.  The 
Hill-Burton  .Act  was  passed  by  Congress  in  1946  with  a life  expectancy  of  five  years. 
Since  its  inception  the  quality  of  attainment  has  been  at  such  a high  level  throughout 
the  nation  and  the  need  for  financial  assistance  so  great  that  it  is  now  proposed  to 
e.xpand  the  Hill-Burton  program  to  cover  a period  of  ten  years  instead  of  five.  Such 
an  expansion  wmuld  obviously  enable  many  more  communities  throughout  Virginia  to 
provide  modem  hospital  facilities  for  their  residents. 

The  Virginia  hospital  planning  and  constmction  program  is  a “grass  roots”  pro- 
gram. The  local  community  is  envisaged  as  the  focal  point.  At  the  core  of  the  program 
is  the  belief  that  it  is  the  prerogative  and  responsibility  of  the  community  to  plan  and 
develop  a hospital  or  public  health  center  suitable  to  its  owm  needs  within  the  scope 
and  standards  of  the  state  plan.  The  primary  purpose  of  state  and  federal  financial 
backing  is  to  supplement  and  assist  local  areas  with  their  projects.  The  quality  of 
service  provided  by  the  facilities  constmcted  under  the  program  will  be  determined  by 
local  sponsors,  governing  boards,  and  the  communities  they  serve. 

Ronald  B.  Almack 


Editor’s  Note:  Mr.  Almack  is  Director  of  the  Bureau  of  Hospital  Survey  and  Construction 
of  the  State  Department  of  Health,  Richmond. 


Floral  Eponym 
Torreya 

Torrey,  John.  1798-1873 

JOHN  TORREY  was  the  son  of  Capt.  William  Torrey,  a Revolutionary  soldier.  He 
graduated  in  medicine  at  Columbia  in  1818.  He  w'as  an  eminent  chemist  and 
mineralogist,  but  it  was  in  botany  that  he  achieved  his  greatest  fame.  He  was  at  va- 
rious times  Professor  of  Chemistry,  geology,  mineralogy,  natural  histor}^  and  botany  at 
the  United  States  Military  Academy,  Princeton,  and  Columbia  and  assayer  in  the 
United  States  Assay  Office.  He  wrote  extensively  on  botany.  Yale  College  gave  him 
the  honorary  M.A.  degree  in  1823  and  Amlierst  an  LL.D.  in  1845.  The  students  of  the 
College  of  Physicians  and  Surgeons  remembered  him  as  an  excellent  teacher.  He  died 
at  his  home  in  the  grounds  of  Columbia  College  on  IMarch  10,  1873. 

The  Torreyas  are  handsome  evergreen  trees  closely  kin  to  the  yew.  They  have 
drupe-like  fruit  about  an  inch  long. 
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JAMES  THACHER  AND  HIS  INFLUENCE  ON  AMERICAN  MEDICINE* 


Henry  R.  Viets,  M.D., 

Librarian,  Boston  Medical  Library, 
Boston,  Massachusetts. 


o 


Three  _ years  from  now  you  will  have  the  honor 
of  celebrating  the  centenar)’  of  the  birth  of  Walter 
Reed  for  whom  this  lecture  is  fittingly  named.  He 
is  a towering  figure  in  American  medicine,  an  Army 
officer  not  dulled  by  the  drab  routine  but  ever  to 
carry  the  spark  of  genius,  so  fully  discerned  by  the 
far-seeing  W'elch  in  those  early  historic  days  at 
the  Hopkins.  That  same  spark  was  to  burst  forth 
in  brilliant  display  many  years  later  in  the  far-off 
Havana  and  mark  an  epoch  in  the  frequently  tur- 
bulent flow  of  the  advancement  of  medical  knowl- 
edge. Son  of  an  obscure  man  of  God,  born  in  hum- 
ble circumstances  in  Belroi,  Reed  became  Virginia’s 
most  distinguished  physician.  W'hen  opportunity 
knocked,  he,  like  Oliver  \\’endell  Holmes,  had  ‘the 
mind  prepared,’  even  as  Banting,  Minot,  Fleming, 
Florey  and  Trueta  in  our  day.  The  door  to  medi- 
cal education  must  be  broad  not  to  screen  out  ‘the 
most  distinguished’  and  Eg\’ptian  walls  be  no  bar- 
rier to  those  qualified  to  enter.  The  Reeds  of  medi- 
cine are  among  us  today  and  for  them,  often  indis- 
tinguishable in  the  mass,  our  efforts  must  be  bent. 
A ^^’elch  may  get  an  inkling  of  future  brightness,  as 
he  did  with  Reed,  but  most  of  us  must  be  content 
with  flag  at  mast  and  giving  our  best  to  those  we 
are  privileged  to  teach. 

James  Thacher,  although  he  did  not  reach  the 
heights  scaled  by  Walter  Reed,  made  for  his  time  a 
notable  contribution  to  medical  education  as  a 
teacher  of  many  boys  in  his  home,  an  author  of  the 
first  American  textbook  of  medicine  and  an  his- 
torian who  collected  for  posterity  the  records  of  the 
lives  of  our  medical  worthies.  In  addition,  Thacher 
wrote,  according  to  John  Adams,  “the  most  natural, 
simple,  and  faithful  narration  of  facts  that  I have 
seen  in  any  history  of  that  period  [the  American 
Revolutionary  War].”  Adams  was  writing  in  1824, 
over  forty  years  after  the  surrender  of  Cornwallis 
at  Yorktown  but,  after  reading  Thacher’s  Military 
Journal  today,  we  would  not  disagree  with  Adams’ 
opinion. 

Besides  his  Practice,  Military  Journal  and  Medi- 

•The  Walter  Reed  Lecture  delivered  before  the  Rich- 
mond Academy  of  Medicine,  February  10,  19+8. 


cal  Biography,  Thacher  wrote  six  other  books,  many 
of  them  produced  at  a time  when  ill  health  forced 
him  to  relinquish  partly  his  extensive  practice  and 
embark  upon  antiquarian  and  historical  endeavors. 
Some  of  these  books  rest  in  the  oblivion  of  time, 
only  of  interest  to  the  keen-nosed  collector  of  ‘pe- 
ripheral medicine’  or  to  the  dusty  librarian,  worthily 
holding  in  her  charge  every  bit  of  matter  surround- 
ing our  predecessors  so  that  years  later  someone 
like  myself  will  force  her  to  reach  into  her  capacious 
pocket,  dark  and  gloomy  though  it  be,  and  bring 
forth  a little  known  volume,  a ‘rare  item,’  a long- 
lost  edition,  perhaps  only  to  ‘lay  a ghost.’  Thacher 
would  have  approved  of  your  Academy  and  libraixq 
as  he  did  of  the  Boston  Medical  Library,  a sprawl- 
ing infant  in  his  day  but  not  unmindful,  as  you 
are,  of  its  duty  to  those  who  had  passed  that  way 
before. 

A Military  Journal 

While  serving  as  a surgeon  in  the  American  Revo- 
lutionary War  from  1775  to  1783,  James  Thacher 
kept  a detailed  diary,  a day-by-day  account,  en- 
livened with  intimate  biographical  sketches  of  of- 
ficers in  the  field.  A good  picture  of  the  sj^irit  of 
W'ashington’s  Army,  especially  under  the  adverse 
circumstances  of  hunger,  fatigue  and  cold,  the  jour- 
nal also  provides  detailed  descriptions  of  events 
almost  unequalled  by  any  of  his  contemporaries. 
He  was  a keen  observer  of  the  habits  of  his  fellow- 
soldiers  and,  for  a young  country  boy  untrained  in 
narration,  his  Journal  must  be  considered  a re- 
markable historical  document.^  Unfortunately, 
Thacher  failed  to  give  many  details  of  his  hosjiital 
experiences,  except  in  regard  to  a smallpox  inocu- 
lation, which  he  carried  out  on  a large  scale. 

Thacher,  a young  man  of  twenty-one,  fresh  from 
an  apprenticeship  with  Abner  Hersey,  the  leading 
physician  in  Barnstable,  Massachusetts,  where  the 
young  Whig  was  born,  Ijecame  a surgeon’s  mate  un- 
der John  Warren  in  the  provincial  hospital  at 
Cambridge,  Massachusetts,  in  July,  1 775.  War- 
ren, the  brother  of  Joseph  Warren,  killed  on  June 
17  at  Bunker  Hill,  although  only  a year  older  than 
Thacher,  was  the  senior  surgeon  to  the  hospital. 
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Thacher’s  account  of  his  medical  examination  is 
perhaps  not  without  interest  even  today.  “On  the 
appointed  day,”  he  wrote,  “the  medical  candidates, 
sixteen  in  number,  were  summoned  before  the  board 
for  examination.  This  business  occupied  about 
four  hours;  the  subjects  were  anatomy,  physiology, 
surgery  and  medicine.  It  was  not  long  after,  that 
I was  happily  relieved  from  suspense,  by  receiving 
the  sanction  and  acceptance  of  the  board,  with  some 
acceptable  instructions  relative  to  the  faithful  dis- 


after  some  hesitation  he  replied,  T would  have  him 
examined  by  a medical  committee’.”^ 

Within  a few  days  he  got  his  first  glimpse  of 
George  Washington  and  wrote,  “It  was  not  diffi- 
cult to  distinguish  him  from  all  others;  his  per- 
sonal appearance  is  truly  noble  and  majestic,  being 
tall  and  well  proportioned.  His.  dress  is  a blue 
coat  with  buff  colored  facings,  a rich  epaulette  on 
each  shoulder,  buff  under  dress,  and  an  elegant 
small  sword;  a black  cockade  in  his  hat.” 


Fig.  1 — James  Thacher  and  Susannah  Hayward  about  the  time  of  their  marriage  in  1785. 

(From  pastel  portraits  in  the  possession  of  Thacher’s  great-granddaughter.  Miss  Mary  Russell  Hodge  of  Plymouth,) 
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charge  of  duty,  and  the  humane  treatment  of  those 
soldiers  who  may  have  the  misfortune  to  require 
my  assistance.  Six  of  our  number  were  privately 
rejected  as  being  found  unqualified.  The  examina- 
tion was  in  a considerable  degree  close  and  severe, 
which  occasioned  not  a little  agitation  in  our  ranks. 
But  it  was  on  another  occasion,  as  I am  told,  that 
a candidate  under  examination  was  agitated  into 
a state  of  perspiration,  and  being  required  to  de- 
scribe the  mode  of  treatment  in  rheumatism,  among 
other  remedies  he  would  promote  a sweat,  and  being 
asked  how  he  would  effect  this  with  his  patient. 


Thacher  was  soon  busy,  however,  tending  to  the 
wounded  from  Bunker  Hill  but  not  too  busy  to  note 
tha.t  “paper  bills  now  circulate  instead  of  species,” 
or  the  arrival  of  troops  from  Pennsylvania  and 
Maryland,  “remarkable  for  the  accuracy  of  their 
aim.”  In  October  he  described  the  quick  trial  and 
conviction  of  Benjamin  Church,  the  Surgeon  Gen- 
eral, for  traitorous  correspondence  with  the  enemy 
in  Boston.  By  November  the  hospitals  were  crowded 
with  sick  soldiers  from  camp — “autumnal  fevers 
and  dysenteric  complaints,  which  have  proved  fatal 
in  a considerable  number  of  instances.” 
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By  January,  1776,  the  Army  was  reduced  to  a 
very  critical  situation,  being  obliged  to  substitute 
new  troops  and  militia  in  place  of  those  who  had 
been  in  service  five  or  six  months,  and  this  exchange 
was  made  within  musket  shot  of  the  enemy’s  lines. 
During  part  of  this  period  Thacher  wrote,  “our 
numbers  were  not  sufficient  to  man  the  lines,  nor 
was  there  powder  enough  in  camp  to  furnish  four 
rounds  a man.”  The  troops  captured  some  cannon 
from  the  army  in  Boston  but  these  were  old  and 
many  of  them  unserviceable;  and  Thacher  felt  that, 
“had  the  enemy  been  acquainted  with  our  situation, 
the  consequences  might  have  been  exceedingly  dis- 
tressing.” In  February,  1776,  John  Morgan  of 
Philadelphia  was  appointed  Director  General  of 
the  hospitals,  replacing  Church.  After  Morgan  ar- 
rived in  Cambridge  a new  and  systematic  arrange- 
ment of  the  medical  departments  took  place.  Thacher 
was  subjected  to  another  examination  by  IMorgan 
and  received  from  him  the  appointment  of  physi- 
cian’s mate  to  David  Townsend  in  the  regiment 
commanded  by  Colonel  Asa  Whitcomb  stationed  in 
the  barracks  on  Prospect  Hill.  Young  Thacher  was 
glad  to  exchange  his  hospital  job  for  that  of  a regi- 
mental surgeon,  particularly  under  the  command  of 
such  an  outstanding  figure  as  Whitcomb,  with  his 
friend  Townsend,  a survivor  of  Bunker  Hill  and 
a former  pupil  of  Joseph  Warren,  as  the  regimental 
surgeon.  The  regiment  was  soon  ordered  to  march 
to  Roxbury,  where  they  occupied  the  house  formerly 
belonging  to  Governor  Shirley,  and  all  the  troops 
were  alerted  for  a general  attack  on  the  heights  at 
Dorchester  which  occurred  in  March  of  1776. 
Thacher  describes  the  assault  in  some  detail  and 
noted  that  \\'ashington  was  present,  “animating  and 
encouraging  the  soldiers  and  they,  in  return,  mani- 
fested their  joy.”  On  March  a flag  of  truce  came 
out  from  Boston  acquainting  Washington  that  Gen- 
eral Howe  had  come  to  the  determination  to  evacu- 
ate the  town,  and  the  fleet  with  the  evacuating 
troops  sailed  on  IMarch  17.  The  larger  part  of  the 
army  under  Washington  was  then  ordered  to  New 
A"ork,  but  those  that  remained,  including  Thacher, 
entered  Boston  on  the  20th.  Thacher  wrote,  “while 
marching  through  the  streets,  the  inhabitants  ap- 
peared at  their  doors  and  windows;  though  they 
manifested  a lively  joy  on  being  liberated  from  a 
long  imprisonment,  they  were  not  altogether  free 
from  a melancholy  gloom  which  ten  tedious  months’ 
seige  had  spread  over  their  countenances.  The  streets 


and  buildings  presented  a scene,  which  reflects  dis- 
grace on  their  late  occupants,  exhibiting  a deplor- 
able desolation  and  wretchedness.”  Townsend,  the 
regimental  surgeon,  found  his  parents  and  sister 
in  Boston,  and  young  Thacher  took  up  his  abode 
in  their  house.  He  mentions  the  Old  South  Church 
and  notes  that  the  inside  was  entirely  destroyed  by 
the  British,  “the  sacred  building  occupied  as  a rid- 
ing school  for  Burgoyne’s  regiment  of  dragoons.” 
The  North  Church  had  been  entirely  demolished 
and  consumed  for  fuel. 

Always  a physician,  Thacher  was  delighted  to 
record  that  one  of  his  soldiers  found  in  Boston  a 
human  skeleton  in  complete  preparation,  left  by  a 
British  surgeon,  “which  I received  as  an  acceptable 
present.”  On  July  3 orders  were  given  for  an  in- 
oculation for  the  smallpox  of  all  soldiers  and  in- 
habitants of  the  town,  as  a general  infection  of  this 
disease  was  apprehended.  Townsend  and  young 
Thacher  were  constantly  engaged  in  this  work.  By 
August  5 his  entire  regiment,  consisting  of  500  men, 
had  gone  through  the  smallpox  by  inoculation,  and 
all  except  one  Negro  recovered.  This,  of  course, 
was  direct  inoculation  with  smallpox  matter  before 
the  discovery  of  vaccination  with  cow-pox  by  Jen- 
ner,  the  same  method  that  had  proved  so  valuable 
in  the  hands  of  Zabdiel  Boylston  in  1721  in 
Boston. 

After  the  inoculations  were  finished  the  regiment 
prepared  to  march  from  Boston  to  Ticonderoga  and, 
on  August  7,  they  marched  out  of  town  with  colors 
displayed  and  drums  beating.  Thacher  was  some- 
what indisposed  and  he  was  permitted  to  remain 
in  town  to  take  charge  of  the  sick  soldiers  until  he 
recovered  his  health.  This  he  did  on  August  20, 
when  he  said  good-bye  to  the  town  of  Boston,  where 
he  had  resided  very  pleasantly  for  five  months.  “I 
am  destined,”  he  wrote,  “to  a distant  part  of  our 
country,  and  know  not  what  sufferings  and  hazards 
I shall  be  called  to  encounter  while  in  the  discharge 
of  my  military  duties.” 

He  commenced  his  journey  in  company  with  an- 
other officer  and  fourteen  men.  His  route  led  through 
Worcester,  Springfield,  and  over  the  Green  Moun- 
tains to  Skeensbury,^  the  place  of  rendezvous  for 
the  Continental  troops  and  militia  destined  for 
Ticonderoga.  Here  they  embarked  upon  a boat  to 
cross  Lake  Champlain. 

Soon  after  arriving  in  Ticonderoga  one  of  the 
soldiers  was  bitten  in  the  hand  by  a rattlesnake. 
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Thacher  describes  the  incident  and  the  treatment 
that  was  used.  In  a half-hour  the  whole  arm  and 
shoulder  was  swollen  to  twice  its  normal  size  and 
the  skin  had  become  a deep  orange  color.  Soon  half 
the  body  became  swollen  in  a similar  manner  and 
nausea  had  set  in.  The  man’s  condition  was  criti- 
cal. Thacher  and  two  other  physicians  procured  a 
quantity  of  olive  oil  and  requested  the  patient  to 
swallow  it  in  large  and  repeated  doses  until  he  had 
swallowed  a quart.  At  the  same  time  there  was 
rubbed  into  the  affected  limb  a large  quantity  of 
mercurial  ointment.  In  about  two  hours  the  pa- 
tient began  to  recover,  and  in  forty-eight  hours  he 
was  well. 

Thacher  describes  in  considerable  detail  the  for- 
mation and  character  of  the  army.  Calculating  that 
services  of  an  army  would  be  required  for  a short 
period  of  time  only,  most  of  the  troops  in  the  field 
in  the  summer  of  1776  were  minutemen,  volunteers, 
and  militia,  and  it  was  a considerable  time  before 
they  were  regularly  organized  into  regiments  and 
brigades.  In  many  instances  the  soldiers  were  in- 
dulged the  privilege  of  choosing  their  own  officers, 
and  these  officers  too  frequently  proved  unqualified 
to  discharge  their  military  duties.  Because  of  the 
short  terms  of  service  there  was  a continual  fluctua- 
tion of  men  from  camp  to  farms.  There  was  also 
trouble  in  connection  with  the  troops  from  the 
southern  states  being  incorporated  and  associated 
in  military  duty  with  those  from  New  England. 
Many  of  the  officers  from  the  South  were  gentlemen 
of  education  and  unaccustomed  to  that  equality 
which  prevailed  in  New  England  and,  as  Thacher 
justly  remarks  that,  “however  desirable  it  could 
scarcely  be  expected  that  people  from  distant  colo- 
nies, differing  in  manners  and  prejudices,  could  at 
once  harmonize  in  free  intercourse.  Hence  we  too 
frequently  hear  the  burlesque  epithet  of  Yankee 
from  one  party,  and  Buckskin,  by  way  of  retort, 
from  the  other.” 

To  encourage  enlistments  each  soldier  was  to  re- 
ceive a bounty  of  $20  and  100  acres  of  land  if  he 
served  during  the  war.  The  monthly  pay  ranged 
from  $75  for  a full  colonel  to  $6.67  for  a private. 
Each  commissioned  officer  was  allowed  the  privi- 
lege of  taking  a soldier  from  the  ranks  for  a waiter, 
and  he  was  exempt  from  camp  and  other  duties  ex- 
cept in  time  of  action. 

The  autumn  of  1776  passed  pleasantly  enough  in 
Ticonderoga.  Thacher  learned  of  Bushnell’s  ex- 


periments with  the  torpedo,  although  he  did  not  ac- 
tually witness  its  use.  News  of  a serious  character, 
however,  soon  came  to  the  fort  when,  on  October  15, 
it  was  learned  that  the  fleet  of  vessels  on  Lake 
Champlain  had  been  destroyed  and  that  the  British 
Army  was  established  at  Crown  Point,  a prominent 
peninsula  on  the  western  shores  of  the  Lake,  a few 
miles  to  the  north  of  Fort  Ticonderoga.  It  was  ex- 
pected that  the  British  would  attempt  to  capture 
the  fort  at  Ticonderoga  but,  much  to  everyone’s  ap- 
parent surprise,  when  a small  force  of  troops  recon- 
noitered  Crown  Point  about  November  1 , they  found 
that  the  British  had  retired  to  Canada  for  the  win- 
ter. The  rest  of  the  year  was  a fairly  pleasant  one, 
and  certainly  Thacher  and  his  regiment  were  much 
better  off  than  was  General  Washington  and  the 
Continental  Army  in  New  Jersey.  No  action,  ex- 
cept for  the  raids  of  the  hostile  Indians,  took  place 
in  Ticonderoga  until  after  April  in  1777.  The  In- 
dian raids,  however,  were  persistent  and  often  se- 
vere, and  many  of  the  wounded  w’ere  brought  back 
to  be  under  Thacher’s  care. 

On  April  1,  1777,  Colonel  Whitcomb,  who  was 
the  commanding  officer  of  Thacher’s  regiment,  left 
the  service,  his  term  having  expired.  At  this  time 
Thacher  applied  to  Jonathan  Potts,  the  director 
general  of  his  department,  for  transfer  from  the 
status  of  a regimental  surgeon  to  that  of  a surgeon’s 
mate  in  the  general  hospital.  He  was  accepted,  and 
his  friend,  David  Townsend,  was  appointed  senior 
surgeon  at  the  same  time.  In  the  general  hospital  at 
Ticonderoga  they  found  eighty  soldiers  with  various 
diseases  and  eight  or  ten  men  who  had  been  cruelly 
wounded  by  savages,  some  of  them  scalped. 

Thacher  seems  to  have  had  plenty  of  time  on  his 
hands  for  diversions.  He  speaks  of  exploring  the 
country,  and  he  went  across  Lake  Champlain  to 
Mount  Independence,  directly  opposite  Ticonderoga. 
A strong  fort  had  been  established  on  the  summit 
of  the  mountain,  and  communications  between  the 
two  places  was  maintained  by  a floating  bridge  and 
protected  by  a boom  which  was  supposed  to  con- 
fine the  British  fleet  north  of  this  point.  Thacher, 
who  sometimes  took  a romantic  view  of  life,  de- 
scribes the  scene  from  the  top  of  Mount  Independ- 
ence in  some  detail: 

“From  this  commanding  eminence  we  had  one  of  the 
most  singularly  romantic  views  which  imagination  can 
paint.  Northward  we  behold  Lake  Champlain,  a prodi- 
gious expanse  of  unruffled  water,  widening  and  straighten- 
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ing  as  the  banks  and  clifts  project  into  its  channel.  This 
lake  extends  about  one  hundred  miles  toward  Quebec, 
and  is  from  one  to  five  miles  wide.  On  each  side  is  a 
thick  uninhabited  wilderness,  variegated  by  hills  and 
dales;  here  the  majestic  oak,  chestnut  and  pine,  rear  their 
lofty  heads;  there  the  diminutive  shrub  forms  a thicket 
for  the  retreat  of  wild  beasts.  Looking  southwest  from 
our  stand  we  have  a view  of  part  of  Lake  George,  empty- 
ing its  waters  into  Lake  Champlain,  near  Ticonderoga. 
Turning  to  the  east,  the  prodigious  heights  called  Green 
Mountains,  ascending  almost  to  the  clouds,  are  exhibited 
to  view,  with  the  settlements  in  that  tract  of  territory 
called  New  Hampshire  grant.  The  ancient  fortress  at 
Crown  Point  is  about  twelve  miles  north  of  this  place; 
it  is  by  nature  a very  strong  position,  but  it  has  been 
abandoned  by  both  armies.” 

Suddenly  this  quiet  and  romantic  existence  was 
interrupted.  On  the  night  of  July  5,  1777,  Thacher 
was  rudely  awakened  with  the  astounding  news  that 
both  Ticonderoga  and  Mount  Independence  had  to 
be  evacuated  at  once.  He  could  scarcely  believe  the 
information,  but  immediately  began  to  collect  the 
sick  and  wounded  and  as  much  of  the  hospital 
stores  as  possible.  The  men  and  equipment  were 
embarked  on  boats  at  the  shore  at  three  o’clock  in 
the  morning  of  July  6 and  commenced  the  voyage 
down  the  South  bay  of  Lake  Champlain  to  their 
original  rendezvous  at  Skeenesborough,  a distance 
of  about  thirty  miles.  The  little  fleet  w'as  heavily 
ladened  with  cannon,  tents,  provdsions,  invalids, 
and  women,  but  Thacher  was  not  averse  to  remark- 
ing on  the  beauty  of  the  voyage  and  the  pleasant 
scenery.  He  wrote,  “The  night  was  moon  light  and 
pleasant,  the  sun  burst  forth  in  the  morning  with 
uncommon  lustre,  the  day  was  fine,  the  water’s  sur- 
face serene  and  unruffled.  The  shore  on  each  side 
exhibited  a variegated  view  of  huge  rocks,  caverns, 
and  clifts,  and  the  whole  was  bounded  by  a thick, 
impenetrable  wilderness.  My  pen  would  fail  in  the 
attempt  to  describe  a scene  so  enchantingly  sublime. 
The  occasion  was  peculiarly  interesting,  and  we 
could  but  look  back  with  regret,  and  forward  with 
apprehension.  We  availed  ourselves,  however,  of 
the  means  of  enlivening  our  spirits.  The  drum  and 
fife  afforded  us  a favorite  music;  among  the  hos- 
I)ital  stores  we  found  many  dozen  of  choice  wane, 
and  we  cheered  our  hearts  with  the  nectareous  con- 
tents.” 

The  little  gay  band  evacuating  Ticonderoga  felt 
reasonably  safe,  but  they  were  far  from  being  se- 
cure. Burgoyne  was  at  their  heels,  and  in  less  than 
two  hours  after  landing  the  enemy  attacked  them 


from  the  sea,  having  broken  through  the  bridge  and 
the  boom  at  Ticonderoga,  thought  to  be  impene- 
trable. Shortly  the  British  troops  and  Indians 
landed  and  rapidly  advanced  on  the  party.  Nearly 
all  stores  and  equipment  were  abandoned  and  the 
troops  hastened  southward,  marching  all  night,  with 
the  Indians  right  behind  them,  to  Fort  Ann,  about 
eight  miles  to  the  south,  where  they  arrived  at  five 
o’clock  on  the  morning  of  the  7th.  They  received  a 
small  reinforcement  from  Fort  Edward,  ten  miles 
further  to  the  south  of  them,  and  finally  were  able 
to  repel  the  British  after  a capture  of  some  of  their 
prisoners.  A British  surgeon  who  was  captured  re- 
turned to  Thacher  some  of  his  books  and  papers 
which  had  been  taken  out  of  his  chest  at  Skeenes- 
borough two  days  before. 

Fort  Ann  being  of  no  particular  importance,  the 
party  marched  to  Fort  Edward  on  the  Hudson,  two 
miles  south  of  Hudson  Falls.  There  they  met  the 
main  army  from  Ticonderoga  and  Mount  Independ- 
ence who  had  marched  south  through  lower  New 
Hampshire.  On  the  25th  of  July  young  Thacher 
set  up  his  tents  and  cared  for  the  sick  and  wounded, 
but  within  a few  days  was  ordered  to  move  them  by 
boat  down  the  Hudson  to  Albany,  a distance  of  a 
little  over  fifty  miles.  This  took  him  three  days, 
with  his  forty  patients. 

Albany  was  a town  of  about  three  hundred 
houses.  The  hospital,  which  had  been  erected  dur- 
ing the  French  war,  was  situated  above  the  town  in 
a two-story  building  containing  about  forty  wards 
capable  of  accommodating  five  hundred  patients. 

The  army,  in  the  meantime,  had  also  evacuated 
Fort  Edward  and  now  established  itself  at  Still- 
water, nor  far  from  Saratoga,  where  an  important 
battle  was  shortly  to  be  fought  in  the  middle  of 
September.  By  the  21st  of  the  month  Thacher ’s 
hospital  was  receiving  the  officers  and  soldiers 
wounded  in  the  battle  of  Saratoga.  Several,  he 
states,  had  received  very  formidable  and  serious 
wounds  and  had  to  be  subjected  to  capital  opera- 
tions. 

In  October  one  of  his  patients  was  General  Ar- 
nold, whose  leg  had  been  badly  fractured  by  a 
musket  ball.  Thacher  noted  that  Arnold  was  “very 
peevish  and  impatient  under  his  misfortunes  and 
requires  all  my  attention  during  the  night,  but  I 
devoted  an  hour  in  writing  a letter  to  a friend  in 
Boston  detailing  the  particulars  of  the  late  battle.” 

Burgoyne,  in  the  meantime,  had  been  captured, 
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with  a number  of  ladies  of  high  rank,  and  on  the 
21st  of  October  arrived  in  Albany  and  was  put  up 
in  the  hospitable  mansion  of  General  Schuyler.  The 
same  kind  of  treatment  was  extended  to  the  officers 
of  lesser  rank  and  even  to  the  soldiers  who  were 
wounded  and  captured  on  the  field  of  battle.  On  the 
24th  of  October  Thacher  noted  that  the  hospital  was 
now  crowded  with  patients.  Hessians  were  given 
exactly  the  same  accommodations  as  the  Continental 
troops  and  received  equal  care  and  attention.  In 
many  cases,  however,  the  foreign  troops  were  under 
the  care  of  their  own  surgeons.  Thacher  thought 
that  the  English  surgeons  performed  with  skill  and 
dexterity  but  the  Germans,  with  few  exceptions, 
were  no  credit  to  their  profession.  Many  of  them 
seemed  destitute  of  all  sympathy  and  tenderness 
towards  the  patients  under  their  care.  The  hospital 
was  not  only  crowded,  but  over  five  hundred  pa- 
tients were  cared  for  in  the  Dutch  Church  and  in 
private  homes,  in  addition  to  an  equal  number  in 
the  hospital.  There  v/ere  thirty  surgeons  and  sur- 
geon’s mates  on  duty,  and  all  were  constantly  em- 
ployed. 

Thacher  devoted  all  his  time  from  eight  o’clock 
in  the  morning  to  late  in  tlie  evening  caring  for 
his  patients.  He  speaks  of  amputations,  the  trepan- 
ning of  fractured  skulls,  and  other  formidable  types 
of  surgery  and  gives  a vivid  description  of  the  pa- 
tients and  their  sufferings  such  as  only  could  be 
given  by  a.  thoughtful,  considerate  surgeon  who  had 
the  best  interests  of  his  men  at  heart.  Some  details 
of  the  operations  are  given  showing  that  Thacher 
was  a bold  and  courageous  surgeon  as  well  as  an 
acute  observer,  sorting  out  the  strong  from  the  weak, 
the  courageous  from  the  cowards. 

In  February  of  1778  many  of  the  wounded  com- 
mitted to  his  care  in  October  of  the  previous  year 
had  recovered,  and  Jonathan  Potts,  the  director 
general,  presented  young  Thacher  with  a generous 
and  handsome  present,  consisting  of  a furlough  of 
forty  days,  to  visit  his  home  and  friends  in  New 
England.  He  rode  on  horseback  first  to  Boston  and 
then  to  Barnstable,  Cape  Cod,  where  he  was  born. 
He  tells  us  little  abcnat  the  journey  itself  except  that 
he  returned  to  duty  in  Albany  two  days  before  the 
expiration  of  his  furlough,  a conscientious  young 
man  indeed. 

In  the  meantime.  General  Washington  was  hav- 
ing his  worst  winter  at  Valley  Forge,  and  it  was 
not  until  Spring  that  matters  began  to  improve  in 


the  Continental  Army.  Thacher  gives  a striking 
account,  which  he  received  from  a friend,  of  the 
conditions  at  Valley  Forge. 

The  Spring  wore  away  without  activity  but  on 
June  1,  1778,  the  hospital  was  moved  from  Al- 
bany to  High  Lands  on  the  Hudson  opposite  what 
is  now  known  as  West  Point.  Patients,  hospital 
stores,  and  baggage  were  moved  by  boat,  a pleas- 
ant voyage  down  the  Hudson.  The  hospital  was 
quickly  established  in  the  house  of  Colonel  Bev- 
erly Robinson,  a Loyalist  from  New  York  who  had 
used  this  mansion  as  his  summer  residence.  Again, 
as  things  were  quiet,  Thacher  had  some  time  to 
explore  the  country.  He  climbed  Sugar  I^oaf  Moun- 
tain and  various  other  high  points  near  it  and  other- 
wise enjoyed  himself.  He  visited  other  hospitals 
in  the  neighborhood  such  as  the  one  at  Fishkill, 
where  he  found  some  of  his  old  friends,  Adams  and 
Eustis,  from  Boston.  He  seems  to  have  made  him- 
self at  ease  with  all  the  general  officers  in  the  camp 
and  was  formally  introduced  to  Kosciuszko  from 
Poland,  who  had  recently  arrived  in  the  country 
and  was  employed  in  the  engineering  department 
with  the  rank  of  Colonel.  In  company  with  Gouv- 
erneur  Morris  and  William  Brown,  the  physician- 
general,  he  rode  into  the  camp  at  White  Plains. 
While  waiting  on  Colonel  Scammell,  the  adjutant 
general,  Thacher  requested  a change  from  the  of- 
fice of  hospital  surgeon  to  that  of  a regimental  sur- 
geon, similar  to  the  one  he  had  occupied  in  the 
past  when  at  Ticonderoga.  Apparently  he  was  anx- 
ious for  more  active  service,  having  had  little  to  do 
since  his  furlough  the  first  of  the  year.  Brown, 
however,  prevailed  upon  him  not  to  dissolve  his 
connections  at  that  time  with  the  general  hospital. 

Thacher  then  went  on  a further  trip,  to  Brad- 
ford and  then  on  to  Danbury,  Connecticut.  The 
trip  w’as  made  by  horseback  and  apparently  it  was 
a pleasant  diversion.  He  returned  on  August  7 and 
found  that  many  new  cases  had  come  in  to  the  hos- 
pital, mostly  of  putrid  fever  and  dysentery. 

In  September  Thacher  reported  the  arrival  of 
Major  General  Israel  Putnam  w’ith  a division  of 
troops  from  Maryland  and  one  from  Virginia.  This 
is  his  first  contact  with  soldiers  from  the  South,  but 
it  became  an  intimate  one,  as  Brigadier  Generals 
Woodford  and  Muhlenburg  took  up  their  quarters 
in  the  hospital,  along  with  General  Putnam.  Put- 
nam, he  noted,  was  “corpulent  and  clumsy,,  but  car- 
ries a bold,  undaunted  front.  He  e.xhibits  little  of 
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the  refinements  of  the  well-educated  gentleman,  but 
much  of  the  character  of  the  veteran  soldier.” 

Washington  paid  an  unexpected  visit  to  the  hos- 
pital in  October,  and  Thacher  had  the  pleasure  of 
showing  him  through  the  different  wards.  Wash- 
ington showed  great  interest  in  the  sick  and 
wounded,  and  in  general  gave  approbation  to  the 
way  the  hospital  was  conducted.  Thacher’s  ac- 
count of  the  personal  appearance  of  Washington  is 
one  of  the  best  on  record  and  is  worth  quoting  in 
detail.  “The  personal  appearance  of  our  Com- 
mander in  Chief  is  that  of  the  perfect  gentleman 
and  accomplished  warrior.  He  is  remarkably  tall, 
full  six  feet,  erect  and  well  proportioned.  The 
strength  and  proportion  of  his  joints  and  muscles 
appear  to  be  commensurate  with  the  preeminent 
powers  of  his  mind.  The  serenity  of  his  counte- 
nance, and  majestic  gracefulness  of  his  deport- 
ment, impart  a strong  impression  of  that  dignity 
and  grandeur  which  are  his  peculiar  characteristics, 
and  no  one  can  stand  in  his  presence  without  feel- 
ing the  ascendancy  of  his  mind,  and  associating 
with  his  countenance  the  idea  of  wisdom,  philan- 
thropy, magnanimit}’,  and  patriotism.  There  is  a 
fine  symmetry  in  the  features  of  his  face,  indica- 
tive of  a benign  and  dignified  spirit.  His  nose  is 
strait,  and  his  eyes  inclined  to  blue.  He  wears  his 
hair  in  a becoming  cue,  and  from  his  forehead  it 
is  turned  back  and  powdered  in  a manner  which 
adds  to  the  military  air  of  his  appearance.  He 
displays  a native  gravity,  but  devoid  of  all  appear- 
ance of  ostentation.  His  uniform  dress  is  a blue 
coat,  with  two  brilliant  epaulettes,  buff  colored  un- 
der clothes,  and  a three  cornered  hat,  with  a black 
cockade.  He  is  constantly  equipped  with  an  elegant 
small  sword,  boots  and  spurs,  in  readiness  to  mount 
his  noble  charger.  There  is  not  in  the  present  age, 
perhaps,  another  man  so  eminently  qualified  to  dis- 
charge the  arduous  duties  of  the  exalted  station  he 
is  called  to  sustain,  amidst  difficulties  which  to 
others  would  appear  insurmountable,  nor  could  any 
man  have  more  at  command  the  veneration  and  re- 
gard of  the  officers  and  soldiers  of  our  army,  even 
after  defeat  and  misfortune.  This  is  the  illustrious 
chief,  w'hom  a kind  Providence  has  decreed  as  the 
instrument  to  conduct  our  country  to  peace  and  to 
Independence.” 

There  was  a good  deal  of  entertainment  by  Gen- 
eral Muhlenburg  and  others  when  Malachai  Treat, 
the  physician  general,  visited  the  hospital.  Muh- 


lenburg gave  a dinner  for  forty-one  officers,  the 
tables  being  “furnished  with  fourteen  different 
dishes,  arranged  in  a fashionable  style.”  General 
Putnam  presided;  many  toasts  were  pronounced, 
accompanied  by  humorous  and  merry  songs,  and  in 
the  evening  there  was  military  music  and  dancing, 
which  continued  to  a late  hour  in  the  night.  Gen- 
eral Muhlenburg,  who  had  previously  been  a min- 
ister of  a parish  in  Virginia,  “participated  in  the 
spirit  of  the  times,  exchanging  his  clerical  profes- 
sion for  that  of  a soldier.”  He  had  raised  his  own 
regiment  of  soldiers,  and  he  was  appointed  their 
commander. 

Thacher  was  greatly  impressed  by  the  boys  from 
Virginia,  and  on  the  tenth  of  November,  1778, 
asked  to  be  transferred  to  their  regiment  as  a sur- 
geon. This  was  accomplished,  and  he  took  up  his 
quarters  with  Colonel  George  Gibson  and  the  other 
officers.  It  is  a little  surprising  that  this  relatively 
uneducated  Cape  Cod  boy,  puritanical  in  mind, 
should  have  been  accepted  as  a surgeon  by  the  fun- 
loving  Virginia  regiment.  He  must  have  had  some- 
thing in  his  character  that  appealed  to  the  men 
from  the  Southern  state,  although  he  does  not  al- 
ways seem  to  have  been  happy  in  their  relaxed  dis- 
cipline and  habits  which,  he  thought,  “almost  ap- 
proached dissipation.”  The  officers  from  Virginia 
and  Maryland  adopted  a practice  of  giving  sup- 
pers alternately,  with  music  and  dancing  through 
half  the  night,  which  caused  Thacher  to  remark 
that  “they  do  not  accord  precisely  with  many  owm 
views  of  time  well  spent,  although  I am  frequently 
enticed  to  a participation  in  their  banqueting  revels.” 

Apparently  Thacher  had  a capacity  for  making 
friends  easily,  for  he  speaks  of  dining  with  Cap- 
tain Carter  at  West  Point,  visiting  friends  in 
Fishkill,  and  even  waiting  on  the  Marquis  de  la 
Fayette.  He  was  received  by  the  Marquis  in  a po- 
lite and  affable  manner.  La  Fayette  had  just  re- 
covered from  a fever  and  was  in  his  chair  conva- 
lescing. Then  only  twenty-one  years  of  age,  he  was 
described  by  Thacher  as  “not  very  elegant  in  his 
form,  his  shoulders  being  broad  and  high,  nor  is 
there  a perfect  symmetry  in  his  features,  his  fore- 
head is  remarkably  high,  his  nose  large  and  long, 
eyebrows  broad  and  projecting  over  a fine  animated 
hazel  eye.  His  countenance  is  interesting  and  im- 
pressive. He  converses  in  broken  English,  and  dis- 
plays the  manner  and  address  of  an  accomplished 
gentleman.”  Thacher  says  that  he  was  highly  hon- 
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ored  by  this  intendevi^ ; his  keen  eye  and  power  of 
description  amply  justify  the  meeting  as  recorded 
in  his  diary  for  November  27,  1778. 

The  Virginia  regiment  gave  some  gay  parties 
over  Christmas  and  New  Years.  After  a long  din- 
ner and  dancing,  the  officers  gathered  in  General 
Muhlenburg’s  quarters  at  the  hospital,  where  an 
elegant  supper  was  provided.  Not  one  of  the  com- 
pany was  permitted  to  retire  until  three  o’clock  in 
the  morning.  A number  of  ladies  were  present. 
“Thus,”  comments  Thacher,  “have  the  gallant  Vir- 
ginians commenced  the  new  year.” 

The  winter  of  1779  was  a mild  one  in  Albany, 
although  some  of  the  soldiers  suffered  from  expo- 
sure while  living  in  canvas  tents.  By  April  the 
weather  had  become  very  pleasant,  and  young 
Thacher  bought  a handsome  bay  horse  for  six  hun- 
dred dollars.  This  amount  indicated  the  deprecia- 
tion value  of  paper  money,  which  he  had  received 
for  pay;  for  the  horse,  he  reports,  could  not  be 
valued  at  much  more  than  eighty  dollars  in  silver. 
In  the  Spring  the  Virginia  regiment  and  others 
were  paraded  before  Baron  Steuben,  a marked  dis- 
ciplinarian with  a scrutinizing  eye.  He  took  into 
his  hands  the  muskets  and  accoutrements  of  each 
soldier,  examining  them  with  particular  accuracy 
and  precision.  From  Thacher,  the  surgeon,  he  re- 
quired a list  of  the  sick,  with  a particular  state- 
ment of  their  accommodations  and  modes  of  treat- 
ment, and  even  visited  some  of  the  sick  in  their 
cabins.  Steuben  at  the  time  was  inspector-general 
with  the  rank  of  major  general  in  the  Army. 

.A.s  summer  approached,  Thacher  rode  around  the 
country  on  his  horse,  visiting  various  militar)'’  in- 
stallations and,  apparently,  always  welcomed  by 
the  officer  in  charge.  On  the  twentieth  of  June  he 
was  in  West  Point,  and  there  he  received  a letter 
from  his  old  friend,  David  Townsend,  who  had  be- 
come surgeon  to  the  military  hospital  at  Providence, 
Rhode  Island.  He  invited  Thacher  to  accept  the 
position  of  surgeon  to  the  Massachusetts  regiment 
under  Colonel  Henry  Jackson,  which  was  then  in 
Providence.  Thacher’s  chief  reason  for  consider- 
ing this  new  appointment  appears  to  have  been  that 
the  officers  in  the  Massachusetts  regiment  received 
compensation  in  clothing  and  other  articles  which 
he  could  not  claim  while  serving  wdth  the  Virginia 
regiment.  He  felt  that  it  was  proper,  moreover,  that 
officers  should  serve  in  the  line  of  their  own  state, 
and  though  he  had  enjoyed  the  most  friendly  inter- 


course and  numerous  kind  favors  from  the  Vir- 
ginians, he  “preferred  the  manners  and  habits  of 
the  New  Englanders.”  He  therefore  decided  to  join 
the  Massachusetts  regiment  and  left  West  Point  on 
the  second  of  July,  arriving  in  Providence  on  the 
ninth.  On  the  way  his  horse  was  seized  with  dis- 
temper, and  he  was  forced  to  dispose  of  the  animal. 
The  journey  took  him  through  Litchfield,  Farming- 
ton,  Hartford,  and  across  the  Connecticut  River  to 
East  Hartford.  There  he  found  the  whole  country 
in  a state  of  alarm,  as  the  enemy  had  landed  in 
New  Haven.  He  then  passed  through  Windham 
and  finally  reached  his  old  friend  Townsend.  Colo- 
nel Henry  Jackson  accepted  him  at  once  as  a sur- 
geon to  the  regiment,  and  he  commenced  his  duties 
the  day  he  arrived. 

In  August,  1779,  the  British  had  established  a 
post  on  the  Penobscot  River  in  Maine,  having  ap- 
proached there  from  Halifax.  An  expedition  was 
planned  to  overcome  this  force,  as  the  invasion  of 
Maine  had  excited  great  indignation  among  the 
people.  Colonel  Jackson’s  regiment  was  added  to 
the  force,  and  they  marched  to  Boston.  The  regi- 
ment consisted  of  four  hundred  men,  completely 
uniformed  and  well-disciplined,  and  not  inferior, 
according  to  Thacher,  to  any  in  the  Continental 
Army.  They  completed  the  forced  march  from 
Providence  to  Boston,  a distance  of  forty  miles,  in 
twenty-four  hours.  They  were  treated  with  great 
respect,  and  a dinner  was  given  at  the  Bunch  of 
Grapes  tavern  for  the  officers  before  they  departed 
in  transports.  Even  after  the  troops  were  on  board, 
the  officers  returned  to  the  Bunch  of  Grapes,  where 
a liberal  and  elegant  entertainment  was  provided. 
They  sailed  on  a brig  carrying  eight  guns,  but  had 
a convoy  of  the  Renown  of  fourteen  guns  and  put 
into  Portsmouth  Harbor,  encamping  at  Kittery.  In 
the  meantime.  General  Lovell,  in  charge  of  the 
Penobscot  expedition,  had  been  forced  to  retire,  for 
the  British  had  been  augmented  by  a large  fleet 
w’hich  had  arrived  from  New  York.  The  Penob- 
scot expedition  ended  disgracefully,  with  the  troops 
scattered  and  their  vessels  abandoned.  Thacher’s 
regiment,  which  had  not  taken  part,  returned  to 
Cambridge,  where  they  encamped  on  the  Common 
and  then  marched  into  Boston. 

In  September  the  regiment  returned  to  Provi- 
dence and  almost  immediately  made  ready  to  march 
into  New  Jersey.  They  crossed  the  Hudson  at 
King’s  Ferry,  and  in  December  they  camped  at 
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Morristown.  There  was  great  suffering  that  year, 
for  many  of  the  troops  were  ill  provided  with 
clothing  and  shelter.  In  addition  to  the  miserable 
canvas  tents,  the  troops  were  greatly  affected  by  a 
scarcity  of  provisions.  The  weather,  too,  was  much 
worse  tlian  that  of  the  year  before.  Thacher  de- 
scribes in  great  detail  the  sufferings  of  the  soldiers. 
When  enlistments  ran  out,  men  were  only  too  glad 
to  leave  the  Army  and  return  home,  and  there  was 
great  difficulty  in  recruiting  new  men  for  the  service. 

With  the  coming  of  the  Spring  there  arrived  in 
camp  the  usual  Congressional  Committees  for  the 
purpose  of  investigating  the  circumstances  and  con- 
dition of  the  Army.  Thacher  was  asked  to  present 
complaints  and  grievances  to  them,  acting,  appar- 
ently, as  a natural  leader.  Conditions  became  some- 
what better  with  the  reappearance  of  Baron  Steuben 
and  the  return  of  La  Fayette  from  France,  so  that 
by  June  four  battalions  of  troops  could  be  paraded 
before  the  committee  from  \\’ashington,  in  the  pres- 
ence of  General  Washington,  and  make  a respect- 
able showing.  By  July  Thacher  found  the  troops 
in  excellent  shape  as  far  as  their  health  was  con- 
cerned, but  there  were  many  perplexing  incidents 
of  a disposition  occasioned  by  absence  from  home, 
which  he  called  “nostalgia.”  This  was  particularly 
so  in  the  recruits  from  New  England,  who  became 
dull  and  melancholy  with  loss  of  appetite,  restless 
nights,  and  great  weakness. 

Great  excitement  was  caused  by  the  discovery  of 
the  treachery  of  General  Arnold  and  the  capture  of 
Major  John  Andre  of  the  British  Army.  Regiments 
were  immediately  sent  to  West  Point,  and  there 
Thacher  witnessed  the  execution  of  Andre  in  Octo- 
ber, which  he  described  in  detail.  He  remained  in 
West  Point  during  the  fall  of  1780  and  in  January, 
1781,  he  found  himself  in  winter  quarters  with  his 
brigade  about  two  miles  from  West  Point  itself,  a 
situation  which  he  found  singularly  romantic,  on 
a highly  elevated  spot  surrounded  by  mountains 
and  craggy  rocks  just  above  the  banks  of  the  Hud- 
son, a position  which  afforded  a splendid  view  of 
the  country  for  many  miles  in  all  directions.  There 
was  no  longer  any  reason  to  complain  of  his  ac- 
commodations, for  the  huts  were  warm  and  com- 
fortable. Wood  was  in  abundance  at  the  door,  and 
there  was  a tolerable  supply  of  provisions.  His 
only  real  complaint  at  that  time  was  the  little  value 
to  the  paper  money  which  the  troops  received  for 
their  services. 


After  the  turn  of  the  year  Thacher  remained  in 
Highlands  and  took  part  in  a good  many  local 
skirmishes  and  had  a few  wounded  to  care  for.  At 
one  time  he  went  down  the  Hudson  to  Crompond, 
an  advanced  base  twenty  miles  below  West  Point, 
and  there  took  charge  of  a number  of  wounded. 
This  advanced  position  was  almost  within  the  Brit- 
ish lines,  and  he  tells  stories  of  the  raiding  that 
went  on  by  irresponsible  people  taking  advantage 
of  the  disturbed  sector  between  the  British  and  the 
Continental  forces.  The  marauders  took  the  name 
of  “cowboys”  and  “skinners”  and  apparently  car- 
ried out  the  mos't  atrocious  deeds  in  an  effort  to 
terrorize  the  people.  Some  of  the  soldiers,  as  the 
result  of  these  skirmishes,  were  so  severely  wounded 
that  his  friend  Eustis  was  also  called  in  to  aid 
him.  A side-light  on  the  practice  of  medicine  in 
1781  is  given  in  the  history  of  a soldier  who  had 
received  a dangerous  wound  through  the  shoulder 
and  lungs,  so  that  air  escaped  from  the  wound  at 
every  breath.  He  and  Eustis  dilated  the  wound  and 
then  Eustis  decided  that,  as  the  patient  had  not 
sustained  a copious  loss  of  blood,  repeated  blood- 
letting was  necessary.  In  spite  of  this  drastic  treat- 
ment the  patient  recovered.  Eustis  was  a finn  be- 
liever in  blood-letting,  and  even  when  he  became 
sick  himself  with  a minor  illness  he  requested 
Thacher  to  bleed  him  as  the  principal  means  of 
treatment. 

By  April  Thacher  had  returned  to  Highlands, 
where  he  again  inoculated  all  the  troops  against 
small  pox.  He  reports  that  he  had  only  four  deaths 
cut  of  five  hundred  men  inoculated.  Later  in  the 
month  Thacher  went  by  horseback  to  New  Windsor 
to  pay  his  respects  to  John  Cochran,  the  new  di- 
rector general  of  hospitals,  who  had  succeeded 
Shippen. 

In  June  the  troops  began  a march,  crossing  the 
Hudson  and  establishing  themselves  at  Tarrytown. 
There  Rochambeau  met  them,  and  the  troops  were 
reviewed  in  his  presence  by  Washington.  Thacher, 
with  his  usual  facilities  of  making  friends,  soon 
became  acquainted  with  the  French  officers,  and 
they  invited  him  to  an  elaborate  dinner,  which  he 
describes  in  detail.  On  the  seventeenth  of  July  a 
new  corps  of  light  infantry,  selected  from  several 
New  England  regiments,  was  formed  under  the 
command  of  Colonel  Alexander  Scammell.  This 
was  a picked  group  of  men  and  officers  who  were  to 
serve  in  advance  of  the  main  army  and  be  con- 
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stantly  prepared  for  active  and  hazardous  service. 
]Much  to  Thacher’s  pleasure  he  was  asked  to  be- 
come the  surgeon  to  Scammell’s  corps,  thus  indicat- 
ing the  high  respect  that  the  officers  of  the  line  had 
for  this  young  doctor.  He  accepted  at  once  and  with 
Scammell’s  light  infantry,  in  the  autumn  of  1781, 
he  marched  to  Trenton  and  then  to  Philadelphia  on 
the  way  to  Yorktown.  The  main  body  of  the  army 
left  Annapolis  by  boat,  sailed  down  Chesapeake 
Bay  into  Hampton  Roads  and  landed  on  Septem- 
ber 22,  about  twelve  miles  from  Yorktown.  A\’ithin 
a week  they  had  moved  up  to  within  a mile  of  the 
town.  On  the  way  he  passed  through  Williamsburg 
and  saw  the  public  buildings  and  the  college.  Al- 
though the  buildings  were  splendid  the  water,  from 
the  doctor's  viewpoint,  was  “e.xtremely  brackish  and 
disagreeable.”  Then  Colonel  Scammell  was  sur- 
prised and  captured,  but  his  corps  continued  in  ac- 
tion. ^'iolent  battles,  under  the  general  command 
of  ^^'ashington,  with  Steuben,  La  Fayette  and 
Rochambeau  as  aides,  were  fought  in  October  in 
the  field.  Thacher,  too,  had  to  fight  against  weak- 
ness and  fever,  which  had  attacked  many  of  the 
troops  from  New  England.  He  then  witnessed  the 
surrender  of  Lord  Cornwallis  and  gave  a detailed 
account  of  the  celebrated  event.  Being  a mounted 
officer  he  was  able  to  move  around  and  see  almost 
everything  that  was  happening,  and  he  took  ad- 
vantage of  this  in  describing  what  actually  took 
place  on  the  field. 

The  troops  then  returned  to  West  Point,  where 
they  encamped  again  at  Highlands  and  spent  the 
winter.  Thacher  seems  to  have  kept  himself  in  ex- 
cellent health,  for  he  could  only  report  in  Decem- 
ber, 1781,  that  he  had  a mild  attack  of  inflamma- 
tory rheumatism  but  otherwise  had  no  illness  dur- 
ing the  seven  years  of  military  service.  In  the  Spring 
of  1782  he  was  busy  again  with  smallpox  inocula- 
tions, and  by  -April  5 he  had  completed  this 
aspect  of  his  work.  He  then  took  a furlough,  with 
his  friend  Eust’s,  back  to  his  home  in  Barnstable. 
In  the  latter  part  of  May  he  returned  to  the  camp 
on  the  Hudson  and  there,  except  for  a few  trips 
around  the  country  and  one  expedition  to  Phila- 
delphia, he  remained  until  he  was  mustered  out  of 
the  service  on  January  1,  1783,  and  his  diary  ends 
at  this  point,  with  the  following  words: 

“This  day  I close  my  military  career,  and  quit 
forever  the  toils  and  vicissitudes  incident  to  the 
storms  of  war.  To  my  militar}'  companions  I bid 


a final  adieu,  and  hope  to  enjoy  in  future  the  bless- 
ings which  attend  a virtuous  course  of  domestic  life. 
I retire  with  honorable  testimonials,  from  very  re- 
spectable authority,  of  my  punctuality  and  faith- 
ful performance  of  duty  in  the  various  situations 
which  I have  been  called  to  occupy,  and  with  a 
heart  fraught  with  grateful  recollections  of  the 
kindness  and  affectionate  intercourse  which  I have 
experienced  from  my  superiors,  and  from  my  nu- 
merous companions  and  associates.  While  I con- 
gratulate my  country  on  the  momentous  event  by 
which  we  are  about  to  be  elevated  to  the  rank  of  an 
Independent  Nation,  most  cordially  do  I proffer 
my  sympathy  for  the  many  lives  of  inestimable 
value  which  have  been  sacrificed  during  this  ever 
memorable  contest.” 

The  Post-\\'ar  Period 

Home  from  the  War  in  the  summer  of  1783, 
Thacher,  then  twenty-nine  years  of  age,  began  to 
think  of  settling  down  to  his  practice,  interrupted 
since  the  summer  of  1775  when  the  young  patriot 
of  twenty-one  hurried  to  Cambridge  to  join  Wash- 
ington’s army  lest  the  War  end  before  he  could 
become  a surgeon’s  mate.  Eight  years  and  more 
was  to  pass  before  he  could  establish  himself  as  a 
practitioner.  The  winter  of  1783-1784  seems  to 
have  been  a period  of  “terminal  leave,”  filled  in, 
no  doubt,  by  a pleasant  interlude  of  courting  Susan- 
nah Hayward  of  Bridgewater,  a town  twenty-five 
miles  to  the  northwest  of  Plymouth,  wLom  he  was 
to  marry  in  1785.  One  hopes,  too,  that  he  paid 
his  respects  to  -Abner  Hersey,  his  eccentric  teacher, 
still  in  practice  in  Barnstable.  Hersey  was  to  die 
a few  years  later  at  the  age  of  sixty-five,  an  old 
man  for  his  day,  long  worn  out  by  his  hard  rounds, 
no  doubt  made  none  easier  when  his  young,  effi- 
cient apprentice  left  him  after  five  years  of  training 
in  the  fateful  July  of  1775. 

-At  all  events,  it  was  not  until  March,  1784,  that 
Tliacher,  well  qualified  for  his  time  by  his  good 
training  and  extensive  war  experience,  left  Barn- 
stable and  began  his  long  period  of  practice  in 
Plymouth.  He  was  to  remain  for  sixty  years  in  the 
town  he  loved  so  well,  forty  of  them  as  the  leading 
physician  of  the  county  and  the  last  twenty,  when 
health  partially  failed,  as  a biographer,  an  anti- 
quarian, farmer,  horticulturist,  and  historian.  From 
1810  to  1835,  nine  books  were  written  by  Thacher, 
published  in  sixteen  editions  before  his  death  in 
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1844,  at  the  age  of  ninety.  One  book,  the  M Hilary 
Journal,  was  reprinted,  with  change  of  title,  at 
least  seven  times  after  his  death.  This  was  a prodi- 
gious output  for  a country  doctor  with  a large  prac- 
tice. Much  was  made  possible  by  his  semi-retire- 
ment at  the  age  of  seventy  on  account  of  deafness  in 
1824,  but  his  most  important  book,  the  Military 
Journal,  was  off  the  press  in  1823,  when  Thacher 
was  also  not  far  from  his  period  of  greatest  use- 
fulness as  a physician  and  surgeon. 

Securely  settled  in  1784,  Thacher  married  in 
.\pril  of  the  next  year.  Of  his  six  children,  only 
two  survived  him  at  his  death.  As  his  practice 
grew,  young  men  came  to  him  to  learn  the  art  of 
medicine.'*  They  lived  in  his  house  as  apprentices, 
but  he  was  more  than  a master  for  he  taught  them 
medicine  in  a manner  as  good  as  and  perhaps  even 
suf)€rior  to  the  regular  instruction  then  available 
in  qualified  medical  schools.  Few  local  boys  could 
afford  to  leave  home  for  courses  offered  under  John 
Warren  and  Benjamin  Waterhouse  in  1782  at  the 
University  at  Cambridge,  and  even  fewer  could 
journey  to  Philadelphia  to  hear  William  Shippen 
and  John  Morgan,  who  had  begun  to  teach  in  1764. 
Thacher  built  his  ovTi  “school”  into  his  private 
practice,  obtained  his  dissecting  material  from  a 
neighboring  church-yard,  and  assembled  his  own 
librar}^  of  English  authors,  then  the  only  texts 
available.  He  soon  visualized  the  importance  of 
books  by  American  physicians  and  he  was  among 
the  first  in  America  to  write  books  for  the  use  of 
his  students.  In  this  endeavor  he  was  most  suc- 
cessful. 

The  Medic.al  Writings  of  James  Thacher 

The  first  years,  from  1784  to  1804,  were  devoted 
almost  entirely  to  building  up  a practice,  for 
Thacher  did  not  join  the  Massachusetts  Medical 
Society  until  1803,  presumably  too  busy  to  take  the 
long  journey  to  Boston  for  the  annual  meeting.  But 
he  soon  profited  greatly  by  his  membership,  for 
the  Society  issued  its  Pharmacopoeia  in  1808,  a 
book  that  completely  changed  the  language  of  ma- 
teria medica  in  this  country.  Thacher  was  quick 
to  grasp  the  importance  of  the  scholarly  and  safe 
contribution  of  John  C.  Warren  and  James  Jack- 
son,  and  he  hastened  to  incorporate  the  essence  of 
the  Massachusetts  Medical  Society  Pharmacopoeia 
into  his  first  publication,  The  American  New  Dis- 
pensatory (1810).  The  book,  a standard  work 


written  in  familiar  language  in  concentrated  form, 
was  immediately  successful,  and  three  additional 
editions  were  printed  in  the  following  eleven  years. 
The  current  literature  was  fully  scanned,  augmented 
by  the  extensive  correspondence  Thacher  must  have 
carried  on  with  physicians  in  other  parts  of  the 
country. 

Thacher  soon  discovered  that  there  was  no  sys- 
tematic treatise  on  practical  medicine  available  to 
his  American  students  other  than  the  standard  Eng- 
lish textbooks  of  his  times.  For  years  he  collected 
data,  particularly  on  diseases  most  frequently  en- 
countered by  him  in  practice.  His  American  Mod- 
ern Practice,  first  issued  in  1817,  placed  before  the 
students  and  practitioners  of  the  country  a compre- 
hensive, practical  book.  His  chapters  on  the  “Du- 
ties of  a Physician”  is  one  of  outstanding  value  in 
arrangement  and  full  of  sound  advice.  “To  excel 
in  the  profession  of  medicine,”  wrote  Thacher,  “and 
to  practice  with  success  and  reputation,  requires 
indefatiguability,  industry,  and  a vast  variety  of 
liberal  accomplishments,  as  well  as  an  understand- 
ing improved  by  knowledge  and  experience.”  Sure- 
ly no  one  better  exemplified  than  Thacher  “in- 
defatiguable  industry,”  “liberal  accomplishments,” 
and  “understanding  improved  by  knowledge  and 
experience.” 

A second  edition,  in  1826,  expanded  and  finely 
printed,  brought  the  subject  up  to  date  and  the  book 
was  established  as  the  outstanding  contribution  in 
its  field.  Not  the  least  important  was  the  introduc- 
tory “Historical  Sketch  of  Medical  Sciences,  and 
the  Sources  and  Means  of  Medical  Instruction  in 
the  United  States,”  assembling  all  the  material  re- 
lated to  medical  instruction  in  America  up  to  the 
time  of  publication  of  each  of  the  two  editions. 
This  chapter  was  not  only  useful  at  the  time  but  it 
preserved  for  medical  historians  in  future  times  a 
wealth  of  factual  data  and  a complete  review  of 
medical  education  as  practiced  in  the  early  years 
of  the  nineteenth  centur}^  in  this  country. 

In  chronological  order,  between  The  American 
New  Dispensatory  (1810)  and  American  Modern 
Practice  (1817)  came  the  slightest  of  Thacher’s 
works.  Observations  on  Hydrophobia,  issued  in 
Plymouth  in  1812.  Two  patients  dying  of  this 
disease  were  seen  by  Thacher  in  1810  and  they 
form  the  starting  point  for  the  book.  Their  symp- 
toms are  well  described.  The  book  reflects,  more- 
over, his  wide  reading,  for  its  condenses  most  of 
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the  pertinent  literature  of  his  day  in  a series  of  let- 
ters to  a friend,  leaving,  as  he  writes,  “no  accessible 
sources  uninvestigated.”  From  the  extensive  quo- 
tations one  must  conclude  that  few  members  of  the 
Massachusetts  Medical  Society  used  the  library  of 
that  organization,  established  in  1782,  more  than 
this  countr\^  practitioner  in  Plymouth,  although  he 
no  doubt  had  many  books  in  his  personal  library 
for  the  use  of  his  students.  Thacher's  Observations 
on  Hydrophobia  serves  to  illustrate  his  method  of 
writing.  First  comes  an  example  of  the  disease  in 
his  practice,  then  he  scans  and  abstracts  all  the  lit- 
erature he  can  find,  and  finally  he  puts  this  material 
in  orderly  arrangement  and  writes  a practical  book 
on  the  subject.  In  the  case  of  hydrophobia  he  also 
suggested  more  stringent  laws  to  restrain  animals 
already  affected. 

Horticulture 

Coming  from  farming  stock,  Thacher  never  lost 
his  interest  in  agricultural  pursuits.  To  improve 
the  country  and  encourage  the  farmer  he  wrote  a 
short  treatise  on  apple  and  other  fruit  trees,  The 
American  Orchardist,  published  in  1822.  .\s  on 
other  subjects  he  read  the  literature  thoroughly, 
adopting  whatever  he  found  in  European  publica- 
tions for  American  needs.  He  devoted  many  of  his 
leisure  hours  to  horticulture,  and  much  of  the  book 
reflects  his  own  experiences,  a form  of  recreation 
that  to  Thacher  was  a necessity,  “Nothing  can  be 
more  irksome  to  a reflecting  mind,”  he  wrote  in 
the  dedication  to  the  officers  of  the  Massachusetts 
Agricultural  Society,  “than  a state  of  inactivity 
and  idleness.”  Although  The  American  Orchardist. 
is  largely  a compilation  of  the  opinions  of  others, 
the  material  is  well  arranged  and  the  lx>ok  is  a 
practical  guide  for  the  culture  and  management  of 
fruit  trees. 

Another  publication  deals  in  a similar  manner 
with  the  care  of  bees.  In  this  book,  A Practical 
Treatise  on  the  Management  of  Bees,  (1829), 
Thacher  gives  many  examples  of  his  own  observa- 
tions, as  well  as  those  of  his  neighbors. 

Bibliography  and  History 

Thacher’s  name  is  best  known  to  medical  his- 
torians through  his  American  Medical  Biography, 
a book  published  in  two  volumes  in  1828.  Of  par- 
ticular value  is  the  preface  on  the  “History  of 
Aledicine  in  .America,”  eighty-five  pages  of  closely 
woven  facts  and  the  basis  for  all  subsequent  writ- 


ings on  the  subject.  The  biographies  are  a tribute 
to  Thacher’s  erudition,  a worthy  product  of  his 
v\*ell-discipjined  mind  and  productive  antiquar- 
ianism. 

Towards  the  end  of  his  life  Thacher  wrote  a brief 
history  of  the  Salem  witchcraft  episode.  An  Essay 
on  Demonology,  Ghosts,  and  Apparitions  (1831) 
and  a History  of  the  Town  of  Plymouth  (1832). 
The  latter  passed  into  a second  edition  in  1835. 
Both  are  written  in  Thacher’s  best  style,  careful 
compilations  of  considerable  value.  To  the  history 
of  Phanouth  he  added  an  important  chapter  on 
“The  .Aborigines  or  Indian  Natives  of  New  Eng- 
land.” 

Summary 

I have  dealt  largely  with  Thacher’s  Military  His- 
tory for  it  is  his  least  known  and,  to  me,  his  most 
important  writing.  The  diary  reflects  his  own  ob- 
servations and  serves  to  illuminate  the  man  as  w’ell 
as  the  times  in  which  he  lived.  His  experiences 
were  not  extraordinary,  but  what  he  saw  he  re- 
corded and  often  commented  upon.  He,  untrained 
and  with  a limited  education,  was  a good  reporter 
and  his  diary  can  be  read  with  pleasure  and  profit 
as  well  in  1949  as  it  was  in  early  years  of  the  n’ne- 
teenth  century  and  throughout  the  years  just  prior 
to  the  War  Between  the  States.  Indeed,  the  book 
was  so  popular  from  1854  to  1862  that  seven  edi- 
tions were  called  for.  Some  printings  were  so  read 
and  used  up  that  only  single  copies  are  now  found 
to  signify  its  wide  popularity. 

After  the  Revolution  Thacher  became  a physician 
of  more  than  ordinary  distinction,  a pioneer  in 
medical  education,  a writer  of  note,  a practitioner 
of  sterling  quality,  and  a molder  of  medical  thought 
whose  influence  has  grown  with  the  years,  as  befits 
a medical  worthy  whose  name  should  not  be  for- 
gotten.-^ 

The  Principal  Writings  of  James  Thacher 

(1)  The  American  new  dispensatory.  Containing 
general  principles  of  pharmaceutic  chemistry.  Pharma- 
ceutic operations.  Chemical  analysis  of  the  articles  of 
materia  medica.  Materia  medica,  including  several  new 
and  valuable  articles,  the  production  of  the  United  States. 
Preparations  and  compositions.  With  an  appendix,  con- 
taining medical  prescriptions.  The  nature  and  medical 
uses  of  the  gases.  Medical  electricity.  Galvanism.  An 
abridgement  of  Dr.  Currie’s  reports  on  the  use  of  water. 
The  cultivation  of  the  poppy  plant,  and  the  method  of 
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preparing  opium.  And  several  useful  tables.  The  whole 
compiled  from  the  most  approved  authors,  both  European 
and  American.  4°.  pp.  529. 

Boston;  Printed  and  Published  by  T.  B.  Wait  and  Co., 
1810. 

Notes:  Dedicated  To  John  IVarren,  M.D.,  Plymouth, 
January  1,  1810.  The  Preface  is  dated,  Plymouth, 
January  1,  1810.  The  Report  of  a Committee  of  the 
Massachusetts  Medical  Society,  consisting  of  John  War- 
ren, Aaron  Dexter  and  Josiah  Bartlett,  is  published  as  a 
Recommendation,  dated  Boston,  October  14,  1809. 

Thacher  adopted  as  a basis  for  his  work  the  “Phar- 
macopoeia of  Massachusetts,”  issued  by  the  Massa- 
chusetts Medical  Society  in  1808. 

The  text  ends  on  p.  389;  Appendix  (pp.  391-457); 
Tables  (pp.  459-493)  ; English  and  Latin  Indexes  (pp. 
495-529). 

Copyright:  May  10,  1810  (Mass.),  by  Thomas  B. 
Wait  and  Company. 

Copies:  MBM,  etc. 

(la)  2 ed.  4°.  pp.  xxvii,  [25J-732. 

Boston:  Published  by  Thomas  B.  Wait  and  Co.,  and 

C.  Williams.  T.  B.  Wait  and  Co.,  Printers,  [1813]. 
Notes:  There  is  a slight  change  in  the  title  page. 
The  Preface  to  the  Second  Edition  is  dated  Plymouth, 
January  1,  1813.  The  text  is  considerably  modified  and 
the  book  is  re-set.  The  text  ends  on  p.  564;  Appendix 
(pp.  565-651);  Tables  and  Glossary  (pp.  652-694); 
English  and  Latin  Indexes  (pp.  695-732). 

Copyright:  April  30,  1813  (Mass.)  by  Thomas  B. 
Wait  and  Co. 

Copies:  MBM,  etc. 

(lb)  3 ed.  4°.  pp.  724. 

Boston:  Printed  and  Published  by  Thomas  B.  Wait 
and  Sons,  1817. 

Notes:  The  Preface  to  the  Third  Edition  is  dated, 
Plymouth,  November  1,  1817.  There  are  changes  in  the 
text  and  the  book  is  re-set. 

The  text  ends  on  p.  576;  Appendix  (pp.  577-659); 
Tables  (pp.  660-690)  ; English  and  Latin  Index  (pp. 
691-724). 

Copyright:  October  30,  1817  (Mass.),  by  Thomas  B. 
Wait  and  Sons. 

Copies:  MBM,  etc. 

(lc)  4 ed.  4°.  pp.  736. 

Boston:  Published  by  Thomas  B.  Wait.  Joseph  W. 

Ingraham,  Printer,  1821. 

Notes:  The  Preface  to  the  Fourth  Edition  is  dated, 
Plymouth,  Mass.,  June  1,  1821.  The  author  notes  that 
parts  of  the  book  were  printed,  without  acknowledg- 
ment, in  another  work.  The  text  is  changed  and  the 
book  re-set.  Recommendations  from  David  Hosack, 
Lyman  Spalding,  Wright  Post,  Valentine  Mott  and 
others  appear  in  the  preliminary  leaves. 

The  text  ends  on  p.  605;  Appendix  (pp.  606-688); 


Tables  (pp.  689-718)  ; English  and  Latin  Indexes  (pp. 
719-736). 

Copyright:  October  9,  1821  (Mass.),  by  Thomas  B. 
Wait. 

Copies:  MBM,  etc. 

(2)  Observations  on  hydrophobia,  produced  by  the 
bite  of  a mad  dog,  or  other  rabid  animal.  With  an  ex- 
amination of  the  various  theories  and  methods  of  cure, 
existing  at  the  present  day;  and  an  inquiry  into  the  merit 
of  specific  remedies.  Also,  a method  of  treatment  best 
adapted  to  the  brute  creation.  In  a series  of  letters  ad- 
dressed to  a friend.  4°.  pp.  (xii),  (13)-(302).  1.  pi. 

Plymouth  (Mass.):  Published  by  Joseph  Avery,  1812. 

Notes:  J.  Belcher,  Printer,  Boston.  The  Advertise- 
ment is  dated,  Plymouth,  January  1,  1812.  The  plate, 
showing  a species  of  skull-cap,  hand  colored,  follows 
p.  214.  It  is  well  produced  on  heavy  paper.  Some 
copies  are  bound  in  blue  boards,  uncut.  The  name  of 
the  friend  to  whom  the  letters  are  addressed  is  not 
disclosed.  Errata  (p.  xii)  ; Postscript  (p.  302). 

Copyright:  March  25,  1812  (Mass.),  by  Joseph  Avery. 

Copies:  MBM,  etc. 

(3)  American  modern  practice;  or,  a simple  method  of 
prevention  and  cure  of  diseases,  according  to  the  latest 
improvements  and  discoveries,  comprising  a practical  sys- 
tem adapted  to  the  use  of  medical  practitioners  of  the 
United  States.  To  which  is  added  an  appendix,  contain- 
ing an  account  of  many  domestic  remedies  recently  intro- 
duced into  practice,  and  some  approved  formulae  ap- 
plicable to  the  diseases  of  our  climate.  4°.  pp.  (2),  iv, 
(3) -744. 

Boston:  Published  by  Ezra  Read.  C.  Norris  and  Co., 
Printers,  1817. 

Notes:  The  Preface  is  dated,  Plymouth,  Mass., 

January  1st,  1817.  Introducing  the  text  is  an  Historical 
Sketch  of  Medical  Science,  and  the  Sources  and  Means 
of  Medical  Instruction  in  the  United  States,  (pp.  3-66). 

The  text  begins  on  p.  67  and  ends  on  p.  666;  Appendix 
(pp.  667-731);  Errata  (p.  732);  Index  (pp.  733-744). 

Copyright:  December  30,  1816  (Mass.),  by  Ezra  Read. 

Copies:  MBM,  etc. 

(3a)  A new  ed.,  improved.  4°. 

pp.  viii,  976. 

Boston;  Published  by  Cottons  & Barnard.  John  Cotton, 
Printer,  1826. 

Notes:  The  book  is  dedicated  to  David  Hosack, 
M.D.,  Plymouth,  May  10,  1826.  The  text  is  revised 
and  re-set.  Some  copies  are  bound  in  boards,  uncut, 
with  paper  or  leather  label  on  the  back-strip. 

The  Historical  Sketch  is  brought  up  to  date  to  in- 
clude the  first  few  months  of  1826  and  late  changes 
are  added  on  p.  785. 

The  text  ends  on  p.  748;  Appendix  (pp.  749-785); 
Errata  (p.  786)  ; Index  (pp.  787-796). 
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Copyright:  September  16,  1826  (Mass.),  by  Cottons 
and  Barnard. 

Copies:  MBM,  etc. 

(+)  The  American  orchardist;  or  a practical  treatise 
on  the  culture  and  management  of  apple  and  other  fruit 
trees,  with  observations  on  the  diseases  to  which  they 
are  liable,  and  their  remedies.  To  which  is  added  the 
most  approved  method  of  manufacturing  and  preserving 
cider.  Compiled  from  the  latest  and  most  approved  au- 
thorities, and  adapted  to  the  use  of  American  farmers. 
4°.  pp.  [viii],  [9]-226. 

Boston:  Printed  and  Published  by  Joseph  \V.  Ingra- 
ham, 1822. 

Notes:  The  book  is  dedicated  To  the  President  and 
other  officers  of  the  Massachusetts  Agricultural  So- 
ciety, Plymouth,  July,  1821.  Recommendation  by  Aaron 
Dexter,  M.D.,  and  others.  Errata  (p.  viii).  Index 
(pp.  219-226).  Boards;  paper  label. 

Copyright:  January  3,  1822  (Mass.),  by  Joseph  \V. 
Ingraham. 

Copies:  MBM,  etc. 

(4a)  The  American  orchardist;  or,  A practical  treatise 
on  the  culture  and  management  of  apple  and  other  fruit 
trees,  with  observations  on  the  diseases  to  which  they  are 
liable,  and  their  remedies.  To  which  is  added  the  most 
approv'ed  method  of  manufacturing  and  preserving  cider, 
and  also  wines  from  apple  juice  and  currants.  Adapted 
to  the  use  of  Atiicrican  farmers,  and  all  lovers  and  cul- 
tivators of  fine  fruit.  2 ed.,  improved  much.  4°.  p.  236. 
Plymouth,  Mass.:  Published  by  Ezra  Collier,  1825. 

Notes:  The  title  is  slightly  changed  in  the  second 
edition  and  the  book  is  revised,  re-set  and  printed  by 
Allen  Danforth  in  Plymouth.  There  is  a new  Preface, 
dated,  Plymouth,  October,  1825.  Index  (pp.  229-236). 

Copyright:  October  24,  1825  (Mass.),  by  Ezra  Collier. 

Copies:  MBM,  etc. 

(5)  A military  journal  during  the  American  Revolu- 
tionary War,  from  1775  to  1783,  describing  interesting 
events  and  transactions  of  this  period,  with  numerous  his- 
torical facts  and  anecdotes,  from  the  original  manuscript. 
To  which  is  added  an  appendix,  containing  biographical 
sketches  of  several  general  officers.  4°.  pp.  viii,  [9J-603. 

Boston:  Published  by  Richardson  and  Lord.  J.  H.  A. 
Frost,  printer,  1823. 

Notes:  The  Dedication  is  to  John  Brooks,  Governor 
of  Massachusetts,  dated,  Plymouth,  January  1st,  1823. 
The  Military  Journal  (pp.  9-390)  covers  the  period 
January,  1775  through  December,  1782.  Consideration 
of  the  events  of  1783  is  given  in  the  Revolutionary 
Annals  (pp.  391-434).  The  Appendix  contains  notes 
(pp.  435-484)  and  Biographical  Sketches  (pp.  485-593). 
Contents  (pp.  595-603).  No  index. 

Copyright:  May  17,  1823  (Mass.),  by  Richardson  and 
Lord. 

Copies:  MBM,  etc. 

(5a)  2 ed.,  revised  and  corrected. 

4°.  pp.  viii,  11-487,  1 (advt.). 


Boston:  Published  by  Cottons  & Barnard.  John  Cotton, 
printer,  1827. 

Notes:  The  text  is  revised  and  re-set.  The  pre- 
liminary leaves  contain  a letter  from  John  Adams,  dated 
Quincy,  11th  September,  1824,  in  praise  of  the  book. 
Military  Journal  (pp.  11-316)  ; Revolutionary  Annals 
(pp.  317-345);  Appendix  (pp.  347-477);  Contents  (pp. 
479-487)  ; No  index.  The  advertisement  of  Cottons 
and  Barnard  is  on  the  last  leaf.  Some  copies  are  in 
boards,  uncut,  with  paper  label  on  the  back-strip.  Some 
copies  have  attached  label  on  title-page — London:  R.  J. 
Kennett,  59  Great  Queen  Street. 

The  best  edition,  corrected  by  the  author  and  issued 
under  his  direction. 

Copyright:  March  10,  1827  (Mass.),  by  Cottons  and 
Barnard. 

Copies:  MB,  etc. 

(5b)  Military  Journal,  during  the  American  Revolu- 
tionary War,  from  1775  to  1783;  describing  the  events 
and  transactions  of  this  period,  with  numerous  historical 
facts  and  anecdotes.  To  which  is  added,  an  appendix, 
containing  biographical  sketches  of  several  general  offi- 
cers. 8°.  pp.  494,  [5]  (advt.)  pis.,  ports. 

Hartford:  Silas  Andrus  & Son.  1854. 

Notes:  A cheap  reprint  of  the  1823  edition,  with 
poor  plates  and  portraits.  Foundry  of  Silas  Andrus  & 
Son,  Hartford.  W.  C.  Armstrong,  Typographer.  Steam 
press  of  W.  S.  Williams.  The  note  on  the  foundry 
and  steam  press  is  inverted  on  the  back  of  the  titlepage. 
Single  line  around  titlepage  and  text.  Military  Journal 
(pp.  7-^26)  ; Revolutionary  Annals  (pp.  327-356)  ; Ap- 
pendix (pp.  357-486)  ; Contents  (pp.  487-494).  No  index. 

Bound  in  law  leather.  The  backstrip  is  lettered: 
American  Revolution.  Thacher. 

Copyright:  None. 

Copies:  MBM,  etc. 

(5c)  Military  journal  of  the  American  Revolution, 
from  the  commencement  to  the  disbanding  of  the  American 
Army;  comprising  a detailed  account  of  the  principal 
events  and  battles  of  the  Revolution,  with  their  exact 
dates,  and  a biographical  sketch  of  the  most  prominent 
generals.  To  which  is  added  the  life  of  Washington,  his 
Farewell  Address,  the  Declaration  of  Independence  and 
the  Constitution  of  the  United  States.  8°.  pp.  xiv,  [7]- 
618.  8 colored  pis.,  24  ports.,  frontispiece  and  4 engraved 
pis. 

Hartford,  Conn.:  Published  by  subscription  only  by 
Hurlbut,  Williams  & Company,  American  Subscription 
Publishing  House,  1862. 

Notes:  An  expanded  edition,  re-set  and  printed  by 
Williams,  Wiley  and  Turner.  R.  H.  Hobbs,  stereo- 
typer.  The  text  of  the  1823  edition  is  used.  The 
plates  are  superior  to  those  in  the  1854  edition.  Preface 
(pp.  v^-vi)  ; Contents  (pp.  vii-xiv)  ; Military  Journal 
(pp.  7-326);  Revolutionary  Annals  (pp.  327-356);  Ap- 
pendix (pp.  357-486)  ; Washington  (pp.  487-515)  ; Fare- 
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li'cll  Address  (pp.  516-526)  ; Declaration  (pp.  527-609)  ; 
Constitution  (pp.  610-618).  No  index. 

Bound  in  purple  cloth,  with  elaborate  gold  stamp. 
The  backstrip  is  lettered:  Thacker’s  American  Revo- 
lution, without  dates. 

Copyright:  1861  (Conn.),  by  Hurlbut,  Williams  & Co. 
Copies:  MBM,  etc. 

(5d)  The  American  revolution,  from  the  commence- 
ment to  the  disbanding  of  the  American  army;  given  in 
the  form  of  a daily  journal,  with  the  exact  dates  of  all 
the  important  events;  also,  a biographical  sketch  of  all 
the  most  prominent  generals.  Published  by  subscription 
only.  8°.  pp.  xiv,  7-486.  7 colored  pis.,  24  ports. 

Cincinnati:  Published  by  Mack  R.  Barnitz,  No.  40, 
West  Fourth  Street,  [1856]. 

Notes:  A reprinting  of  the  text  of  the  1823  edition. 
The  text-plates  of  the  Hartford,  1854,  edition  are 
used,  with  added  signature  numbers  and  with  a double 
line  around  text  and  titlepage.  The  Foundry  and  Press 
are  not  indicated.  The  Dedication  and  Introduction  of 
the  1823  edition  are  omitted  and  a new  Preface  sub- 
stituted. The  Contents  is  retained  and  precedes  the  text. 
The  portraits  and  hand-colored  plates  differ  from  the 
preceding  editions. 

Bound  in  green  cloth,  with  elaborate  gold  stamp. 
The  backstrip  is  lettered:  Thacker’s  American  Revolu- 
tion from  1775  to  1783. 

Copyright:  1856  (Ohio),  by  Mack  R.  Barnitz. 
Copies:  DLC  (only  copy  found). 

(5e)  8°.  pp.  xiv,  7-486.  7 col- 

ored pis.,  24  ports. 

Cincinnati:  Published  by  Mack  R.  Barnitz,  No.  40,  West 
Fourth  Street,  [1857]. 

Notes:  A re-issue  of  the  [1856]  edition,  with  same 
titlepage,  but  with  change  in  copyright.® 

Copyright:  1857  (Conn.),  by  L.  Sttbbins. 

Copies:  NN  (only  copy  found). 

(5f) 8°.  pp.  xiv,  7-486.  7 colored 

pis.,  24  ports. 

Cincinnati,  Ohio:  Published  by  Mack  R.  Barnitz,  38  and 
40  West  Fourth  Street,  1859. 

Notes:  A re-issue  of  the  [1856]  edition,  with  dated 
titlepage.  Steam  press  Williams  and  Wiley. 
Copyright:  1856  (Ohio),  by  Mack  R.  Barnitz. 

Copies:  M,  MBM,  MiU,  Viets. 

(5g) 8°.  p.  486.  7 colored  pis., 

24  ports.,  frontispiece. 

New  York:  American  Subscription  Publishing  House, 
1860. 

Notes:  A re-issue  of  the  [1856]  edition,  with  dated 
titlepage  and  engraved  frontispiece.  R.  H.  Hobb, 
Stereotyper.  Williams  and  Wiley,  printers. 

Copyright:  1859  (Conn.),  by  Lucius  Stebbins. 
Copies:  ICN,  MH,  NNN,  CtY-M,  RPB. 

(5h)  8°.  pp.  xiv,  7-486.  8 colored 

pis.,  24  ports.,  frontispiece. 


Hartford,  Conn.:  Hurlbut,  Kellogg,  & Co.,  American 
Subscription  Publishing  House,  1861. 

Notes:  A re-issue  of  the  [1856]  edition,  with  dated 
titlepage  and  engraved  frontispiece.  R.  H.  Hobbs, 
stereotyper.  Williams  and  Wiley,  printers.  A new 
colored  plate  is  added  to  the  7 found  in  previous  edi- 
tions. 

Copyright:  1860  (Conn.),  by  Hurlbut,  Kellogg,  & Co. 
Copies:  Ct,  DLC,  ICHi,  MWA,  MWHi,  N,  NNC, 
OC,  OClWHi,  PP. 

(6)  American  medical  biography:  memoirs  of  eminent 

physicians  who  have  flourished  in  America.  To  which 
is  prefixed  a succinct  history  of  medical  science  in  the 
United  States,  from  the  first  settlement  of  the  country. 
2 vols.  in  1.  4°.  pp.  436;  280.  ports. 

Boston:  Richardson  & Lord  and  Cottons  & Barnard, 
1828. 

Notes:  The  book  is  dedicated  to  Edward  Augustus 
Holyoke,  M.D.,  dated  Plymouth,  Mass.,  January  1,  1828. 
The  Preface  carries  the  same  date.  The  History  of 
Medicine  (pp.  9-85)  is  an  expanded  version  of  the 
Historical  Sketch  of  Medical  Science,  first  published  in 
“American  modern  practice,”  1817  and  enlarged  in  the 
second  edition  of  1826.  This  account  contains  further 
revisions.  The  book  is  well  printed  and  the  litho- 
graphed portraits  excellent.  Copies  in  boards,  uncut, 
with  paper  label  on  the  backstrip  are  known. 

Copyright:  February  13,  1828  (Mass.)  by  Richardson 
& Lord  and  Cottons  & Barnaid. 

Copies:  MBM,  etc. 

(7)  A practical  treatise  on  the  management  of  bees; 
and  the  establishment  of  apiaries,  with  the  best  method 
of  destroying  and  preventing  the  depiedations  of  the  bee 
moth.  6°.  pp.  162  [4]. 

Boston:  Marsh  & Capen.  Press  of  Dow  and  Niles,  1829. 

Notes:  The  A dvcrtisement  is  dated,  Plymouth,  No- 
vember 1828.  The  Appendix  (pp.  127-149)  is  taken 
from  an  article  by  Mrs.  Mary  Griffitb,  of  New  Bruns- 
wick, N.  J.;  Postscript  (pp.  150-152)  ; Analytical  Index 
(pp.  153-162)  ; Contents  (p.  163)  ; Errata  (p.  164). 
The  advertisement  of  Marsh  & Capen  is  on  pp.  165- 
166;  Thacher’s  “American  Orchardist”  is  offered  for 
$1.00. 

Copyright:  December  30,  1828  (Mass.),  by  Marsh 
& Capen. 

Copies:  MBM,  etc. 

(8)  An  essay  on  demonology,  ghosts  and  apparitions, 

and  popular  superstitions.  Also,  an  account  of  the  witch- 
craft delusion  at  Salem,  in  1692.  6°.  pp.  vi,  234. 

Boston:  Carter  and  Hendee,  MDCCCXXXI. 

Notes:  Printed  by  Boston  Classic  Press.  1.  R.  Butts. 
The  Advertisement  (pp.  iii-iv)  is  dated,  Plymouth, 
Nov.  1831.  Salem  ivitchcraft  (pp.  113-204);  Medical 
Quackery  (pp.  225-234).  Binding:  red  buckram;  paper 
label. 

Copyright:  1831  (Mass.),  by  Carter  and  Hendee. 
Copies:  MBM,  etc. 
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(9)  History  of  the  town  of  Plymouth;  from  its  first 
settlement  in  1620,  to  the  year  1832.  6°.  p.  382.  pi.,  map. 
Boston:  Marsh,  Capen  & Lyon,  1932. 

Notes:  Waitt  and  Dow’s  Press.  The  Preface  is  dated 
Plymouth,  July  4,  1832.  Frontispiece,  New  Church; 
Index  (pp.  v-xi)  ; Errata  (p.  xii).  The  text  begins  on 
p.  13.  Bound  in  purple  cloth. 

As  noted  in  the  Preface  to  the  second  edition  (1835), 
the  whole  of  this  edition,  consisting  of  1250  copies,  was 
disposed  of  within  a few  months  after  publication. 

Copyright:  1832  (Mass.),  by  Marsh,  Capen,  and 
Lyon. 

Copies:  MH,  etc. 

(9a)  History  of  the  town  of  Plymouth,  from  its  first 
settlement  in  1620,  to  the  present  time:  with  a concise 
history  of  the  aborigines  of  New  England,  and  their  wars 
with  the  English,  &c.  2 ed.,  enlarged  and  corrected. 
6°.  pp.  401.  fold.  map. 

Boston:  Marsh,  Capen  & Lyon,  1835. 

Notes:  The  book  is  revis;d  and  re-set.  The  Preface 
is  dated,  Plymouth,  Sept.  1st,  1835.  The  aborigines  or 
Indian  natives  of  New  England  occurs  on  pp.  353-401. 
The  Contents  (pp.  [v]-15)  serve  as  an  index.  In  this 
edition  the  map  is  redrawn  and  improved.  The 
frontispiece  is  omitted. 

Copyright:  1835  (Mass.),  by  Marsh,  Capen  & Lyon. 
Copies:  MBM,  etc. 


Ct. 

Abbreviations  for  Libraries 

Connecticut  State  Library,  Hartford. 

CtY-M. 

Yale  University,  New  Haven.  Medical  School. 

DLC. 

Library  of  Congress. 

ICN. 

Newberry  Library,  Chicago. 

ICHi. 

Chicago  Historical  Society. 

M. 

Massachusetts  State  Library,  Boston. 

MB. 

Boston  Public  Library. 

MBM. 

Boston  Medical  Library. 

MH. 

Harvard  University,  Cambridge. 

MWA. 

American  Antiquarian  Society,  Worcester. 

MWHi. 

Worcester  Historical  Society. 

MiU. 

University  of  Michigan,  Ann  Arbor. 

N. 

New  York  State  Library,  Albany. 

NN. 

New  York  Public  Library. 

NNC. 

Columbia  University,  New  York. 

NNN. 

New  York  Academy  of  Medicine. 

OC. 

Cincinnati  Public  Library. 

OClWHi. 

Western  Reserve  Historical  Society,  Cleveland. 

PP. 

Free  Library,  Philadelphia. 

RPB. 

Brown  University,  Providence. 

Order  of  Thacher  Publications 


1.  The  American  new  dispensatory. 

Boston, 

1810. 

l.a. 2 ed. 

Boston, 

[1813] 

l.b. 3 ed. 

Boston, 

1817. 

l.c. 4 ed. 

Boston, 

1821. 

2.  Observations  on  hydrophobia. 

Plymouth, 

1812. 

3.  American  modern  practice. 

Boston, 

1817. 

3. a. 2 ed. 

Boston, 

1826. 

4.  The  American  Orchardist. 

Boston, 

1822. 

4.a. new  ed. 

Plymouth, 

1825. 

5.  A military  journal. 

Boston, 

1823. 

5. a. 2 ed. 

Boston, 

1827. 

5.b.  Military  journal. 

Hartford, 

1854. 

5.C. 

Hartford, 

1862. 

5.d.  The  American  revolution. 

Cincinnati, 

[1856]. 

5.e. 

Cincinnati, 

[1857]. 

5.f. 

Cincinnati, 

1859. 

5.g. 

New  York, 

1860. 

5.h. 

Hartford, 

1861. 

6.  .American  medical  biography. 

2 vols.  Boston, 

1828. 

7.  A Practical  Treatise  on  . . 

. bees.  Boston, 

1829. 

8.  An  essay  on  demonology. 

Boston, 

1831. 

9.  History  of  the  town  of  Plymouth.  Boston, 

1832. 

9. a. 2 ed. 

Boston, 

1835. 

References 

1.  The  manuscript  of  the  original  diary  has  not,  so  far 
as  known,  been  preserved.  First  published  in  1823,  forty 
years  after  the  close  of  the  War  in  1783,  the  text  may  have 
been  rewritten  and  considerably  modified  by  the  author 
in  the  intervening  years.  The  diary,  however,  has  the 
freshness  of  an  original  document  in  spite  of  its  late 
publication.  The  second,  and  best  edition,  revised  by 
Thacher,  was  issued  in  1827.  There  were  many  subse- 
quent editions  based  on  the  text  of  the  first,  1823,  printing. 
Thacher  was  a mature  man,  sixty-nine  years  of  age,  when 
the  Journal  was  first  published. 

2.  All  references  refer  to  the  second  edition  of  A 
Military  Surgeon,  Boston,  1827. 

3.  The  spelling  of  Skeensbury  has  been  left  as  Thacher 
wrote  it.  He  later  referred  to  the  place  of  rendezvous  as 
Skeenesborough.  It  is  now  known  as  Whitehall,  a name 
adopted  in  1786. 

4.  Noted  in  a biography  of  Thacher,  in  manuscript,  by 
his  daughter,  Betsy  Hayward  Thacher  (1786-1871),  now 
in  the  Boston  Medical  Library.  She  wrote:  “Being  so 
well  qualified  as  an  instructor  in  medicine  my  Father 
has  educated  more  young  gentlemen  in  the  medical  pro- 
fession than  all  the  other  physicians  in  the  old  colony. 
They  are  scattered  through  the  United  States  and  many 
of  them  are  ornaments  to  the  profession.” 

5.  There  is  no  full-length  biography  of  Thacher.  The 
most  extensive  sketch  of  his  life  will  be  found  in  the 
Dictionary  of  American  Biography  (1936).  Many  letters, 
as  yet  unedited,  are  in  the  Boston  Medical  Library. 

6.  In  the  catalogue  of  the  F.  S.  Hoffman  Sale,  held  on 
March  19,  1877,  in  New  York,  an  edition  of  the  American 
Revolution,  New  York,  1857,  was  offered  as  item  #4701. 
No  such  edition  has  been  located  or  any  other  reference 
to  it,  except  in  Sabin  (95148),  where  the  Hoffman  copy 
is  noted,  without  further  assignment.  This  might  be  the 
“third  edition  of  which  I find  is  to  be  published  by  the 
Harpers  of  New  York,  revised  by  his  grandson,  Mr. 
James  F.  Hodge”  of  New  York.  (S.  W.  Williams  Amer- 
ican Medical  Biography.  Greenfield,  Mass.  1845.  p.  567). 
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THE  VARIABLE  CLINICAL  MANIFESTATIONS  OF  SICKLE  CELL  ANEMIA* 


William  H.  Higgins,  Jr.,  M.D.,** 

and 

Elam  C.  Toone,  Jr.,  M.D.,*** 

Richmond,  Virginia. 


The  frequency  with  which  the  correct  diagnosis 
of  many  diseases  is  made  usually  parallels  the 
physician’s  experience  with  the  particular  condi- 
tion or  his  index  of  suspicion  toward  such  an  ill- 
ness. Sickle  cell  anemia,  because  of  its  protean 
manifestations  and  its  ability  to  simulate  other  dis- 
eases, is  too  often  overlooked  and  not  diagnosed 
due  chiefly  to  the  fact  that  the  physician  has  not 
thought  of  it.  It  is  the  purpose  of  this  paper  to 
stress  some  of  the  unusual  clinical  features  of  sickle 
cell  anemia  and  at  the  same  time  to  emphasize 
its  ability  to  simulate  closely  the  clinical  picture  of 
many  unrelated  diseases. 

The  case  records  of  ninety-two  (92)  patients 
with  sickle  cell  anemia  obsen^ed  in  the  hospitals  of 
the  Medical  College  of  Virginia  have  been  reviewed. 
These  cases  have  been  studied  with  special  regard 
to  their  presenting  complaints,  initial  diagnoses  and 
physical  findings  which  simulated  other  patho- 
logic states. 

Since  few  cases  of  sickle  cell  anemia  present 
themselves  for  treatment  or  observation  while  in 
the  inactive  stage,  it  is  during  the  crisis  of  the  dis- 
ease that  most  patients  are  seen.-  It  is  this  feature 
of  sickle  cell  anemia  that  causes  its  bizarre  and 
confusing  clinical  manifestations. 

During  the  period  of  crisis  most  cases  have  in 
common  a temperature  elevation,  anemia  and  leu- 
cocytosis.  Beyond  this  common  ground,  however, 
the  symptoms  and  findings  vary  as  widely  as  seems 
possible  for  a single  pathologic  state,  and  still  be 
considered  a disease  entity.  They  may  simulate 
diseases  of  all  of  the  body  systems  and  in  the  pa- 
tients reported  here  the  following  group  of  s)Tnp- 
toms  appeared.  Forty-seven  (47)  patients  had 
S}Tnptoms  referable  to  tlie  skeletal  system.  Forty- 
two  (42)  had  symptoms  or  findings  pointing  to 
the  cardiovascular  system,  while  thirty-five  (35) 
cases  simulated  some  disturbance  of  the  gastro- 
intestinal tract.  Jaundice  was  present  in  twenty- 
one  (21)  patients  and  nineteen  (19)  had  genitq- 
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urinary  symptoms.  Eighteen  (18)  patients  were 
thought  to  have  rheumatic  fever  either  in  the  past 
or  at  the  time  of  hospitalization.  Central  nervous 
system  symptoms  occurred  in  eighteen  (18),  sys- 
temic infections  in  fourteen  (14),  and  respiratory 
symptoms  in  twelve  (12).  Eight  (8)  patients  had 
an  abnormal  obstetrical  history. 

With  such  a wide  variety  of  presenting  symp- 
toms and  findings  it  is  natural  that  a great  number 
of  extraneous  diagnoses  be  made  before  the  true 
state  of  affairs  is  recognized.  In  the  ninety-two  (92) 
patients  studied  in  this  group  the  following  diag- 
noses appeared  as  the  original  impression  or  were 
considered  as  reasonable  possibilities  at  some  time 
during  the  period  of  observation.  (Chart  1.) 


Chart  1. 

The  Various  Diagnoses  Made  Initially  on  92  Patients 
Entering  the  Hospital  in  Sickle  Cell  Crises. 


Respiratory  System 
Pneumonia 
Tuberculosis 
Miliary  Tuberculosis 
Whooping  Cough 

Hemopoetic  System 
Leukemia 

Infectious  Mononucleosis 
Hodgkin’s  Disease 
Congenital  Hemolytic 
Anemia 
Banti’s  Disease 
Amyloidosis 

Skeletal  System 
Rheumatic  Fever 
Rheumatoid  Arthritis 
Acute  and  Chronic 
Osteomyelitis 
Syphilitic  Periostitis 
Scurvy 

Abdominal  and 
Acute  Appendicitis 
Perforated  Viscus 
Intestinal  Obstruction 
Pyosalpinx 
Acute  Cholecystitis 
Cholelithiasis 


Cardiovascular  System 
Rheumatic  Heart  Disease 
Rheumatic  Pancarditis 
Congenital  Heart  Disease 
Bacterial  Endocarditis 
Thrombophlebitis 

Central  Nervous  System 
Brain  Tumor 
Meningitis 
Encephalitis 
Poliomyelitis 
Epilepsy 
Hypopituitarism 
Central  Nervous  System 
Syphilis 

Systemic  Infections 
Typhoid  Fever 
Tularemia 
Typhus  Fever 
Influenza 
Syphilis 

Undulant  Fever 

G astro-intestinal  System 
Catarrhal  Jaundice 
Acute  Hepatitis 
Acute  Gastroenteritis 
Intestinal  Parasites 
Bacillary  Dysentery 
Ovarian  Tumor 
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Past  History:  Most  of  the  patients  examined  in 
this  series  gave  a fairly  characteristic  history.  They 
had  been  underweight,  undersized  and  in  poor 
health  from  birth.  Their  illnesses  usually  con- 
sisted of  repeated  episodes  of  muscle  and  joint 
pains,  abdominal  cramps,  bouts  of  fever,  leg  ulcers 
and  often  their  parents  had  noted  jaundice.  The 
muscle  and  joint  pains  associated  with  fever  fre- 
quently led  to  a diagnosis  of  rheumatic  fever  and  it 
was  not  uncommon  to  find  patients  who  had  been 
confined  to  bed  for  months  at  a time  because  of  this 
mistaken  diagnosis.  Miscarriages  occurred  often  in 
the  women  patients  and  in  this  series  eight  of  the 
eleven  who  had  been  pregnant  had  been  unable  to 
complete  their  period  of  gestation.  One  of  these 
patients  had  had  five  abortions. 

Unfortunately,  all  patients  were  not  questioned 
closely  about  precipitating  causes  of  their  crisis. 
Twenty  (20)  did  associate  upper  respiratory  infec- 
tions with  the  onset  of  acute  symptoms,  three  (.3) 
felt  that  exposure  to  cold  damp  weather  brought  on 
an  exacerbation  of  their  illness  and  one  (1)  patient 
definitely  related  her  attacks  to  the  onset  of  her 
menstrual  periods. 

General  Physical  Examination:  All  patients  in 
this  series  were  young  negroes,  underweight,  under- 
sized and  often  appearing  poorly  nourished.  The 
temperature  was  uniformly  elevated  when  seen  in  a 
crisis,  usually  varjdng  from  100-101°  F.,  but  often 
reaching  a height  of  103-104°  F.  The  skin  and 
mucous  membranes  were  pale  and  at  times  the 
sclerae  had  an  icteric  tinge.  Many  patients  pre- 
sented the  peculiar  physical  features  of  longstand- 
ing sickle  cell  disease  with  short  trunks,  long  ex- 
tremities and  long  tapering  fingers. 

Cardiovascular  Manifestations:  The  heart  is  one 
of  the  most  interesting  features  of  the  sickle  cell 
anemia  patient  and  until  recently  had  not  received 
sufficient  attention.  In  the  past  the  heart  in  sickle 
cell  anemia  had  too  often  been  incorrectly  classified 
as  a rheumatic  heart.  In  truth,  the  two  conditions 
rarely,  if  ever,  exist  together  and  only  three  such 
cases  have  been  reported. 

In  fifty-four  (54)  of  the  patients  in  this  group  the 
heart  was  enlarged.  Apical  systolic  murmurs  were 
present  in  63%  of  the  cases,  while  murmurs  over 
other  areas  of  the  heart  were  less  common.  The 
past  history  of  fever,  muscle  and  joint  pain  and  the 
findings  of  an  enlarged  heart  with  persisting  apical 
murmurs  frequently  encountered  in  these  patients 


necessarily  suggests  the  diagnosis  of  organic  heart 
disease  in  many  patients  with  sickle  cell  anemia. 
Thirty-nine  (39%)  per  cent  of  this  group  were  at 
one  time  diagnosed  as  rheumatic  heart  disease  and 
three  (3%)  per  cent  as  congenital  heart  disease.  No 
case  under  our  observation  was  found  to  have  either 
type  of  heart  disease  at  autopsy.  Four  (4)  cases 
were  in  congestive  failure. 

Another  vascular  finding  in  sickle  anemia  of  in- 
terest are  the  changes  in  the  retinal  vessels.  These 
consist  of  marked  tortuosity  of  the  retinal  veins 
without  associated  changes  in  the  arteries  or  optic 
disc. 

Abdominal  and  Gastro-Intestinal  Manifestations: 
Thirty-five  (35)  of  the  cases  entered  the  hospital 
complaining  of  abdominal  pain  or  with  symptoms 
suggesting  some  lesion  of  the  gastro-intestinal  tract. 
These  symptoms  in  part  consisted  of  nausea,  vomit- 
ing, and  severe  cramping  pains  often  generalized, 
but  frequently  localized  to  one  of  the  abdominal 
quadrants.  Diarrhea  was  present  in  some  instances 
and  occasionally  generalized  abdominal  distention 
occurred.  On  examination  generalized  or  local 
tenderness  might  be  present  and  frequently  muscu- 
lar spasm  or  rigidity  of  the  abdominal  wall  was  a 
definite  finding.  An  enlarged  liver  was  found  in 
thirty-seven  (37)  cases  and  the  spleen  was  enlarged 
in  twenty  (20). 

The  most  disturbing  feature  of  the  abdominal 
and  gastro-intestinal  symptoms  was  the  fact  that 
the  pain,  tenderness  and  rigidity  associated  with 
the  temperature  elevation  and  leucocytosis  very  fre- 
quently led  to  the  suspicion  of  a surgical  abdomen. 
Six  cases  were  thought  to  have  an  acute  appendi- 
citis, one  an  acute  intestinal  obstruction  and  one  a 
ruptured  viscus.  Incidentally,  two  patients  were 
found  on  x-ray  examination  to  have  gall  stones,  a 
finding  in  common  with  other  type*  of  hemolytic 
anemias. 

Skeletal^  Manifestations:  Muscle,  joint  and  ex- 
tremity pain  is  a very  common  complaint  and  was 
the  outstanding  symptom  in  forty-seven  (47)  pa- 
tients. Occasionally  actual  swelling  of  the  joint 
with  increased  heat  may  be  present  or  may  have  ac- 
tually occurred  in  the  past.  On  close  questioning, 
however,  it  is  usually  found  that  the  pain  has  been 
more  general  over  the  muscles  and  long  bones  rather 
than  being  localized  to  the  joint  areas. 

Because  of  the  frequently  repeated  attacks  of  ex- 
tremity pain  associated  with  a temperature  eleva- 
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tion  and  leucocytosis,  rheumatic  fever  was  con- 
sidered as  the  most  likely  diagnosis  in  eighteen  (18) 
patients  and  many  of  these  had  been  treated  for 
this  condition  over  a period  of  months  or  years 
before  entering  the  hospital.  Of  especial  importance 
in  differentiating  sickle  cell  anemia  crisis  from  rheu- 
matic fever  is  the  fact  that  the  sedimentation  rate  in 
sickle  cell  anemia  is  usually  not  increased.  Ten 
(10)  of  the  patients  were  thought  to  have  rheu- 
matoid arthritis,  one  ( 1 ) was  diagnosed  as  luetic 
periostitis  and  one  ( 1 ) was  believed  to  have  scurvy 
because  of  the  appearance  of  severe  malnutrition  as- 
sociated with  the  skeletal  pain.  Thirteen  (13)  cases 
had  open  leg  ulcers  at  the  time  of  admission  and 
many  others  showed  evidence  of  having  had  old 
healed  lesions. 

Twelve  (12)  cases  had  osteomyelitis  of  either  an 
acute  or  chronic  nature,  which  appeared  to  be  a 
surprisingly  high  incidence  and  apparently  had  not 
been  previously  emphasized  as  a feature  of  the 
disease. 

Respiratory  Manifestations:  Nine  (9)  patients 
were  found  to  have  bronchopneumonia  and  two  (2) 
were  suspected  of  having  pulmonary  tuberculosis. 
Three  (3)  patients  entered  the  hospital  because  of 
uncontrollable  nose  bleed. 

Central  Nervous  System  Manifestations:  Five 
(5)  patients  had  signs  of  an  acute  meningitis,  four 
(4)  had  had  convulsions,  three  (3)  were  ataxic  and 
three  (3)  were  stuporous  or  comatose.  One  (1) 
patient,  even  after  repeated  examinations,  was  sus- 
pected of  having  a brain  tumor. 

Genito-U rinary  Manifestations:  An  interesting 
complaint  in  fifteen  (15)  patients  was  that  of  poly- 
uria and  in  six  (6)  of  these  there  was  an  associated 
polydypsia.  Four  (4)  cases  in  the  total  group  en- 
tered the  hospital  because  of  persistent  and  painful 
priapism. 

Laboratory  and  Special  Studies:  The  diagnosis 
in  sickle  anemia  crisis,  though  suspected  from  the 
history  and  physical  examination  of  the  patient,  is 
made  only  on  the  basis  of  special  studies  of  the 
blood.  A moderately  thick  smear  of  peripheral 
blood  is  made  on  a cover  slip;  this  is  then  mounted 
face  down  on  a slide  and  then  rimmed  with  vase- 
line. A few  abnormal  changes  in  the  red  cells  may 
l)e  noted  within  a few  minutes,  but  the  striking 
changes  usually  take  from  two  to  six  hours  to  de- 
velop and  on  occasion  twenty-four  hours  is  required 
before  adequate  sickling  takes  place.  Incubating  the 


slide  or  placing  it  in  a CO2  chamber  may  hasten 
the  process.  The  process  of  sickling  first  begins 
with  a thickening  of  one  side  of  the  red  cell  with 
a corresponding  thinning  of  the  other  side.  The 
diameter  of  the  corpuscle  then  becomes  greater  and 
finally  the  red  cell  becomes  a bizarre  and  curved 
structure  with  elongated  and  pointed  filaments. 

Anemia  is  always  present  during  a sickle  cell 
crisis  and  may  be  severe  with  the  red  cell  count  as 
low  as  one  to  two  million  cells  per  cu.  mm.  The 
white  blood  cells  are  increased  from  fifteen  to  forty 
thousand  per  cu.  mm.  and  normablasts  are  often 
present.  If  special  techniques  are  used,  reticulo- 
cytes may  be  found  in  quantities  of  from  5 to  25 
per  cent.  Interestingly  enough,  the  sedimentation 
rate  is  not  increased  even  when  the  anemia  is  marked, 
due  probably  to  the  fact  that  the  abnormal  shape  of 
the  cells  prevents  rouleaux  formation. 

There  is  a slight  increase  in  the  icterus  index, 
not  usually  over  30  units,  and  the  Van  den  Bergh 
reaction  is  indirect. 

The  urine  contains  an  increased  quantity  of 
urobilinogen  and  the  specific  gravity  is  usually  low 
and  fixed,  indicating  tubular  damage  to  be  expected 
with  increased  blood  destruction. 

Roentgen  changes  of  note  may  appear  in  the  skull, 
the  vertebrae  or  in  the  long  bones.  The  earliest 
changes  in  the  skull  is  the  development  of  a general 
opacity  with  a “ground-glass”  appearance.  Later  a 
peculiar  radial  striation  appears  with  the  trabeculae 
arranged  perpendicular  to  the  inner  table  and  pro- 
ducing a “hair-on-end”  appearance.  Osteosclerosis, 
cortical  thickening,  and  new  bone  formation  within 
the  medullary  cavity  of  long  bones  is  often  seen 
and  sometimes  leads  to  such  diagnosis  as  luetic 
periostitis,  scurvy  and  the  like.  Osteoporosis  and 
flattening  of  the  vertebral  bodies  may  be  present. 

Discussion 

From  this  study  of  ninety-two  cases  of  sickle 
cell  anemia  it  can  be  seen  that  its  clinical  mani- 
festations are  many  and  varied,  both  in  history  and 
physical  findings.  The  diagnosis  is  relatively  easy 
if  only  it  is  considered.  One  could  almost  say  that 
it  should  be  considered  in  every  negro  patient  who 
is  acutely  ill  and  who  is  severely  anemic  regardless 
of  his  complaint  or  physical  finding. 

The  high  incidence  of  cardiac  changes  occurring 
in  sickle  cell  disease  is  worthy  of  some  com- 
ment. Not  only  in  sickle  cell  anemia,  but  in 
other  severe  anemias,  the  heart  usually  undergoes 
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certain  physiologic  changes.  It  first  dilates,  prob- 
ably due  to  myocardial  ischemia.  The  cardiac  out- 
put and  pulse  increase  and  the  circulation  time 
lessens.  In  time,  if  the  anemia  is  not  improved, 
the  heart  hypertrophies.  This  latter  change  is  a 
permanent  one,  whereas  in  the  dilated  heart  of  a 
relatively  short  standing  anemia  the  size  will  de- 
crease if  the  anemia  is  corrected.  This  work  was 
graphically  pointed  out  by  Porter,  who  used  pa- 
tients with  the  chronic  anemia  of  hookworm  dis- 
ease and  found  the  heart  size  returned  toward 
normal  when  the  patient  was  rid  of  his  infestation 
and  the  hemoglobin  began  to  climb.  Those  patients 
who  had  had  the  disease  many  years  developed  an 
irreversible  cardiac  hypertrophy  in  spite  of  treat- 
ment. A similar  circumstance  occurs  in  the  heart 
with  sickle  cell  anemia. 

The  complaints  of  polyuria  and  polydypsia  oc- 
curred just  often  enough  in  our  cases  to  arouse  our 
suspicions.  W'e  have  not  yet  had  opportunity  to 
make  renal  function  studies  on  tlie  patients  and 
only  could  observe  the  reported  urinary’  specific 
gravity  to  be  almost  universally  low,  i.e.  between 
1.006  and  1.016.  Whether  those  observations  are 
significant  we  are  not  yet  able  to  say. 

The  incidence  of  osteomyelitis  seemed  to  be 
slightly  higher  in  our  cases  than  one  could  explain 
by  coincidence.  The  relation  here  bears  further 
study. 

The  almost  inevitable  abortion  of  the  pregnant 
patient  with  sickle  cell  anemia  has  never  adequately 
been  explained.  Kimmelsteil  just  recently  suggested 
a new  idea  as  to  the  cause  of  the  frequent  throm- 
botic phenomenon  which  occur  in  the  spleen,  lungs, 
kidneys,  and  brain  of  these  patients.  He  believes 
that  the  ischemia  caused  by  the  low  oxygen  carry- 
ing capacity  of  the  sickled  red  blood  cell  causes 
vascular  spasms  which  in  turn  encourage  thrombus 
formation.  Conceivably,  if  this  is  true,  similar 
vascular  changes  may  occur  in  the  pregnant  uterus 
of  the  patient  with  sickle  cell  anemia  and  an  abor- 
tion ensues. 

Summary 

In  summary,'  then,  one  could  justifiably  add 
sickle  cell  anemia  to  Osier’s  dictum  that  to  know 
syphilis  is  to  know  other  diseases.  Sickle  cell 
anemia  is  a great  imitator.  Ninety-two  cases  of 
this  disease  occurring  in  the  Medical  College  of 
Virginia  Hospitals  over  a ten-year  period  bear  this 
out.  The  w’ide  variation  of  the  presenting  com- 


plaints, the  physical  findings  and  numerous  dif- 
ferent diagnoses  of  these  patients  should  in  itself 
emphasize  the  possibility  of  sickle  cell  anemia  in 
almost  all  acutely  ill,  young,  negro  patients. 
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Discussion 

Dr.  James  P.  Baker,  White  Sulphur  Springs,  W..  Va.: 
Dr.  Higgins  and  Dr.  Toone  have  given  a very  complete 
picture  of  the  clinical  manifestations  of  sickle  cell  anemia. 
The  ninety-two  (92)  patients,  whose  case  histories  they 
studied,  presented  a variety  of  symptoms  and  signs  such 
as  is  found  in  few  diseases. 

Yet,  this  is  a comparatively  new  disease,  one  that  has 
been  accorded  very  little  attention.  The  first  case  on 
record  was  reported  by  Herrick  in  1910.  The  second  case 
ever  to  be  described  was  written  up  in  the  Virginia  Med- 
ical Semi-Monthly,  the  precursor  of  the  journal  published 
by  this  Society,  in  1911.  The  author  of  this  second  paper 
was  Dr.  B.  E.  Washburn,  who  was  then  a senior  medical 
student  at  the  University  of  Virginia.  There  were  only 
two  other  cases  described  in  the  ensuing  12  years,  with 
the  result  that  it  was  considered  a rare  disease.  Since 
the  early  1920-s,  so  many  cases  have  been  reported  that 
it  has  come  to  be  regarded  as  quite  a common  disease. 
The  authors  of  the  paper  we  have  just  heard  did  not 
state  how  many  years  were  covered  by  their  report,  but 
I am  sure  that  practically  all  their  patients  were  diagnosed 
during  the  past  twenty  years.  I am  sure,  too,  that  many 
patients  afflicted  with  this  disease  die  in  infancy  or  early 
childhood  without  being  recognized. 

We  know  mighty  little  about  the  origin  of  sickle  cell 
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anemia.  Inasmuch  as  it  is  confined  almost  exclusively  to 
the  negro  race,  it  probably  existed  in  those  parts  of 
Africa  from  which  our  negro  population  derived.  As 
far  as  I know,  however,  only  one  case  has  been  reported 
from  Africa.  It  would  be  most  interesting  to  search  for 
this  disease  among  the  peoples  who  inhabit  the  western 
part  of  equatorial  Africa. 

Unlike  the  cells  in  congenital  hemolytic  icterus,  the  red 
cells  in  sickle  cell  anemia  are  more  resistant  than  normal 
to  hypotonic  saline.  It  has  been  suggested  that  trauma 
in  the  circulation  may  be  a factor.  Some  years  ago  we 
demonstrated  this  possibility  by  comparing  the  amount  of 
hemolysis  in  normal  and  sickled  bloods  which  were  shaken 
in  flasks  with  glass  beads.  Similar  observations  were 
made  by  Diggs  and  Bibb. 

Why  do  such  patients  have  crises  of  hemolysis,  and 
symptoms  referable  to  almost  every  system  of  the  body? 
From  the  findings  of  other  investigators,  and  our  own 
observations,  we  can  suggest  mechanisms  that  may  be 
responsible.  When  one  considers  the  size  and  shape  of 
the  sickled  erythrocytes  it  is  easy  to  see  how  they  might 
cause  stasis  of  blood  flow  through  capillaries,  even  block- 
ing capillaries.  Anoxemia  resulting  from  such  stasis 
would  accentuate  the  deformity  of  cells.  This  vicious 
cycle  of  stasis,  anoxemia,  further  sickling  and  stasis  prob- 


ably results  in  vascular  injury  with  thrombosis.  If  the 
thrombus  be  of  sufficient  size  and  collateral  circulation  be 
inadequate,  destruction  of  tissue  will  occur.  It  is  prob- 
able that  this  same  stasis,  with  trauma  to  deformed  cells, 
is  responsible  for  the  excessive  hemolysis. 

Dr.  Toone,  closing  the  discussion;  In  answer  to  Dr. 
Baker’s  question,  this  study  covered  a period  of  five  years. 
I might  add,  though,  that  the  incidence  of  sickle-cell 
anemia  would  probably  have  been  smaller  some  fifteen 
to  twenty  years  ago  because  our  index  of  suspicion  has 
risen  quite  a bit  at  the  Medical  College  in  recent  years. 

There  is  one  point  I wish  to  stress  again.  That  is  that 
sickle-cell  anemia  offers  a very  bizarre,  and  very  con- 
fusing clinical  picture;  but  it  may  be  diagnosed  readily 
by  a simple  laboratory  procedure.  The  whole  trick  seems 
to  be  in  thinking  about  the  disease  and  requesting  that 
the  particular  test  be  made.  Unfortunately,  it  is  not  a 
test  that  is  done  routinely. 

Although  the  treatment  of  this  disease  is  far  from  being 
satisfactory,  it  is  still  very  important  that  a correct  diag- 
nosis be  made  as  promptly  as  possible.  Otherwise,  many 
patients  might  be  treated  erroneously  over  a long  period 
of  time  for  one  or  several  of  the  conditions  mentioned 
which  are  frequently  mistaken  for  sickle-cell  anemia. 

I wish  to  thank  Dr.  Baker  for  his  discussion. 


Bibliotheca  Obstetrica 

Douglas,  James  (1675-1742):  Myographiae  comparatae  specimen  or  a compara- 
tive description  of  all  the  muscles  in  a man  and  in  a quadruped,  shewing  their  dis- 
coverer, origen,  progress,  insertion,  use,  and  difference.  To  which  is  added,  an 
account  of  the  muscles  peculiar  to  a woman.  With  an  ethymological  table  and  several 
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THE  RECOGNITION  OF  PRE-SCHIZOPHRENIC  STATES* 


Gordon  C.  G.  Thomas,  M.D, 

and 

David  C.  Wilson,  M.D., 

University  of  Virginia  Hospital, 
Charlottesville,  Virginia. 


The  ambition  of  the  authors  of  this  short  study 
is  threefold:  first,  to  show  why  the  precursors  of 
schizophrenia  should  be  of  interest  to  all  medical 
men;  second,  to  present  situations  and  deviations  in 
beha\dor  that  have  been  found  by  others  and  by  us 
to  occur  in  persons  who  later  develop  the  disease; 
and,  third,  to  suggest  something  of  a diagnostic 
profile  which  would  sound  the  alarm  calling  for 
immediate  and  continued  action  to  prevent  the  dis- 
order. Methods  for  the  suggested  action  will  also 
be  briefed. 

Leland  E.  Hinsie,  writing  in  Psychoanalysis  of 
Today}  describes  schizophrenia  as  a way  of  life 
which  individuals  adopt,  perhaps  for  many  causes. 
He  believed  that  it  developed  from  its  precursor, 
schizoidism.  He  designated  as  schizoid  that  “t)'p>e 
of  person  w'ho  lives  essentially  within  himself,  who 
shuns  reality  for  reverie.  He  is  an  introvert,  loosely 
connected  with  members  of  his  family,  and  affiliated, 
if  at  all,  with  extra-familial  activities.  He  is  emo- 
tionally selfish,  or  as  we  say  pre-eminently  narcis- 
sistic, self-loving.  He  cannot  abandon  the  center  of 
the  infantile  stage  in  favor  of  later  integrated  be- 
havior.” 

Schizophrenia,  a form  of  faulty  adaptation,  was 
first  recognized  as  unitary  in  structure  by  Kraepelin. 
He  collected  under  the  term  dementia  praecox  many 
species  of  reaction  characterized  by  what  seemed  to 
him  to  be  deterioration  in  young  adults.  Later  Bleu- 
ler  applied  the  term  schizophrenia  to  the  reaction 
because  of  abnormalities  in  the  emotional  reaction 
which  he  deemed  important.  The  name  has  held 
since.  Now,  however,  emphasis  is  placed  on  the 
bio-social  character  of  the  disease.  It  is  known  to 
be  a disorder  which  can  occur  at  any  time  of  life 
from  childhood  to  old  age.  It  seems  to  be  based  on 
physiological  and  anatomical  inadequacies,  but  is 
brought  into  being  by  difficulties  with  inter-personal 
relationships.  The  reaction  is  characterized  by  use 
by  the  personality  of  two  mechanisms  of  defense, 
one  withdrawal,  and  the  other  fantasy,  two  types 

•Read  before  the  annual  meeting  of  the  Medical  So- 
ciety of  Virginia,  in  Richmond,  October  18-20,  1948. 


of  behavior  which  become  habitual,  thus  leading 
their  victim  on  into  a lonesome  life  in  a community 
constructed  by  himself  to  meet  his  needs. 

This  abnormal  type  of  human  behavior  is  fre- 
quent in  its  occurrence.  It  constitutes  about  20% 
of  admissions  to  mental  hospitals  all  over  the  world. 
Table  No.  I taken  from  the  work  of  Leopold  Beliak 


Table  I 

Dementia  Praecox 22.3 

Psychoses  with  Cerebral  Arteriosclerosis 22.0 

Senile 13.2 

Alcohol  5.9 

General  Paresis  5.3 

Manic-Depressive  4.4 


entitled  Dementia  Praecox-  gives  the  leading  groups 
of  first  admissions  to  the  New  York  civil  state  hos- 
pitals per  100,000  general  population  in  194.3. 
Table  No.  II  taken  from  the  same  work  shows  first 
and  readmissions  in  residence  in  September,  1940, 
by  diagnosis  and  percentage  distribution  from  the 

Table  II 

First  Admission  Readraission 


Dementia  Praecox 

47.4 

56.1 

Cerebral  Arteriosclerosis 

8.1 

2.2 

Mental  Deficiency 

7.7 

8.4 

Alcoholic 

5.9 

4.6 

Manic-Depressive 

5.6 

10.7 

Senile 

4.5 

.8 

Convulsive  Disorders 

3.7 

4.1 

Syphilitic  Meningoencephalitis 

3.7 

2.1 

Invmlutional 

3.4 

2.1 

Paranoia 

3.1 

2.8 

Psychoneuroses 

.9 

1.0 

Psychopathic  Personality 

.7 

1.5 

Without  Psychoses 

.7 

.5 

Other  Forms  of  Syphilis 

.7 

.3 

Other  Metabolic  Diseases 

.6 

.2 

Epidemic  Encephalitis 

.3 

.3 

.Annual  Report  of  Alental  Health  for  the  year  end- 
ing November  30,  1940,  East  Gardner,  Alassachu- 
setts.  Every  fourth  or  fifth  hospital  bed  in  this 
country  is  occupied  by  a case  of  schizophrenia.  The 
disease  strikes  in  early  adult  life  as  a rule,  the 
median  age  of  onset  around  25  years  of  age.  The 
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victims  are  totally  disabled  and  are  usually  unable 
to  produce  from  then  on^.  The  average  age  of  death 
is  55.8  years,  according  to  the  New  York  report  of 
1943'*.  Some  authors  feel  that  for  every  schizo- 
phrenic in  a hospital,  there  is  another  living  in  the 
community,  either  partially  crippled  but  able  to  get 
along,  or  totally  incapacitated,  yet  kept  in  the  home 
by  the  family.  Certainly  there  are  a great  many 
people  living  in  the  community  who  are  either  in- 
•cipient  schizophrenics  or  about  to  become  victims  of 
the  disease.  The  number  of  persons  now  in  the  state 
hospitals  of  Virginia  with  this  disease  is  3,279; 
the  admissions  were  501.  The  number  of  patients 
with  that  diagnosis  which  were  admitted  to  the 
University  Hospital  last  year  was  86.  These  and 
many  other  reasons  indicate  that  the  prevention  of 
this  disease  should  be  the  concern  of  all  physicians. 

Frequent  studies  have  been  made  on  the  prodro- 
mata  of  this  condition.  The  need  to  screen  out  the 
potential  victim  of  schizophrenia  has  been  empha- 
sized by  the  experiences  of  the  last  war.  Tests  as 
well  as  other  techniques  for  recognition  of  future 
victims  have  been  suggested  for  use  when  examin- 
ing draftees.  Shock  therapies  of  different  kinds 
during  the  last  decades  have  changed  the  concepts 
regarding  treatment,  and  have  placed  the  emphasis 
on  early  diagnosis,  since  treatment  in  the  disease  in 
its  incipiency  has  a better  prognosis.  Also  of  late 
many  mild  cases  of  schizophrenia  have  been  recog- 
nized that  are  short-lived  and  get  well.  It  is  felt 
too  that  many  cases  of  the  disease  are  mistreated 
during  the  mild  stage  because  of  faulty  diagnosis. 
Therefore,  medical  men  have  sought  for  the  criteria 
of  early  recognition.  Finally,  recent  emphasis  in 
the  public  schools  for  treatment  of  the  tendency  to 
withdraw  as  represented  by  the  shy  child  by  means 
of  special  classes  has  stimulated  the  search  for  pre- 
schizophrenic characteristics  which  can  be  elimi- 
nated. 

Early  recognition,  according  to  Hinsie,  as  stated 
above,  would  follow  the  recognition  of  schizoidism, 
as  he  calls  it.  “D.  E.  Cameron  differentiates  non- 
specific early  symptoms  and  specific  schizophrenic 
symptoms.  The  former,  the  non-specific  or  prodro- 
mata,  he  divides  into  the  hyper-active  pattern  char- 
acterized by  anxiety  and  worry,  and  a hypo-active 
group  characterized  by  day-dreaming  and  loss  of 
interest  in  the  world.  The  more  specific  early  schizo- 
phrenic symptoms  he  subdivides  into  ideational 
references,  such  as  the  feeling  of  being  talked  about. 


watched,  doped,  etc.,  and  experiences,  such  as  being 
dazed,  dizzy  and  other  vague  somatic  references.”® 

Potatin  and  Hoch  find  the  existence  of  schizoid 
or  schizophrenic  individuals  in  the  family,  traits 
associated  with  introversion,  mood  fluctuations,  and 
free  floating  anxiety  as  important  indicators;  fa- 
tigue, worry,  hypochondriacal  ideas,  feelings  of  be- 
ing dazed,  and  diffuse  pan-psychoneurotic  mani- 
festations. Tillman  advises  that  the  work  habits  be 
studied,  that  shiftiness  and  general  asocial  char- 
acteristics carry  the  liability  of  schizophrenia.  Cald- 
well studied  100  schizophrenic  soldiers.  He  found 
schizoid  personality  a most  common  type,  and  the 
precipitating  factor  was  sexual  abnormalities  in  50% 
of  the  cases.  Hoskins  considers  the  earlier  symptoms 
non-specific  with  a general  loss  of  capacity  to  get 
on  effectively  with  everyday  activities  and  a tend- 
ency toward  misinterpretation  as  the  basic  feature. 
Malmud  and  Malmud  brought  out  the  following 
characteristics  as  most  common;  quiet,  sensitive,  re- 
served, timid,  feelings  of  inferiority  and  inade- 
quacy, insecure,  passive  and  unstable.® 

Psychological  studies  show  early  characteristics 
of  instability,  while  all  physiological  studies  so  far 
made  are  not  conclusive,  but  show  one  character- 
istic in  common.  Any  data  observed  showed  a 
greater  variability  than  normal.  Some  studies  sug- 
gested that  the  schizophrenic  is  poorly  adapted  to 
deal  effectively  with  stimuli.’’ 

In  summary,  a review  of  the  literature  on  prodro- 
mata  indicate  that  the  Uq^e  of  isolated  living  called 
schizophrenia  is  most  likely  to  develop  in  those  per- 
sons who  have  the  history  of  mental  disease  in  their 
family,  who  have  anatomically  an  asthenic  or  dys- 
plastic  body  structure,  who  show  marked  variability 
in  physiological  reactions,  who  make  loose  family 
connections,  tend  to  be  anxious,  have  inability  to 
get  along  with  everyday  activities  and  tend  to  mis- 
interpret. Their  emplojTiient  record  is  likely  to 
show  shiftiness.  Psychological  testing  shows  emo 
tional  instability  and  signs  of  emotional  blunting 
with  loss  of  interest. 

There  is  evidence  of  an  inherited  factor  which 
probably  has  to  do  with  the  finding  of  small  hearts 
and  irregular  bodies  in  the  group,  but  it  must  be 
remembered  that  at  least  50%  of  schizophrenics 
show  very  slight  evidence  of  inborn  factors.  IMany 
have  normal  builds;  also  many  investigators  do  not 
find  schizoid  personality  as  a prerequisite.  There 
is  uniformity  among  all  observers  that  there  is  dif- 
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ficulty  in  the  intra-family  relationships,  there  is 
difficulty  in  sexual  development,  hut  the  relation  of 
the  individual  to  the  community  is  perhaps  the 
prominent  factor  in  producing  the  maladjustment. 

Tlie  physician  who  first  sees  this  potential  schizo- 
phrenic cannot  take  anthropological  measurements. 
He  cannot  study  numerous  physiological  tests,  or 
have  a battery  of  psychological  studies  performed. 
He  finds  a patient  who  is  anxious,  shy  and  has  many 
hypochondriacal  complaints.  The  patient  may  or 
may  not  be  in  danger  of  chronic  mental  disease. 
The  doctor  has  to  decide.  The  following  study  was 
made  to  help  him  in  his  dilemma. 

The  records  of  220  schizophrenics  were  carefully 
reviewed.  Of  this  number  70  records  were  selected 
which  described  the  premorbid  traits  of  the  patient 
with  sufficient  clarity  to  draw  conclusions.  The 
traits  that  appeared  in  one  record  were  then  checked 
with  others  until  twelve  characteristics  w’ere  selected 
for  study.  The  percentage  frequency  of  their  oc- 
currence was  then  estimated.  This  was  followed  by 
a determination  of  the  number  of  years  previous  to 
the  outbreak  of  definite  schizophrenia  these  char- 
acteristics appeared. 

The  first  characteristic  situation  that  appeared  in 
the  histor}’  was  entitled  lack  of  normal  identifica- 
tion with  parents.  For  some  reason  the  boy  or  the 
girl  did  not  have  the  usual  association  with  his  or 
her  parents.  These  reasons  included  death  or  ab- 
sence of  one  of  the  parents,  and  the  rejection  of  the 
child  by  the  parents.  Children  born  late  in  the  life 
of  parents  after  many  other  siblings  intervened  were 
found  to  be  unable  to  associate  with  parents  suf- 
ficiently to  absorb  a sufficient  number  of  their  per- 
sonality traits  to  enable  them  to  develop  social  skills. 
.A.ny  disruption  of  the  family  to  affect  childhood 
development  in  a serious  fashion  should  take  place 
within  the  first  ten  years  of  life.  Therefore,  as  you 
would  expect,  evidence  of  lack  of  the  usual  amount 
of  parental  identification  occurred  an  average  of  18 
years  before  the  illness  in  57%  of  the  records  se- 
lected. 

The  appearance  of  traits  was  considered  from  the 
jx)int  of  view  of  chronological  development;  that  is, 
according  to  the  number  of  years  the  trait  appeared 
before  there  was  a frank  outbreak  of  schizophrenia. 
The  second  finding,  when  this  method  was  followed, 
(see  Table  IV)  was  evidence  of  actual  rejection  of 
the  child  by  parent  or  parents,  a condition  included 
in  the  previous  category,  but  so  striking  in  its  oc- 


currence that  it  was  studied  as  a separate  trait.  The 
designation  of  rejection  by  parents  was  given  to  a 
situation  where  there  was  open  hostility  by  parents 
or  the  opposite  pathological  over-protection  which 
was  considered  a reaction  formation  to  rejection, 
therefore  of  the  same  significance.  Any  situation 
that  led  the  ])atient  to  feel  rejected  by  parents  was 
included  in  this  group.  Definite  rejection',  as  de- 
scribed, occurred  in  31%  of  the  70  records  and 
occurred  on  an  average  of  16.1  years  before  the 
onset  of  disease. 

.Abnormal  fears  began  to  appear  early  also.  Fears 
of  closed  places,  fears  of  the  dark  of  severe  degree 
occurred  in  18  cases  on  an  average  of  13.6  years 
before  the  disorder  became  definite.  In  the  next 
group  were  16  patients  who  were  found  to  have  had 
inferiority  feelings  for  many  years.  Some  of  them 
had  comj>ensatory  attitudes  of  superiority  which 
they  admitted  w’ere  hiding  feelings  of  inferiority. 
The  average  length  of  their  existence  prior  to  the 
outbreak  of  definite  disease  was  12.6  years. 

Forty-two  or  60%  of  the  patients  gave  a histor}' 
of  social  maladjustment — difficulties  with  play, 
with  school  or  with  work;  inability  to  make  friends 
or  to  hold  them;  dissatisfaction  with  situations, 
especially  with  jobs  which  were  changed  frequently. 
.All  these  characteristics  were  grouped  under  social 
maladjustment.  The  average  length  of  appearance 
before  disease  onset  was  10.9  years.  As  the  average 
age  of  onset  of  frank  schizophrenia  among  our  pa- 
tients was  24.6  years,  social  maladjustment  as  des- 
ignated above  occurred  on  an  average  in  early  ado- 
lescence. 

Difficulty  in  heterosexual  adjustment  was  the 
most  common  finding  occurring  in  53  or  76%  of 
the  cases  9.6  years  before  onset.  The  age  of  15  was 
selected  arbitrarily  as  the  upper  limit  of  the  time 
when  a person  should  show  some  interest  in  the 
other  sex.  Other  difficulties  in  se.x  adjustment 
were  included,  especially  those  who  had  made  an 
attempt  and  then  failed.  Seclusiveness  began  to  ap- 
pear nine  years  before  the  disease.  Thirty  patients 
showed  this  as  a definite  trait.  Guilt  feelings  over 
masturbation  and  special  religious  preoccupations 
sufficient  to  interfere  with  life  were  the  next  to 
appear. 

Approximately  eight  years  before  onset  definite 
symptoms  of  nervousness  or  anxiety  tension  began 
to  appear.  Such  things  as  flying  off  the  handle, 
getting  upset  easily,  difficult  to  manage,  were  de- 
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scribed  by  the  patient  or  by  relatives  and  friends. 
About  this  same  time  physical  complaints  for  which 
no  definite  organic  source  could  be  found  began  to 
appear.  Irritability  of  a constant  nature  without 
evident  cause  and  hypochondriacal  complaints  are 
perhaps  signs  of  incipient  schizophrenia,  yet  the 
average  time  of  onset  was  eight  years  before  the 
disease.  Certainly  day-dreaming  of  such  a degree 
that  it  was  used  as  a substitute  for  action  and  in- 
terfered with  normal  living  is  a symptom  of  the 
disease  rather  than  one  of  prodromata,  yet  it  is  in- 
cluded because  in  ten  patients  the  first  appearance 
of  pathological  day-dreaming  was  4.5  years  before 
onset  of  outspoken  disease. 

The  breakdown  of  the  cases  according  to  sub 
types  is  shown  in  Table  No.  Ill,  while  Table  No. 
IV  shows  the  twelve  reaction  types  arranged  ac- 

Table  III 

Total  Number  of  Cases  of  Schizophrenia 70 


Paranoid  37 

Simple  16 

Catatonic 12 

Hebephrenic  5 


Average  Age  of  Onset  of  Schizophrenia 24.6  years 


Type  Cases  Per  Cent  Duration 

1.  Lack  of  Normal  Identifica- 


tion  with  Parents 

40 

57% 

18.0 

years 

2. 

Actual  Rejection  by  the 
Parent  or  Parents 

22 

31% 

13.6 

years 

3. 

Fears  

18 

26% 

13.6 

years 

4. 

Feelings  of  Inferiority  or 
Compensatory  Superiority 

16 

23% 

12.6 

years 

5. 

Social  Maladjustment 

42 

60% 

10.9 

years 

6. 

Difficulty  in  Heterosexual 
Adjustment  _ 

S3 

76% 

9.6 

years 

7. 

Seclusiveness 

30 

43% 

9.5 

years 

8. 

Masturbation  Guilt 

16 

23% 

9.3 

years 

9. 

Religious  Preoccupations^ 

12 

17% 

9.1 

years 

10. 

Irritabilitv 

21 

30% 

8.8 

years 

11. 

Physical  Complaints 

23 

337o 

8.1 

years 

12. 

Day-Dreaming 

10 

14% 

4.5 

years 

cording  to  the  number  of 

years 

their 

appearance 

antedated  the  outbreak  of  schizophrenia.  Table 
No.  V,  which  presents  the  types  arranged  accord- 
ing to  percentage  frequency,  emphasizes  the  fact 
that  interpersonal  relations  have  most  to  do  with 
the  disease  development,  but  that  inter-family  re- 
lations in  early  life  set  the  stage,  as  it  were,  for 
future  development. 

Therefore,  if  you  have  a patient  who  is  irritable 


Table  V 


Type 

Cases 

Per  Cent 

Difficulty  in  Heterosexual  Adjustment— 

- 53 

76% 

Social  Maladjustment 

- 42 

60% 

Lack  of  Normal  Identification  with 
Parents 

. 40 

57% 

Seclusiveness 

. 30 

43% 

Physical  Complaints 

- 23 

33% 

Actual  Rejection  by  the  Parent  or 
Parents 

. 22 

31% 

Irritability 

. 21 

30% 

Fears 

- 18 

26% 

Feelings  of  Inferiority  or  Compensatory 
Superiority 

- 16 

23% 

Masturbation  Guilt 

. 16 

23% 

Religious  Preoccupations 

. 12 

17% 

Day-Dreaming 

10 

14% 

and  tense,  with  vague  physical  complaints  for  which 
there  is  no  definite  cause,  and  you  find  that  the  pa- 
tient had  a broken  home  or  an  over-protective 
mother,  has  feelings  of  inferiority,  has  not  learned 
to  play  or  work  with  others,  and  now  is  beginning 
to  withdraw  from  contact  with  the  community,  you 
have  cause  to  be  alarmed,  because  that  patient  is  a 
potential  schizophrenic  who  in  another  five  years 
at  least  will  have  evident  symptoms  of  the  disease. 
Psychiatric  study  should  be  instituted  at  once.  The 
patient  may  already  be  beyond  brief  psychotherapy 
and  in  need  of  prolonged  analysis  or  perhaps  sliock 
therapy. 

The  girl  or  boy  that  fails  in  his  social  adjust- 
ment up  to  the  age  of  1 5 and  the  girl  or  boy  who  has 
given  no  definite  evidence  of  interest  in  the  other 
sex  by  the  same  age  should  also  have  investigation, 
especially  if  there  is  evidence  of  an  abnormal  home 
situation.  The  doctor,  the  teacher  and  the  family 
should  be  on  the  alert  to  recognize  maladjustment  at 
this  age  so  as  to  prevent  the  advancement  into  the 
use  of  fantasy  as  an  escape,  a condition  that  so 
frequently  becomes  habitual,  leading  on  to  that  way 
of  life,  the  disease  schizophrenia. 

Of  course,  these  twelve  types  or  constellations  of 
events  occur  in  many  individuals  who  do  not  de- 
velop this  serious  mental  disorder.  Yet,  if  the  phy- 
sician, on  finding  one  present  in  the  history  will 
tlien  seek  for  the  others,  he  can  tell  by  their  pres- 
ence or  absence  how  serious  the  patient’s  situation 
is,  and  how  far  the  patient  has  advanced  down  road 
toward  manifest  schizophrenia. 

Psychological  Summary 

Persons  suffering  from  pre-schizophrenia  show 
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impaired  contact  with  reality  as  is  evidenced  by 
peculiarities  of  thinking,  action,  or  emotional  ex- 
pression; since  they  have  neither  the  acute  symp- 
toms (delusions,  hallucinations,  etc.)  nor  complete 
lack  of  contact  with  ordinary  living,  they  cannot  be 
considered  psychotic.  One  group  of  pre-schizo- 
phrenics show  long-standing  inhibition,  inappro- 
priate anxiety,  and  often  are  preoccupied  with  sex- 
ual matters,  etc.  They  are  apt  to  be  incapable  of 
critical  evaluation  of  situations  and  their  owm  be- 
havior, and  of  efficient  planning  and  thinking. 
Their  emotions  are  apt  to  be  impulsive  and  inap- 
propriate. The  other  pre-schizophrenics  show  a 
tendency  to  retreat  into  fantasy  and  at  the  same 
time  a great  deal  of  emotional  impulsiveness  and 
inappropriateness;  also,  with  poor  control  of  their 
emotions.  Their  fantasies  may  be  completely  un- 
realistic and  may  be  pre-occupied  with  sexual  fan- 
tasies. In  summary,  very  immature  emotional  ex- 
pression and  peculiar  thinking,  with  intellectual 
functions  still  good  enough  to  prevent  the  acute 
symptoms,  appear  to  be  the  forerunners  of  schizo- 
phrenia. 
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Discussion 

Dr.  Howard  R.  Masters,  Richmond:  Dr.  Wilson  has, 
in  his  presentation,  correlated  findings  of  pre-psychotic 
schizophrenic  states  in  which  I have  for  a long  time  held 
much  interest.  He  has  presented  the  subject  thoroughly 
and  most  clearly. 

It  is  not  too  difficult  to  detect  signs  and  behavior  re- 
actions in  children  and  adolescents  which  are  suggestive 
of  schizophrenia  or  schizoid  personality  states.  We  have 
in  the  past  most  likely  avoided  too  much  mention  of 
these  possibilities  to  parents  and  have  probably  been  just 
as  dilatory  in  recommending  treatment  for  fear  that  the 
patient  might  be  tagged  with  the  diagnosis  which  it  might 
be  difficult  to  get  rid  of. 

Unquestionably  schizophrenia  is  predominantly  a dis- 


ease of  environment  but  not  without  the  effect  of  heredity 
and  the  particular  kind  of  constitution  possessed  by  the 
individual.  Potential  mechanisms  of  schizophrenia  may  be 
observed  in  children  under  two  years  of  age  and  may 
be  expressed  as  shyness,  over  modesty,  especially  in  ref- 
erence to  the  genital  and  anal  regions,  evidence  of  fears, 
asocial  or  hostile  reactions.  Such  children  should  be  ob- 
served closely  through  their  childhood  and  the  environ- 
ment analyzed  and  corrected  if  possible.  We  have  seen 
schizophrenia  manifest  itself  at  the  age  of  9,  and  the 
early  symptoms  appeared  to  be  those  of  manic  excite- 
ment. The  patient  required  hospitalization  because  of 
the  acuteness  of  the  psychosis.  Signs  and  symptoms  of 
this  personality  type  frequently  become  more  apparent  in 
the  so-called  stage  of  puberty.  One  little  girl  who  began 
to  menstruate  at  11  resented  the  fact  to  the  extent  that 
at  the  age  of  12  she  had  almost  suppressed  her  men- 
struation and  the  arrest  in  her  personality  development 
was  revealed  in  her  statement,  “I  do  not  want  to  men- 
struate because  it  means  you  will  grow  to  be  an  adult, 
and  adults  have  so  many  responsibilities  and  troubles 
that  I always  want  to  remain  a little  girl.”  She  later 
showed  very  strong  schizophrenic  behavior  and  definite 
arrest  in  her  physical  as  well  as  personality  development. 

Dr.  Wilson  brought  out  the  fact  of  rejection,  either 
by  parents  or  other  members  of  the  family,  as  an  important 
factor.  This  psychopathological  process  frequently  leads 
to  fear  and  insecurity,  which  often  has  an  effect  on  the 
neuro-physiological  function  of  the  vegetative  nervous  sys- 
tem through  producing  vascular  vasoconstriction,  reduced 
circulation  and  restricted  metabolic  processes.  This  of 
itself  may  be  sufficient  to  affect  the  endocrines  and 
to  arrest  development.  Nolan  D.  C.  Lewis  showed  many 
years  ago  that  the  heart  and  the  greater  vessels  of  schizo- 
phrenics were  approximately  one-third  smaller  than  those 
of  average  normals.  The  actual  vascular  tension  was 
also  less.  These  findings  can  be  observed  in  schizophrenics 
during  life  and  at  autopsy.  By  doing  orthodiagrams  of 
the  heart  and  keeping  consistent  blood  pressure  and  pulse 
readings,  some  train  cell  changes  have  been  noted.  In 
adolescent  children,  if  these  signs  are  picked  up,  early 
treatment  with  endocrine  preparations  and  correction  of 
the  pathological  environmental  situations  may  be  helpful 
in  preventing  the  development  of  schizophrenia.  It  is  ex- 
ceedingly important  that  children  who  show  pre-schizo- 
phrenic signs  should  not  be  handled  as  psychotic  in- 
dividuals, but  on  a regime  of  guidance  of  the  child  and 
correction  of  the  environmental  pathological  situation 
which  may  exist.  Detailed  study  of  the  every-day  living 
of  the  family  is  most  important.  If  the  evidences  of 
maladjustment  of  the  child  become  too  great  and  the  co- 
operation of  the  family  too  little,  frequently  a well  con- 
trolled treatment  residence  should  be  selected  where  guid- 
ance may  be  carried  out  under  a psychiatrist  well  oriented 
in  child  psychiatry,  psychiatrically  trained  social  workers 
and  house  mothers,  such  as  is  being  done  in  the  Memorial 
Guidance  Clinic  with  its  associated  Memorial  Foundation 
Home. 
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I would  like  to  again  thank  Dr.  Wilson  for  his  very 
excellent  paper. 

Dr.  Gordon  C.  G.  Thomas,  Charlottesville:  This  paper 
as  originally  titled  in  the  program  was  to  include  some- 
thing of  the  therapy  in  pre-schizophrenic  states.  Because 
of  the  time  allotted,  we  decided  to  leave  out  any  con- 
sideration of  therapy. 

I should  like  to  emphasize  one  thing.  As  shown  in  our 
paper,  when  we  take  the  histories  of  schizophrenic  pa- 
tients, early  maladjustments  are  evident  many  years  be- 
fore the  onset  of  actual  schizophrenia.  The  recognition 
of  these  early  states  should  be  the  concern  of  all  phy- 


sicians. Our  state  hospitals  are  crowded,  and  anything 
that  can  be  done  to  lessen  the  number  in  the  future  is  of 
major  concern.  Just  as  in  cancer  and  tuberculosis,  mental 
disease  is  much  more  amenable  to  therapy  in  its  earliest 
stages. 

The  family  physician  usually  has  the  best  opportunity 
to  recognize  early  maladjustments,  and  it  should  be  the 
responsibility  of  all  physicians  to  note  these  and  to  spend 
a few  minutes  conferring  with  the  child  or  adolescent 
and  the  family.  He  might  be  able  to  aff.ct  various  ad- 
justments in  the  home  or  school,  and,  if  the  problem  is 
too  great,  the  patient  should  be  referred  for  psychiatric 
investigation. 


Develop  New  Surgery  to  Relieve  Heart  Fail- 
ure. 

Three  new  operations  that  relieve  heart  failure 
liave  been  devised  by  two  doctors  from  the  Buenos 
Aires  Medical  School,  Buenos  Aires,  Argentina. 

“An  immediate  and  dramatic  improvement  in  pa- 
tients suffering  from  heart  failure  who  were  no 
longer  responsive  to  medical  treatment  has  been  the 
rule  over  a period  of  six  months,  which  is  our 
longest  observation  time,”  Pedro  Cossio,  M.D.,  and 
Isidro  Perianes,  M.D.,  write  in  the  July  2nd  Jour- 
nal of  the  American  Medical  Association. 

The  procedures  are  designed  to  drain  off  blood 
from  the  lungs  by  creating  an  artificial  passage 
through  which  it  can  flow  into  the  main  circulatory 
system  of  the  body,  and  to  reduce  output  of  blood 
from  the  right  side  of  the  heart. 

“Drainage  of  a large  proportion  of  pulmonary 
venous  blood  into  the  systemic  circuit  represents  a 
physiologic  approach  to  surgical  management  of  the 
‘cardiac  lung.’  Thereby,  the  excessive  blood  dis- 
charged by  the  right  ventricle  reaches  the  general 
circulation  directly  from  the  lungs,  and  pulmonary 
stasis  [stoppage  of  blood  flow]  disappears.  The 
stress  on  the  left  ventricle  is  reduced  and  allows 
for  an  increase  in  output  once  it  has  reached  a point 
below  the  critical  level.” 

Question  Value  of  Rice  Diet. 

Restriction  of  table  salt  by  the  rice  diet  or  other 


diets  does  not  appear  to  be  of  much  benefit  in  treat- 
ing patients  with  advanced  high  blood  pressure,  a 
study  made  by  doctors  from  Washington  PTniversity 
School  of  Medicine,  St.  Louis,  shows. 

“Restriction  of  sodium  chloride  in  the  diet,  ei- 
ther by  the  rice  diet  or  other  means,  is  usually  in- 
effective when  the  condition  is  advanced,”  Henry 

A.  Schroeder,  M.D.,  Melvin  T..  Goldman,  M.D., 
Palmer  H.  Futcher,  IM.D.,  and  Marlene  Hunter, 

B. S.,  of  the  Department  of  Internal  Medicine  of 
the  school  and  Barnes  Hospital  report  in  the  June 
4th  Journal  of  the  American  Medical  Association. 

Of  16  patients  treated  by  the  doctors  for  high 
blood  pressure,  response  to  the  rice  diet  or  other 
low  salt  diet  was  poor  in  13,  most  of  whom  were 
suffering  from  the  disease  in  its  severer  stages. 
Three  patients  with  milder  forms  of  the  disease 
were  benefited. 

As  a possible  explanation  of  the  beneficial  effects 
of  the  diet  in  some  cases  of  high  blood  pressure, 
patients  may  have  a condition  of  which  high  blood 
pressure  is  only  one  symptom. 

Six  other  patients,  all  obese  and  all  having  symp- 
toms suggestive  of  an  alteration  in  some  of  the  func- 
tions of  the  adrenal  cortex  (the  outer  portion  of  the 
adrenal  glands,  located  at  the  upper  end  of  each 
kidney)  were  treated  by  the  doctors  for  high  blood 
pressure.  All  were  benefited  by  a low  salt  diet. 


1949] 


Virginia  Medical  Monthly 


411 


ARTERIOSCLEROTIC  HEART  DISEASE  IN  DIABETICS* 


Robert  L.  Bailey,  Jr.,  M.D., 
Richmond,  Virginia. 


Introduction:  It  is  generally  conceded  that  dia- 
betics are  prone  to  exhibit  the  stigmata  of  arteri- 
osclerosis, including  arteriosclerotic  heart  disease, 
with  greater  frequency  and  at  an  earlier  age  than 
non-diabetics.^  Because  of  this  characteristic  of 
diabetes  it  should  be  profitable  to  study  a group  of 
these  patients  for  evidence  of  arteriosclerotic  heart 
disease,  to  examine  the  manifestations  of  this  heart 
disease,  and  to  evaluate  the  influence  of  severity, 
duration,  degree  of  control  of  diabetes  and  of  other 
factors  on  its  development.  It  is  hoped  that  sucli 
a study  might  ultimately  add  something  to  the  un- 
derstanding of  arteriosclerosis  and  arteriosclerotic 
heart  disease. 

Material  and  Methods:  Five  hundred  consecu- 
tive, unselected  diabetics  are  included.  Most  of 
these  were  followed  over  a period  of  several  years 
and  subjected  to  both  physical  and  laboratory  ex- 
aminations, including  electrocardiograms,  at  fre- 
quent intervals.  Electrocardiograms  had  not  been 
taken  on  many  of  the  children  and  some  of  t.he 
young  adults  and  only  those  wdth  electrocardiograms 
were  included  in  the  study.  Because  of  this,  the 
series  has  fewer  cases  in  the  younger  age  groups. 
The  ages  ranged  from  15  to  87  years,  with  an  av- 
erage age  for  the  group  of  55.7  \ts.  Ninety-five 
per  cent  were  white  and  the  rest  colored.  Almost 
all  -were  native  born  Americans.  Sixty  per  cent  of 
the  group  were  females. 

The  duration  of  diabetes  was  determined  from 
the  onset  of  s}Tnptoms  or  the  discover}’  of  glycosuria. 
The  severity  of  diabetes  was  based  on  insulin  re- 
quirements; those-  taking  ten  units  or  less  a day 
were  classed  as  mild,  those  taking  from  eleven  to 
thirty  units  a day  were  considered  moderate,  and 
thase  needing  more  than  thirty  units  were  called 
severe  diabetics.  Episodes  of  acidosis  were  deter- 
mined by  the  clinical  findings  of  acidosis  and  the 
presence  of  acetone  in  the  urine  but  not  by  the  pres- 
ence of  acetone  alone.  A blood  sugar  level  of  200 
mg.%  was  selected  to  classify  the  degree  of  control 
of  diabetes.  If  most  of  the  blood  sugar  determina- 
tions were  below  this  level,  the  control  was  con- 

•Read  before  the  annual  meeting  of  the  Medical  Society 
of  Virginia  in  Richmond,  October  18-20,  1948. 

I am  indebted  to  Dr.  William  R.  Jordan  from  whose 
file  of  private  patients  these  cases  were  taken. 


s-dered  good;  if  above  200  mg.%  it  was  classed  as 
poor.  Coronary  occlusion  and  angina  pectoris  were 
considered  to  be  evidence  of  arteriosclerotic  heart 
disease.  So  was  congestive  failure  when  Dq^es  of 
heart  disease  other  than  arteriosclerotic  were  ab- 
sent. The  diagnosis  was  made  from  the  electro- 
cardiogram when  it  showed  the  characteristic 
T-wave  changes  in  the  limb  leads  and  chest  lead, 
when  the  QRS  complexes  were  low  and  split  and 
accompanied  by  T-wave  changes,  and  when  there 
was  bundle  branch  block. 

Findings:  Coronary  occlusion  occurred  in  51 
cases  of  this  series.  Angina  pectoris  was  present  in 
38  cases,  and  congestive  heart  failure  occurred  in 
44  cases.  The  electrocardiogram  showed  many  ab- 
normalities. Interventricular  heart  block  was  pres- 
ent in  18  cases.  T-wave  changes  characteristic  of 
arteriosclerotic  heart  disease  were  found  in  151 
cases.  The  Q-w'ave  in  lead  III  was  found  to  be 
abnormally  deep  in  many  cases  but  this  alone  was 
not  used  as  evidence  of  arteriosclerotic  heart  dis- 
ease. Abnormal  rhythm  was  present  in  several 
cases  and  prolonged  P-R  conduction  time  was  found 
a few  times. 


Table  I 


Age  Group 

Number  of 

Cases  with 

Percentage 

years 

Cases 

As.  Ht.  Dis. 

11-20 

3 

0 

21-30 

19 

0 

31-40 

36 

3 

8% 

41-50 

85 

17 

20% 

51-60 

154 

57 

37% 

61-70 

155 

72 

407o 

71-80 

43 

22 

51% 

81-90 

5 

4 

80% 

Total 

500 

175 

35% 

Distribution  of  cases  and  frequency  of  arteriosclerotic 
heart  disease  by  decades. 


A total  of  175  cases  or  35%  of  the  series  were 
classified  as  having  arteriosclerotic  heart  disease. 
Of  the  21  diabetics  below’  the  age  of  31  years,  none 
had  heart  disease.  Three  or  8.3%  of  the  36  cases 
betw'een  31  and  40  years  showed  evidence  of  ar- 
teriosclerotic heart  disease.  There  were  85  cases  in 
the  41  to  50  year  decade  with  17  of  them  or  20% 
having  heart  disease.  The  frequency  increased  with 
age  and  the  ne.xt  four  decades  with  154,  155,  43, 
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aad  5 cases  respectively  had  37%,  40%,  51%  and  years  duration  had  an  incidence  of  41.9%.  The 
80%  incidence  of  arteriosclerotic  heart  disease.  influence  of  duration  of  diabetes  was  most  apparent 


Evidence  of  heart 

disease 

was  present  in 

35.6% 

in  cases  between  41  and  70  years  of  age. 

of  the  males  and  in 

34.7  %o 

of  the  females. 

There 

Three  hundred  and  twentj'-five  of  the  series  were 

was  no  significant  difference 

: between  the  sexes  in 

classed  as  obese  and 

175  as 

non-obese.  39.1%  of 

the  various  decades. 

the  obese  group  had 

arteriosclerotic  heart  disease 

Table  II 

Age  Group 

Mild 

Moderate 

Severe 

years 

Cases 

% Ht.  Dis. 

Cases  % Ht.  Dis. 

Cases 

% Ht.  Dis. 

11-20 

0 

0 

3 

21-30 

3 

2 

14 

31-40 

15 

6.7% 

7 

14.3% 

14 

l.\% 

41-50 

49 

14.1 

16 

18.8 

20 

35.0 

51-60 

69 

29.0 

45 

37.8 

40 

50.0 

61-70 

48 

41.7 

59 

45.8 

48 

51.2 

71-80 

23 

43.3 

12 

50.0 

8 

52.1 

81-90 

1 

2 

100.0 

2 

100.0 

Total 

208 

27.9% 

143 

39.2% 

149 

40.9% 

Degree  of 

severity 

of  diabetes  and  frequency 

of  arteriosclerotic  heart 

disease 

by  decades. 

There  were  208  mild,  143  moderate,  and  149  se- 
vere diabetics.  These  groups  showed  a 27.9%, 
39.2%,  and  40.9%  incidence  of  arteriosclerotic 
heart  disease  respectively.  This  increased  fre- 
quency with  increase  in  severity  of  diabetes  was 
seen  only  in  the  cases  over  40  years  of  age  and  was 
most  marked  in  those  cases  between  41  and  60  years 
of  age. 


as  opposed  to  27.4%  of  the  non-obese  group. 

There  was  good  control  of  diabetes  in  404  cases 
and  poor  control  in  96  cases.  These  groups  showed 
a 30.2%  and  a 55.2%  incidence  of  heart  disease 
respectively.  This  was  best  seen  in  the  5th  and  6th 
decades. 

Clinical  acidosis  occurred  in  40  cases.  There  was 
no  increase  in  the  frequency  of  arteriosclerotic  heart 


T.able  III 


Age  Group 

4 years  and  less 

5 to  9 years 

10  to  14  years 

15  years  and  more 

years 

Cases  % Ht.  Dis. 

Cases  % Ht.  Dis. 

Cases 

% Ht.  Dis. 

Cases 

% Ht.  Dis. 

11-20 

3 

0% 

0 

0% 

0 

0% 

0 

0% 

21-30 

5 

0 

4 

0 

5 

0 

5 

0 

31-40 

18 

11.1 

8 

12.5 

8 

0 

2 

0 

41-50 

41 

19.5 

17 

17.6 

13 

23.1 

14 

21.4 

51-60 

49 

28.6 

50 

40.0 

31 

45.2 

24 

37.5 

61-70 

37 

37.8 

34 

41.2 

40 

47.5 

44 

56.8 

71-80 

11 

54.5 

8 

37.5 

8 

50.0 

16 

56.3 

81-90 

0 

0 

0 

0 

1 

100.0 

4 

75.0 

Totals 

285  29.8% 

215 

41.9% 

Duration  of  diabetes  and  frequency  of  arteriosclerotic  heart  disease  by  decades. 


There  were  164  cases  with  diabetes  of  less  than 
five  years  duration;  121  cases  fell  in  the  5 to  9 year 
group;  106  were  from  10  to  15  years  duration;  and 
109  cases  were  of  15  or  more  years  duration.  The 
cases  of  less  than  10  3'ears  duration  showed  29.8%, 
arteriosclerotic  heart  disease,  and  those  of  over  10 


disease  in  this  group.  There  were  too  few  colored 
patients  in  the  series  to  justify  any  conclusions. 

Discussion 

These  results  have  been  subjected  to  statistical 
analysis  and  the  difference  in  two  groups  has  been 


Lge  Groups 

Obese 

% with 

Table  IV 
Non-Obese 

% with 

% Obese  Cases  in 

years 

Cases 

Ht.  Dis. 

Cases 

Ht.  Dis. 

Total  Ht.  Dis.  Cases 

11-20 

0 

0% 

3 

0% 

0% 

21-30 

3 

0 

16 

0 

0 

31-40 

20 

15 

16 

0 

100 

41-50 

66 

19.7 

19 

21.0 

76.5 

51-60 

105 

39 

49 

32.6 

71.9 

61-70 

103 

46 

52 

38.4 

72.2 

71-80 

25 

60 

18 

38.8 

68.2 

81-90 

3 

100 

2 

50 

75 

Totals 

325 

39.1% 

175 

27.4% 

72.6% 

Obesity  and 

the  frequency 

of  arteriosclerotic  heart 

disease  by  decades 

1949] 


Virginia  Medical  Monthly 


413 


Table  V 


Age  Group 

Good  Control 

Poor  Control 

years 

Cases 

% Ht.  Dis. 

Cases 

% Ht.  D 

11-20 

2 

0% 

1 

0% 

21-30 

13 

0 

6 

0 

31-40 

30 

6.7 

6 

16.7 

41-50 

75 

16. 

10 

50. 

51-60 

123 

28.5 

31 

71. 

61-70 

119 

43.7 

36 

55.6 

71-80 

38 

47.4 

5 

80. 

81-90 

4 

75. 

1 

100. 

Totals 

404 

30.2% 

96 

55.2% 

The  degree  of  control  of  diabetes  and  the  frequency 
of  arteriosclerotic  heart  disease  by  decades. 

considered  significant  only  where  tliis  difference  is 
more  than  twice  the  sum  of  tlie  standard  error  for 
the  two  groups.  The  influence  of  chance  is  thus  re- 
duced to  a minimum.  Several  findings  emerge  as 
significant. 

The  greater  the  duration  of  diabetes,  the  higher 
the  incidence  of  arteriosclerotic  heart  disease.  This 
is  shown  in  this  series  by  a significant  difference  in 
the  frequency  of  heart  disease  in  cases  with  diabetes 
of  less  than  ten  years  duration  and  in  cases  of  ten 
or  more  years  duration.  Root^  states  that  an  ex- 
posure to  dialretes  of  several  years  duration  is  an 
important  factor  in  the  development  of  angina  pec- 
toris and  finds  that  the  frequency  of  ang'na  trebles 
in  the  second  ten  years  of  diabetes.  In  autopsies 
V’arren®  found  advanced  arteriosclerosis  in  all  cases 
of  over  15  years  duration  and  Rabinowitch^  believes 
that  the  duration  of  diabetes  is  the  most  important 
factor  determining  the  frequency  of  arteriosclero- 
s:s.  Even  more  striking  are  the  findings  in  a recent 
report  of  autopsies  by  Millard  and  Rcot.^  In  seven 
diabetics  with  onset  between  10  and  18  years  of 
age  and  a duration  of  14  to  20  years,  all  cases 
showed  marked  arteriosclerosis  of  the  coronary  ar- 
teries. In  contrast  to  these  were  five  cases  with  on- 
set between  11  and  27  years  of  age  and  a duration 
of  less  than  six  years,  none  of  which  showed  sig- 
nificant coronar}’  arteriosclerosis. 

There  is  a significantly  higher  incidence  of  ar- 
teriosclerotic heart  disease  in  moderate  and  severe 
diabetics  than  in  mild  diabetics.  This  has  not  been 
found  in  autopsy  studies,  and  Stearns,  Schlesinger, 
and  Rudy,®  as  well  as  Hart  and  Lisa,^  state  that  the 
severity  of  coronary  arteriosclerosis  is  not  correlated 
with  the  severity  of  diabetes.  Dolger,®  in  a clinical 
study  of  200  diabetics  of  25  years  duration,  found 


that  severity  of  diabetes  had  no  influence  on  the 
incidence  of  arteriosclerosis.  That  the  clinical  evi- 
dence of  coronary  arteriosclerosis  is  influenced  by 
the  severity  of  diabetes  is  shown,  however,  by  this 
series  where  40%  of  292  cases  of  moderate  and  se- 
vere diabetes  had  evidence  of  coronary  arteriosclero- 
sis and  only  28%  of  208  mild  diabetics  had  such 
findings. 

The  presence  of  obesity  in  diabetics  favors  a 
higher  incidence  of  arteriosclerotic  heart  disease. 
The  percentage  of  obese  diabetics  with  evidence  of 
arteriosclerosis  increased  with  increase  in  age,  as 
would  be  expected,  and  was  significantly  greater 
than  the  percentage  of  cases  of  arteriosclerosis  in 
the  non-obese  group.  Of  greater  interest,  however, 
was  the  fact  that  a high  percentage  of  the  cases 
with  arteriosclerosis  in  each  decade  were  obese, 
and  that  this  was  most  marked  in  the  younger  cases. 
Thus,  all  cases  with  arteriosclerotic  heart  disease 
in  the  31  to  40  year  age  period  were  obese.  This 
proportion  decreased  in  succeeding  decades,  so  that 
only  68%  of  the  cases  with  arteriosclerosis  in  the 
eighth  decade  were  obese.  It  seems,  then,  that 
obesity  not  only  favors  the  development  of  arterio- 
sclerotic heart  disease  but  also  favors  its  appearance 
at  an  early  age. 

There  is  no  significant  difference  between  the  fre- 
quency of  arteriosclerotic  heart  disease  in  male  and 
female  diabetics.  This  has  been  noted  in  several 
studies  of  autopsy  material®  and  is  in  marked  con- 
trast to  the  preponderance  of  arteriosclerosis  in  the 
males  of  the  non-diabetic  population.^® 

There  is  a difference  of  opinion  in  the  literature 
as  to  the  influence  of  close  control  of  diabetes  on  the 
development  of  arteriosclerosis.  In  autopsy  mate- 
rial, Milland  and  Root®  found  that  cases  showing 
most  marked  arteriosclerosis  had  had  poorly  con- 
trolled diabetes.  Ricketts^^  believes  that  hypergly- 
cemia is  harmful  to  the  diabetic  patient,  and 
others^^’^®  share  this  view.  Lawrence^*  and  Tolstoi,^® 
however,  find  no  reason  to  believe  that  hyj>ergly- 
cemia  causes  premature  onset  of  arteriosclerosis  in 
the  diabetic,  and  Sindoni^®  states  that  a postprandial 
blood  sugar  level  below  170  mg.%  probably  con- 
tributes to  or  causes  the  vascular  injury.  The  final 
iinswer  to  this  question  will  not  be  given  until  the 
nature  of  diabetes  and  of  arteriosclerosis  are  better 
known.  This  series,  however,  shows  that  diabetics 
with  poor  control  have  a significantly  higher  inci- 
dence of  arteriosclerotic  heart  disease  and  that  this 
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is  best  seen  in  cases  between  the  ages  of  41  and  60 
years. 

In  conclusion,  it  appears  that  four  of  the  factors 
considered  in  this  study  favor  the  development  of 
arteriosclerotic  heart  disease.  These  are:  (1)  obes- 
ity, (2)  diabetes  of  ten  or  more  years  duration, 

(3)  diabetes  of  moderate  or  severe  degree,  and 

(4)  poorly  controlled  diabetes. 
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Discussion 

Dr.  j.  Edwin  Wood,  Jr.,  Charlottesville:  Dr.  Bailey 
has  shown  the  acceleration  of  arteriosclerotic  heart  dis- 
ease associated  with  diabetes.  As  a matter  of  fact,  it  is 
even  more  striking  in  the  remainder  of  the  vascular 
tract.  Dr.  Mulholland  kindly  gave  me  a study  reported 
in  October,  19+7,  on  the  relationship  between  vascular 
and  metabolic  disease.  The  leading  paper  of  this  group 
was  by  Dr.  Priscilla  White,  of  the  New  England  Deaconess 
Hospital.  These  cases  started  quite  young  with  diabetes. 
It  was  shown  that  in  these  young  adults  with  long  stand- 
ing diabetes  the  incidence  of  coronary  disease  was  8 per 
cent;  nephritis  50  per. cent;  retinal  hemorrhage  80  per 
cent;  retinal  sclerosis  85  per  cent.  These  patients  were 
not  over  thirty-nine  years  of  age  and  had  suffered  from 
diabetes  fifteen  to  twenty  years.  So  that  diabetes  is 
definitely  associated  with  progressive  vascular  disease 
even  in  very  young  people. 

Dr.  Bailey  has  shown  us  that  diabetes  alone  is  bad 
enough,  but  his  data  strikingly  indicate  that  diabetes 
with  obesity  is  decidedly  worse,  particularly  in  young 
adults. 

Others  are  better  qualified  to  discuss  the  difference  in 
the  management  and  control  of  diabetes,  but  I remember 
that  some  years  ago  it  was  thought  wise  to  keep  car- 
bohydrate as  low  as  possible  and  make  up  calories  with 
a very  high  fat  diet,  which  is  the  exact  antithesis  of  what 
we  do  today.  You  remember,  further,  that  the  regime 
of  high  fat  and  low  carbohydrate  apparently  led  to  in- 
ferior results  when  compared  to  what  we  get  today,  with 
a relatively  high  carbohydrate  high  protein  diet  and  rela- 
tively low  fat.  Many  of  the  cases  in  Dr.  Priscilla  White’s 
series  must  have  had  both  types  of  treatment  and  further 
work  is  necessary  in  this  regard. 

The  solution  of  this  problem  is  more  than  the  solution 
of  the  problem  of  diabetes.  Considerable  light  has  been 
thrown  on  arteriosclerosis  itself,  and  while  it  may  not 
hav'e  solved  the  whole  problem,  it  will  at  least  be  the 
opening  wedge.  We  may  at  least  look  forward  to  some 
control  of  progressive  vascular  disease  with  diabetes. 

Dr.  H.  B.  Mulholland,  Charlottesville:  I have  been 
very  much  interested  in  Dr.  Bailey’s  paper  and  also  in 
Dr.  Wood’s  discussion.  It  does  seem  that  there  are 
quite  a few  points  that  should  be  emphasized.  Dr.  Wood 
has  just  mentioned  the  fact  that  arteriosclerosis,  by  and 
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large,  in  diabetics  is  similar  to  arteriosclerosis  in  non- 
diabetics; and  therefore  an  insight  into  the  causes  of 
arteriosclerosis  in  diabetics  might  throw  some  light  on  the 
important  subject  of  arteriosclerosis  in  non-diabetics. 

The  matter  of  obesity  and  the  question  of  diet  have 
been  touched  upon,  and  I am  glad  that  Dr.  Wood  brought 
out  this  point,  namely,  that  perhaps  some  of  Priscilla 
White’s  and  Dr.  Dolger’s  patients  who  have  had  diabetes 
for  twenty  or  twenty-five  years  undoubtedly  started  at 
the  time  when  we  used  a regime  of  treatment  with  a low 
carbohydrate  and  high  fat  diet,  which  may  have  had 
something  to  do  with  the  high  incidence  of  arteriosclerosis. 
We  cannot  be  certain,  but  it  is  a possibility  to  be  con- 
sidered in  discussing  these  series  of  cases. 

The  group  working  on  arteriosclerosis  at  Bellevue  in 
New  York  has  shown  that  many  people  who  come  to 
autopsy  table  in  an  emaciated  state  were  obese  before 
their  last  illness;  and  they  also  seem  to  have  shown  that 
there  has  been  a disappearance  of  cholesterol  from  the 
arteriosclerotic  plaques  and  blood  vessels  of  those  in- 
dividuals during  their  last  illness,  indicating  that  the 
loss  of  weight  which  occurred  at  that  time  has  been 
associated  with  some  change  in  cholesterol  metabolism. 
I think  that  the  most  interesting  problem  being  studied 
is  that  of  cholesterol  metabolism,  which  is  being  attacked 
by  many  individuals.  Dr.  Ricketts,  of  Chicago,  is  con- 
ducting a series  of  experiments  which  now  have  gone  on 
for  several  years  on  dogs  with  diabetes  control  and 
without  control.  To  rule  out  hereditary  factors,  he  is  using 
a pure  strain  of  beagle  hounds.  The  results  of  this  study, 
of  course,  will  not  be  known  for  some  years. 

May  I repeat  that  this  has  been  a very  interesting 
paper.  I should  like  to  ask  if  anybody  knows  of  any 


similar  series  of  cases  of  obese  non-diabetic  individuals 
who  have  been  studied  and  whether  there  is  a similar 
high  incidence  of  arteriosclerosis  and  arteriosclerotic  heart 
disease  in  these  obese  non-diabetic  individuals. 

Dr.  Wm.  R.  Jordan',  Richmond:  I should  like  to  make 
just  two  or  three  comments.  One  is  that  I think  a study 
such  as  this  will  help  us  to  understand  better  the  degen- 
erative diseases,  which  seem  to  be  our  chief  problem  at 
present. 

Two  things  rather  stand  out.  One  is  that  in  estimating 
the  influence  of  any  one  causative  factor  one  must  rule 
out  other  more  important  factors.  For  example  here,  the 
way  arteriosclerosis  is  influenced  by  age  is  far  greater 
than  any  other  single  factor  we  know  of.  Unless  we 
take  a younger  age  group,  say  thirty  to  sixty  years,  I do 
not  think  we  can  properly  estimate  the  other  factors.  I 
think  Dr.  Bailey’s  slides  brought  that  out. 

The  difference  between  this  paper  and  others  read  by 
Dolger  and  Tolstoi,  et  al.,  is  that  some  of  them  are  very 
pessimistic.  We  read  that  control  has  nothing  to  do  with 
it,  that  diet  has  nothing  to  do  with  it,  that  duration  alone 
will  determine  it.  Of  these  factors  which  Dr.  Bailey 
mentioned — duration,  severity  of  the  disease,  control,  and 
obesity — we  have  two  absolutely  under  our  control.  They 
are  the  blood  sugar  and  the  weight.  We  cannot  influence 
the  duration,  and  often  cannot  influence  the  degree  of 
severity.  There  is,  however,  some  evidence  that  prompt 
and  continuous  control  of  diabetes  does  make  it  milder, 
and  that  does  give  us  a ray  of  hope. 

I certainly  enjoyed  the  paper. 

Dr.  Bailey,  closing  the  discussion:  I should  like  to 
thank  Dr.  Jordan  and  Dr.  Mulholland  and  Dr.  Wood 
for  their  discussion. 


New  Upjohn  Branch  in  Philadelphia. 

With  the  acquisition  of  25,500  square  feet  of  space 
on  the  seventh  floor  of  the  Terminal  Commerce 
Building,  401  North  Broad  Street,  a new  Philadel- 
phia Branch  of  The  Upjohn  Company  will  be  in 
operation  on  or  about  July  1,  1949.  This  branch 
will  serve  eastern  Pennsylvania,  southern  New  Jer- 
sey, Delaware,  Mart-land,  Virginia,  northern  North 


Carolina,  and  the  District  of  Columbia,  all  of  which 
were  formerly  in  the  New  York  branch.  The  unique 
facilities  of  the  Terminal  Commerce  Building,  viz., 
rail  sidings  under  the  building,  under-cover  truck 
docks,  and  a post  office  within  the  building,  plus 
the  central  location  of  the  branch  in  Philadelphia, 
will  enable  The  Upjohn  Company  to  offer  improved 
services  to  the  druggists  in  the  branch  area. 
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AN  ANALYSIS  OF  27  REPORTED  FATALITIES  IMMEDIATELY  FOLLOWING 
THE  INJECTION  OF  A MERCURIAL  DIURETIC 


Thojiias  E.  Stanley,  M.D 

Martinsburg,  West  Virginia. 


The  purpose  of  this  paper  is  to  present  statisti- 
cal data  and  comments  on  an  analysis  of  27  cases 
which  have  been  reported  in  the  literature  in  which 
death  occurred  immediately  after  the  injection  of  a 
mercurial  diuretic.  Even  though  no  definite  con- 
clusions can  be  drawn  from  this  study,  it  is  felt  that 
the  data  as  presented  are  of  value. 

A.  Sex: 

Fourteen  deaths  occurred  in  males  and  13 


deaths  occurred  in  females. 

B.  Age: 

0—20  years 5 deaths 

20 — 40  years 4 deaths 

40 — 60  years 11  deaths 

60 — 80  years 7 deaths 

C.  Clinical  Diagnosis: 

Congestive  heart  failure 9 cases 

Nephritis  4 cases 

Arteriosclerosis 4 cases 

Rheumatic  heart  disease 3 cases 

Nephrosis  3 cases 

Myocardial  infarction 3 cases 

Hypertensive  cardiovascular 

disease  3 cases 

Arteriosclerotic  heart  disease 3 cases 

Nephritis,  nephrotic  stage 2 cases 

Angina  pectoris 2 cases 

Congenital  heart  disease 2 cases 

Diabetes  2 cases 

Tabes  dorsalis 1 case 

Ventricular  aneurA'sm 1 case 

Pulmonary  infarction 1 case 

Syphilitic  heart  disease 1 case 

Aortic  insufficiency 1 case 

Post-rheumatic  and  post-thyrotoxic 

heart  disease 1 case 

Cirrhosis  of  the  liver 1 case 

Myxedema  1 case 

No  diagnosis  1 case 


D.  Laborator}’  and  Physical  Findings: 

From  the  Medical  Service  of  the  Newton  D.  Baker 
Veterans  Administration  Hospital. 

Published  with  permission  of  the  Chief  Medical  Direc- 
tor, Department  of  Medicine  and  Surgery,  Veterans  Ad- 
ministration, who  assumes  no  responsibility  for  the  opin- 
ions expressed  or  the  conclusions  drawn  by  the  authors. 


Edema  13  cases 

Urinary  albumen  3 plus  or  more 12  cases 

Hypertension 12  cases 

Normal  blood  pressure  9 cases 

Enlarged  liver 8 cases 

Urinary  sp.  gr.  1.028  or  less 8 cases 

Pulmonary  congestion 8 cases 

Cardiac  enlargement 7 cases 

Cardiac  arrlHdhmias  7 cases 

Ascites 7 cases 

Leukocytosis 6 cases 

Secondary  anemia 5 cases 

Total  plasma  proteins  less  than  5 

gms.  per  100  cc. 5 cases 

Blood  urea  nitrogen  20  mg.  or  more  4 cases 

Hydrothorax 4 cases 

Myocardical  infarction 3 cases 

Oliguria 3 cases 

Dyspnea  2 cases 

Cyanosis 2 cases 

Angina  pectoris 2 cases 

Anasarca 2 cases 

Polycythemia  1 case 

No  diagnosis 3 cases 

E.  Mercurial  Diuretic  Used  Immediately  Preced- 

ing Death: 

IMercupurin 9 cases 

Salyrgan 7 cases 

Neptal 3 cases 

Esidrone  2 cases 

Salyrgan  and  Theophylline 2 cases 

Neptal  diluted  to  10  c.c.  with  nor- 
mal saline  1 case 

Neptal  diluted  to  5 c.c.  with  dis- 
tilled water 1 case 

Neptal  diluted  to  2 c.c.  with  nor-. 

mal  saline  1 case 

Mersalyl  diluted  to  10  c.c.  with 

normal  saline  1 case 

F.  Amount  of  Mercurial  Diuretic  Used  Immedi- 

ately Preceding  Death: 

1 c.c. 4 cases 

2 c.c. 18  cases 

3 c.c. 1 case 
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4 c.c. 2 cases 

5 c.c. 1 case 

Not  reported  1 case 

G.  Route  of  Administration  of  Mercurial  Diuretic 

Immediately  Preceding  Deatly 

Intravenous 26  cases 

Not  reported  1 case 

H.  Mercurial  diuretics  had  been  used  j^rior  to  the 

dose  immediately  preceding  death  in  23  cases. 
Death  occurred  with  the  first  injection  of  a 
mercurial  diuretic  in  4 cases. 

I.  Routes  of  Administration  Previously  Used: 


Intravenous 19  cases 

Intramuscular 2 cases 

Rectal  and  intravenous 1 case 

Not  re{X)rted  2 cases 

J.  Previous  Doses  Used: 

.3  to  1 c.c. 1 case 

1 c.c. 7 cases 

2 c.c. 10  cases 

Not  reported 1 case 

K.  Reactions  Following  Previous  Mercurial  Di- 

uretic Therapy: 

No  previous  reactions 12  cases 

Previous  7 cases 

Not  reported  4 cases 

L.  Diuretic  Response  to  Previous  Mercurial  Ther- 

apy: 

Good 11  cases 

Fair 3 cases 

Poor  6 cases 

Not  reported  3 cases 


M.  Signs  and  Symptoms  of  the  Fatal  Reaction 
\\’hich  Immediately  Followed  the  Adminis- 
tration of  the  Alercurial  Diuretic: 


Cyanosis 10  cases 

Gasping 7 cases 

Dyspnea  7 cases 

Pulse  not  detected 7 cases 

Collapse  5 cases 

Convulsions  S cases 

Unconsciousness 5 cases 

Pain  in  various  locations 5 cases 

Respiratory  difficulty  4 cases 

Ventricular  fibrillation 3 cases 

Irregularity  of  the  heart 3 cases 

Rapid  heart  action 3 cases 

Heart  not  heard 3 cases 

Vomiting 2 cases 

Flushed  face  2 cases 


Extra  systoles  1 case 

Cardiac  standstill  1 case 

'Slow  beat 1 case 

Bundle  branch  block  1 case 

Spasm 1 case 

“Jumping  of  the  heart” 1 case 

Cough  1 case 

Not  reported  1 case 


N.  Length  of  Time  After  the  Administration  of 


the  Mercurial  Diuretic  Until  the  Onset  of 
the  Reaction: 

Immediately  1 1 cases 

Few  seconds 1 case 

One-half  minute  2 cases 

One  minute  3 cases 

Two  minutes  7 cases 

Few  minutes 1 case 

Five  minutes  1 case 

Not  reported 1 case 

O.  Length  of  Time  After  the  Administration  of  the 

Mercurial  Diuretic  Until  Death: 

Immediately  8 cases 

Very  quickly  1 case 

One  minute  1 case 

Two  minutes  3 cases 

Two  and  one-half  minutes 1 case 

Three  minutes 6 cases 

Four  minutes - 1 case 

Five  minutes  2 cases 

Few  minutes  4 cases 

P.  Autopsy  Reports  Reveal: 

No  cause  for  immediate  death 14  cases 

No  autopsy  report  13  cases 


Comment 

It  is  a fact  that  death  does  sometimes  occur  im- 
mediately following  the  use  of  a mercurial  diuretic, 
and  such  deaths  do  not  bear  any  definite  relation- 
ship to  the  sex  nor  the  age  of  the  patient. 

From  the  clinical  diagnoses  it  is  noted,  as  one 
would  expect,  that  the  patient  had  either  heart  dis- 
ease or  kidney  disease,  associated  with,  or  compli- 
cated by,  other  conditions,  which  figures  can  have 
little  or  no  meaning  in  that  the  total  number  of 
like  cases  which  have  received  mercurial  diuretics 
not  followed  by  immediate  death  is  not  known. 

While  it  is  a fact  that  9 of  the  deaths  occurred 
following  the  use  of  mercupurin  and  7 of  the  deaths 
occurred  following  the  use  of  salyrgan,  no  one 
knows  the  relative  incidence  of  the  use  of  the  va- 
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rious  mercurial  diuretics;  therefore,  these  facts  can 
be  of  no  value. 

It  may  be  of  interest  to  note  that  death  occurred 
in  4 cases  following  the  use  of  diluted  mercurial 
diuretics. 

Of  the  27  cases  reported,  more  than  1 c.c.  of  the 
drug  was  used  in  21  cases  immediately  preceding 
death,  and  in  1 case  the  amount  of  the  drug  used  at 
this  time  was  not  reported. 

To  be  noted  is  the  fact  that  26  deaths  followed 
the  intravenous  route  of  administration.  (In  1 case 
the  route  of  administration  was  not  reported).  How- 
ever, no  figures  are  available  which  would  enable 
one  to  say  what  percentage  of  mercurial  diuretics 
are  given  by  this,  and  by  other  routes. 

From  the  laboratory  and  physical  findings  that 
have  been  reported  in  the  literature  concerning  these 
cases,  no  definite  impression  can  be  reached  since 
it  is  to  be  noted  that  in  3 cases  no  such  rep>ort  was 
made  and  in  19  cases  pertinent  data  were  lacking. 

The  fact  that  4 deaths  occurred  in  persons  who 
had  never  before  received  mercurial  diuretic  ther- 
apy would  tend  to  make  one  question  the  theory  that 
death  in  such  cases  may  be  due  to  an  acquired  sen- 
siti\dty  to  the  drug. 

Of  the  23  persons  who  had  previously  received 
this  type  of  therapy,  2 had  not  previously  received 
it  by  the  intravenous  route,  thus  bringing  to  6 the 
total  number  of  cases  who  died  immediately  follow- 
ing the  first  intravenous  administration  of  the  drug. 
To  be  noted  also  is  the  fact  that  of  the  27  deaths 
reported,  only  10  had  previously  received  as  large 
a dose  as  2 c.c. 

Seven  of  the  23  cases  which  had  previously  re- 
ceived mercurial  diuretic  therapy  are  reported  to 
have  had  reactions  of  various  forms  following  its 
administration,  upon  one  or  more  occasion.  It  may 
also  be  noted  here  that  only  11  persons  in  this  se- 
ries of  cases  had  previously  experienced  a good 
diuretic  response  following  the  administration  of 
the  drug. 

In  24  instances  the  reaction  immediately  follow- 
ing the  administration  of  the  drug  was  accompanied 
by  signs  and/or  symptoms  referable  to  abnormal 
heart  action,  which  may  tend  to  support  the  theory 
that  sudden  death  following  the  use  of  mercurial 
diuretics  may  be  due  to  rhythmic  disturbances  of 
the  heart,  such  as  ventricular  tachycardia,  ventri- 
cular flutter  and  ventricular  fibrillation. 

It  is  shown  that  the  interval  between  the  time  of 


the  administration  of  the  drug  until  the  onset  of 
the  reaction  varied  from  one-half  to  5 minutes, 
with  1 case  reported  as  a few  minutes  and  1 not 
reported;  also  that  the  interval  between  the  time  of 
the  administration  of  the  drug  until  death  varied 
from  immediate  to  as  long  as  5 minutes,  with  1 
case  reported  as  a few  minutes  and  1 not  reported. 
While  these  facts  may  not  materially  add  to  the 
idea  that  death  in  such  cases  is  the  result  of  a dis- 
turbance in  cardiac  rhythm,  fhey  likewise  do  not  de- 
tract from  that  view  point. 

Autopsy  reports  were  available  in  14  of  the  27 
cases,  and  in  no  report  was  a cause  for  sudden  death 
suggested. 

While  no  definite  conclusions  can  be  drawn  from 
the  study,  the  following  suggestions  may  be  in 
order ; 

1.  That  the  intravenous  route  of  administration 
be  omitted  when  satisfactory  diuresis  can  be  ob- 
tained by  other  routes; 

2.  That  the  smallest  dose  of  a mercurial  di- 
uretic w'hich  will  produce  the  desired  response  is 
the  dose  of  choice; 

3.  And,  particularly,  to  avoid  the  intravenous 
route  of  administration,  whenever  practical,  in  those 
persons  who  have  previously  experienced  undesir- 
able reactions  following  the  same. 

References 

1.  Barker,  M.  Herbert;  Lindberg,  Howard  A.,  and 

Thomas,  Morris  E.:  Sudden  Death  and  Diuretics, 
J.A.M.A.  119:1001-1004,  July  25,  1942. 

2.  Brown,  ' George ; Friedfeld,  Louis;  Kissin,  Milton; 

Model!,  Walter,  and  Sussman,  Ralph  M.:  Deaths 
Immediately  Following  the  Intravenous  Use  of 
Mercupurin,  J.A.M.A.  119:1004-1005,  July  25,  1942. 

3.  Evans,  H.,  and  Perry,  K.  M.  A.:  Immediate  Death 

After  Use  of  Mercurial  Diuretics,  Lancet  1 :576- 
578,  May  8,  1943. 

4.  Greenwald,  H.  M.,  and  Jacobson,  S. : Sudden  Death 

Due  to  Mercurial  Diuretics,  J.  Fed.  79:540-546,  Oc- 
tober, 1937. 

5.  Moor,  Frewen:  Sudden  Death  After  Intravenous  In- 

jection, Br.  Med.  J.  2:629-630,  October  18,  1947. 

6.  Murphy,  A.:  Sudden  Death  Following  Initial  Injec- 

tion of  Mercurial  Diuretic,  Med.  J.  .Australia  1 :589- 
590,  April,  1946. 

7.  Rennie,  J.  B.:  Sudden  Death  After  Intravenous 

Neptal,  Lancet  1:53,  January  13,  1945. 

8.  Richards,  G.  G.,  and  Moench,  L.  G. : Sudden  Death 

Following  Injection  of  Mercurial  Diuretic,  Rocky 
Mt.  Med.  J.  40:535,  August,  1943. 

9.  Vaughn,  J.;  Immediate  Fatality  Following  Use  of 

Mercupurin,  J.  Fed.  21  :680-683,  November,  1942. 


1949] 


Virginia  Medical  Monthly 


419 


10.  Volini,  Italo  F. ; Levitt,  Robert  O.,  and  Martin,  Rich- 

ard: Studies  on  Mercurial  Diuresis,  J.A.M.A.  128: 
12-17,  May  5,  19+5. 

11.  VVexler,  J.,  and  Ellis,  L.  B.:  Toxic  Reactions  to  In- 


travenous Injection  of  Mercurial  Diuretics,  Am. 
H.  J.  27:86-95,  January,  1944. 

12.  Wolf,  I.  J.,  and  Bongiorno,  H.  D.:  Sudden  Death 
With  Salyrgan,  Can.  M.  Assoc.  J.  25:73-75,  July, 
1931. 


Children  and  Tuberculosis. 

Scientific  evidence  does  not  justify  the  belief  that 
children  born  of  tuberculous  parents  have  a heredi- 
tary susceptibility  to  the  disease,  says  a medical 
consultant  in  The  Journal  of  the  American  Medi- 
cal Association  (May  14th  issue). 

The  theory  that  the  child  who  has  nontubercu-  ' 
lous  ancestry  is  more  susceptible  because  of  the 
absence  of  inherited  immunity  is  also  untenable, 
he  emphasizes.  Children  of  tuberculous  mothers 
or  fathers  do  contract  more  tuberculosis  than  those 
of  the  general  population  if  they  remain  in  con- 
tact with  their ' parents,  the  consultant  explains. 
Children  of  tuberculous  parents  who  do  not  have 
contact  with  the  parents  after  birth  but  who  at 
some  subsequent  time  are  exposed  to  contagion  do 
not  contract  more  primary  tuberculosis  than  chil- 
dren under  the  same  circumstances  of  parents  not 
having  tuberculosis.  Children  of  tuberculous  par- 
ents who  subsequently  have  primary  lesions  or  tu- 
berculosis are  not  more  likely  to  have  the  acute  and 
chronic  reinfection  forms  of  the  disease  than  are 
those  from  homes  where  there  is  no  tuberculosis. 

The  belief  that  suscepibility  to  tuberculosis  is 
inherited  from  parents  having  the  disease  was  so 
firmly  implanted  in  the  minds  of  many  people  dur- 
ing the  Middle  Ages  that  it  has  been  carried  down 
to  the  present  day,  despite  overwhelming  evidence 
that  the  disease  is  caused  by  a microbe  and  is  there- 
fore contagious,  and  the  total  lack  of  scientific  evi- 
dence for  the  inheritance  theory,  the  consultant  says, 
adding: 

“The  entire  problem  resolves  itself  into  one  of 
infection  with  tubercle  bacilli,  which  usually  oc- 
curs after  birth.  All  children  have  an  effective  de- 


fense mechanism  against  the  first  invasion  of  this 
organism.  However,  this  is  not  adequate  to  destroy 
tubercle  bacilli,  and  some  of  them  subsequently 
have  clinical  tuberculosis,  regardless  of  the  pres- 
ence or  absence  of  this  disease  in  their  ancestors.” 

Treat  Psoriasis  With  Undecylenic  Acid. 

Of  41  patients  with  psoriasis,  a skin  disease 
characterized  by  patches  covered  with  silvery  white 
scales,  27  showed  improvement  after  treatment  with 
undecylenic  acid,  a drug  that  resembles  the  natural 
oils  of  the  skin,  report  two  New  York  doctors. 

Writing  in  the  July  9th  Journal  of  the  American 
Medical  Association,  Drs.  H.  Harris  Perlman  and 
Irving  L.  Milberg  of  the  Department  of  Dermatol- 
ogy and  Syphilology,  Post  Graduate  Medical  School, 
New  York  University-Bellevue  Medical  Center,  say: 

“It  appears  possible  that  the  administration  of 
undecylenic  acid  had  favorable  influence  on  the 
course  of  the  psoriasis  in  the  improved  group  ob- 
served. Much  further  investigation  will  be  needed 
before  definite  conclusions  can  be  drawn.” 

Twelve  patients  were  classified  by  the  doctors  as 
“unequivocally  improved,”  and  15  as  “somewhat 
improved.”  Ten  patients  showed  no  change  in  symp- 
toms from  treatment  with  the  drug,  and  three  had 
distinct  aggravation  of  the  disease.  Seven  of  eight 
patients  wdth  psoriatic  joint  disease  noted  relief 
from  pain. 

The  drug  was  given  by  mouth  and  caused  no 
serious  or  lasting  toxic  effects.  Mild  gastrointestinal 
disturbances  occurred,  but  in  only  one  instance  did 
these  interfere  with  the  continuation  of  treatment. 
Many  of  the  patients  had  skin  lesions  that  had  not 
responded  to  other  forms  of  treatment. 
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PUBLIC  HEALTH 


L.  J.  Roper,  ]SI.D., 

State  Health  Commissioner  of  Virginia 


The  report  of  the  Bureau  of  Communicable  Dis- 
ease Control  of  the  State  Department  of  Health  for 
June  1949  as  compared  with  the  same  month  in 
1948,  and  for  the  period  of  January  through  June 
1949  compared  with  the  same  period  in  1948,  is  as 
follows ; 

Jan.-  Jan.- 
June  June  June  June 
1949  1948  1949  1948 


Typhoid  and  paratyphoid  . 

9 

8 

40 

61 

Diarrhea  and  dysentery 

. 231 

259 

1,511 

1,652 

Measles 

.1,643 

1,301  20,470 

5,493 

Scarlet  fever 

. 43 

55 

400 

562 

Diphtheria 

. 11 

19 

72 

118 

Poliomyelitis 

1 

10 

11 

19 

Meningitis 

6 

6 

52 

52 

Undulant 

4 

8 

29 

47 

Rocky  Mountain  spotted  fever 

. 19 

17 

30 

22 

Tularemia 

5 

5 

13 

29 

Venereal  Disease  Consultation  Service 

Through  a project  sponsored  jointly  by  the  State 
Health  Department  and  the  IMedical  College  of 
Virginia  diagnostic  and  consultative  facilities  are 
available  to  Virginia  physicians  for  patients  with 
complicated  “problem”  cases  of  venereal  disease. 
This  service  is  conducted  in  the  Out-Patient  De- 
partment of  the  IHedical  College  of  ^'irginia  under 
the  supervision  of  the  consultant,  Dr.  Frank  W. 
Reynolds. 

The  facilities  of  the  Venereal  Disease  Consulta- 
tion Service  may  be  utilized  by  any  physician  in  the 
State  who  desires  a complete  diagnostic  and  con- 
sultative evaluation.  This  survey  and  evaluation 
will  include:  history,  physical  examination,  sero- 


logic tests  for  syphilis,  examination  of  the  cerebro- 
spinal fluid,  and  such  additional  laboratory  exami- 
nations and  special  consultations  as  may  be  necessary 
to  evaluate  the  case.  The  patient  then  will  be  re- 
turned to  the  referring  physician,  who  will  be  sent  a 
complete  report  of  the  examinations,  together  with 
specific  and  detailed  recommendations  for  future 
management. 

The  service  will  be  provided  free  of  charge.  It 
is  emphasized,  however,  that  the  service  does  not 
include  hospitalization  or  treatment.  The  patient, 
in  addition,  must  arrange  transportation  and  living 
costs  while  being  examined  (one  to  two  days). 

Diagnostic  service  will  be  available  upon  request 
to  physicians  on  an  apjxjintment  basis.  Request 
forms  may  be  procured  from  County  Health  De- 
partments, the  Venereal  Disease  Section  of  the  State 
Health  Department  and  the  Venereal  Disease  Con- 
sultation Service  of  the  Medical  College  of  Virginia. 

The  Venereal  Disease  Consultation  Service  which 
was  organized  in  May  1949  is  now  in  full  opera- 
tion. Patients  for  diagnostic  and  consultation  sur- 
veys have  been  referred  from  local  health  units  and 
from  private  practitioners.  Complete  reports  have 
been  sent  to  the  referring  physician,  together  with 
specific  recommendations  for  the  future  management 
of  the  case.  Pertinent  references  to  the  medical 
literature  and  reprints  have  been  enclosed  whenever 
it  seemed  to  be  desirable  to  do  so. 

Suggestions,  comments  and  criticisms  designed  to 
make  this  service  of  maximum  usefulness  to  the 
physicians  of  the  State  will  be  welcomed. 
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MEDICAL  SOCIETY  OF  VIRGINIA 


PUBLIC  RELATIONS 

Henry  S.  Johnson,  Directo) 


Extension  of  Hospital  Facilities. 

One  of  the  major  concerns  of  the  Virginia  Coun- 
cil on  Health  and  IMedical  Care  is  a plan  for  more 
hospital  beds  and  health  center  expansion. 

.According  to  Report  No.  6 issued  in  June  1949 
by  the  Virginia  Council  on  Health  and  Medical 
Care,  the  program  is  expanding  under  funds  pro- 
vided by  the  Hill-Burton  Act.  Seventeen  localities 
have  raised  funds  to  match  those  appropriated  by 
the  1948  General  Assembly  of  Virginia  for  this 
purpose. 

However  the  Virginia  Hospital  Survey  discloses 
the  need  for  additional  expansion  and  six  other  lo- 
calities are  on  the  .A-priority  list  while  many  are  on 
the  B-priority  list. 

Hospital  and  health  center  construction  will  also 
be  needed  in  other  areas.  Localities  most  in  need  of 
these  facilities  are  frequently  unable  to  raise  their 
part  of  the  funds  thus  necessitating  additional 
state  funds. 

It  is  said  that  about  $4,000,000  of  federal  funds 
will  be  available  in  the  next  two  years  when  funds 
are  available  in  Virginia  to  match  these  funds. 

Virginia  Pharmacists  Convention. 

.Attending  the  Virginia  Pharmaceutical  .Associa- 
tion convention  in  Roanoke  in  June,  1949,  were 
Dr.  Harold  W.  Miller,  Woodstock,  Aurginia,  Presi- 
dent of  the  Northern  Virginia  Medical  Society,  as 
a representative  of  the  Medical  Society  of  Virginia, 
and  Henr}’  S.  Johnson,  Director  of  Public  Relations. 

Both  were  given  prominent  places  on  the  pro- 
gram and  it  is  expected  that  Dr.  Aliller’s  paper  will 
api^ear  in  an  early  issue  of  the  Virginia  Phanna- 
cists’  monthly  publication  {''The  Virginia  Phar- 
macist'^) . 

Senators  and  Congressmen  Contacted. 

Telegrams  were  sent  on  June  2,lrd  and  June  24th 
from  the  Public  Relations  Department  of  the  Medi- 


cal Society  of  Virginia  to  our  representation  in 
Washington  urging  their  effort  in  the  defeat  of 
House  Bills  2892  and  2893,  and  also  Senate  Bill 
1411  (Section  C) . 

House  Bill  2892  proposes  the  inclusion  of  weekly 
])ayments  in  the  event  of  disability  and  House  Bill 
2893  proposes  bringing  self-employed  persons  un- 
der social  security  now  covering  employees. 

Senate  Bill  1411  (Section  C)  proposes  free  medi- 
cal care  to  all  school  children  from  the  age  of  five 
to  seventeen  years,  regardless  of  financial  status. 

Your  Public  Relations  Committee  feels  that  the 
members  of  the  Society  should  have  this  informtion 
in  order  that  the  local  societies  and  members  may 
follow  through  with  additional  communications  in 
opposition  to  these  Bills. 

.Also  a letter  was  sent  to  the  Council  and  to  mem- 
bers of  the  District  Council  informing  them  of  this 
action. 

Survey  of  the  Medically  Indigent. 

.A  surv'ey  to  collect  pertinent  data  concerning  the 
problem  of  adequate  care  for  the  medically  indigent 
of  Smyth  County  was  recently  initiated  by  the  Smyth 
County  Aledical  Society. 

.A  committee  of  six  doctors  headed  by  Dr.  R.  C. 
Potter  conducted  the  survey  and  presented  its  tabu- 
lated results  and  recommendations  to  the  Society. 
A final  analysis  of  the  figures  showed  that  Smyth 
County  was  not  out  of  line  in  comparison  with 
other  counties  in  providing  medical  aid  for  indigents. 

With  this  in  mind  a series  of  resolutions  were 
submitted  to  the  Smyth  County  Medical  Society  for 
adoption  which  if  accepted,  they  believe,  would  serve 
as  a working  plan  for  the  improvement  of  the  medi- 
cal care  of  the  medically  indigent. 

Pharmacists  Pass  Resolution. 

The  Ahrginia  Pharmaceutical  .Association  at  it.- 
68th  annual  convention  held  at  Roanoke,  Virginia, 
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in  June  passed  a resolution  opposing  any  form  of 
socialized  medicine  or  Compulsory  health  in- 
surance. 

In  passing  this  resolution  their  name  was  added 
to  the  steadily  growing  list  of  prominent  organiza- 
tions in  the  state  that  have  gone  on  record  in  oppo- 
sition to  government  controlled  medicine. 

Thus  another  strong  force  is  willing  to  stand  up 
and  be  counted  and  offer  its  services  in  the  preserva- 
tion of  our  present  system  of  medical  care  and  in- 
dividual enterprise  in  America. 

Local  medical  societies  that  have  advised  this 


office  that  they  have  adopted  a resolution  opposing 
compulsory-  health  insurance  include:  Albemarle, 
Lynchburg,  Loudoun,  Norfolk  and  Williamsburg- 
J ames  City. 

Other  organizations  that  have  adopted  similar 
resolutions  include:  The  State  Federation  of  Busi- 
ness and  Professional  Women’s  Club,  The  Cul- 
peper Lions  Club,  The  Life  Insurers  Conference, 
The  Norfolk  Association  of  Commerce,  The  Vir- 
ginia Association  of  Insurance  Agents,  The  Vir- 
ginia Baptist  Hospital  and  The  Virginia  State  Cham- 
ber of  Commerce. 


CORRESPONDENCE 


Zollikoferia — Floral  Eponym. 

To  THE  Editor: 

Having  read  with  interest  in  the  ‘‘Virginia  Medi- 
cal Monthly”  (June  1949,  page  274)  the  note 
about  the  “Floral  Eponym”  Zollikoferia,  I looked 
up  the  subject  in  Meyer’s  encyclopaedia  published 
in  1858. 

It  appears  that  Blake’s  information  about  Zol- 
likofer’s  nationality  is  correct,  but  that  Pritzel’s 
statement  about  his  legal  activity  should  be  rectified 
by  indicating  that  Zollikofer  was  a physician.  Ac- 


cording to  Meyer  De  Candolle  dedicated  the  floral 
eponym:  “Zollikoferia”  to  two  genera  of  the  com- 
positae  Cichoriaceae,  because  Zollikofer  published 
in  1928  a tentative  alpine  flora  of  Switzerland. 

I take  the  liberty  of  submitting  these  data,  be- 
cause I am  interested  in  botany  and  history,  al- 
though professionally  I am  a dermatologist. 

Karl  G.  Zwick,  M.D. 

Cincinnati,  Ohio 
June  18,  1949 
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EDITORIALS 


Walter  Reed  (1851-1902) 


HE  Medical  Society  of  Virginia  owns  a story  and  a half  hut  with  the  high  sound- 


ing  name  of  “Belroi”.  It  is  located  on  the  outskirts  of  Gloucester  Court  House  and 
is  reverently  cared  for  by  a Committee  composed  of  Drs.  J.  W.  Smith,  J.  D.  Clements 
and  Clarence  Porter  Jones  and  the  ladies  of  the  Mid-Tidewater  Auxiliary.  In  1851 
this  hut  was  the  temporary  Methodist  parsonage  and  it  was  here  on  September  13th 
that  Walter  Reed  was  bom,  the  youngest  of  six  children.  His  father  was  the  Rev. 
Lemuel  Reed,  a North  Carolinian  of  English  descent  and  his  mother  was  Pharaba 
White,  a daughter  of  a North  Carolina  planter,  who  also  came  of  a good  English 


family. 


A circuit  rider  and  a physician  have  much  in  common  in  the  way  of  hardships  and 
devotion  to  duty,  and  so  the  future  conqueror  of  yellow  fever  began  life  in  almost  a 
medical  atmosphere.  One  of  the  older  brothers  went  into  the  Methodist  ministry  and 
was  for  four  years  our  pastor.  He  was  lovingly  called  “One  arm  Reed”  because  one 
of  his  arms  was  shot  away  at  the  Battle  of  Sharpsburg.  This  man’s  simple  faith  and 
manliness  endeared  him  to  all  with  whom  he  came  in  contact.  These  qualities  were 
characteristic  of  the  family. 

The  Rev.  Lemuel  Reed  held  various  charges  in  the  Virginia  Conference.  When 
Walter  was  six  years  old  he  began  his  schooling  with  Mrs.  Booker  in  Farmville.  When 
he  was  fifteen  years  of  agfe,  his  family  was  sent  to  Charlottesville  and  Walter  entered 
a private  school  kept  by  Mr.  Abbott.  At  sixteen  he  entered  the  University  of  Virginia. 
In  1869  he  graduated  in  medicine  after  a single  course  of  nine  months.  He  was  the 
youngest  medical  graduate  in  the  history  of  the  University  and  he  ranked  third  in  his 
class.  He  then  went  to  New  York  and  matriculated  at  the  Bellevue  Hospital  IMedical 
College  a year  later.  He  served  as  an  interne  in  several  hospitals  in  New  York  and 
Brooklyn.  Next  he  became  an  inspector  for  the  Brooklyn  Health  Department.  While 
he  was  in  Brookl}n  one  of  the  Blincoe  boys’  thought  it  was  a good  time  for  him  to  see 
New  York.  Arriving  in  New  York  before  going  to  Brooklyn,  he  stopped  in  a saloon 
kept  by  John  L.  Sullivan  for  a glass  of  beer.  When  he  got  to  Brooklyn  he  said, 
“Uncle  Walter,  shake  the  hand  that  shook  the  hand  of  John  L.  Sullivan”  and  with  a 
twinkle  in  his  eye.  Uncle  Walter  replied,  “Look  in  the  eyes  that  have  looked  in  the 
eyes  of  Buffalo  Bill.” 

His  first  assignment  as  an  Army  Surgeon  was  in  Arizona  and  for  eighteen  years 
with  three  intermissions  he  was  stationed  on  what  w’as  then  a frontier.  There  he 
learned  the  ways  of  the  Army  and  also  practiced  medicine  on  the  nearby  settlers  and 
Indians.  In  1881  when  he  was  stationed  for  a short  time  at  Fort  McHenry,  Balti- 
more, he  studied  physiology  at  the  Johns  Hopkins  University.  In  1890-91  he  was 
again  stationed  in  Baltimore  as  examiner  of  records.  By  this  time  the  Johns  Hopkins 
Hospital  had  started  and  Walter  Reed  put  in  practically  all  his  time  in  studying  the 
new  science  of  bacteriology  under  Dr.  Welch  in  the  department  of  pathology.  Here  he 
soon  made  a place  for  himself  among  his  fellow  workers  and  it  was  recognized  that 
he  had  unusual  aptitude  for  the  work  he  had  undertaken.  In  1891  he  was  sent  to 
Dakota  but  was  recalled  in  1893  and  assigned  as  curator  of  the  Army  Medical  Mu- 
seum and  professor  of  bacteriology  and  clinical  microscopy  in  the  newly  established 
Army  Medical  School. 

From  this  point  his  career  is  well  known  throughout  the  world.  When  typhoid  fever 
broke  out  in  the  military  camps  in  the  Spanish  American  War,  he  headed  a commis- 
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sion  of  investigation.  The  outcome  was  two  large  authoritative  volumes  on  the  epi- 
demiology of  typhoid  fever.  The  practical  outcome  was  a knowledge  of  flies  in  the 
spread  of  the  disease  and  the  revision  of  the  Army  regulations  giving  die  medical 
officers  authority  in  sanitary  matters.  Important  as  was  the  work  of  the  typhoid  com- 
mission, it  was  only  preliminary  to  the  great  work  of  the  United  States  Army  Special 
Yellow  Fever  Board  of  which  he  was  the  head. 

The  stor\’  of  the  conquest  of  yellow  fever  has  been  told  many  times  by  many  people. 
None  has  told  it  better  than  Dr.  Philip  S.  Hench  of  the  Mayo  Clinic.  Furthermore 
Dr.  Hench  has  discovered  new  details  in  the  story  and  has  corrected  a mistake  of  35 
years  standing  in  the  location  of  Camp  Lazear.  The  work  of  the  Yellow  Fever  Board 
lasted  eight  months  and  three  months  later  Gorgas  had  freed  Havana  from  the  disease 
for  the  first  time  in  150  years. 

The  story  of  the  conquest  of  yellow  fever  is  especially  dear  to  the  American  heart. 
From  ever}^  aspect  it  is  tiqiically  American.  In  the  first  place,  it  was  a brilliant 
acchievement  of  American  medicine.  Everyone  who  had  made  advancement  in  the 
mosquito  theory — Nott,  Carter,  Finlay,  Agramonte,  Lazear  and  Reed  were  Americans 
(including  Cuba).  In  the  second  place,  it  exemplified  the  extraordinary  bravery  of 
the  American  soldier  who  voluntarily  and  without  pay,  submitted  to  the  necessary  ex- 
periments. Thirdly,  this  essentially  American  plague  had  been  endemic  in  the  West 
Indies  whence  it  periodically  invaded  the  cities  of  the  Atlantic  Seaboard  and  the  Gulf 
States,  paralyzing  commerce  and  striking  terror  into  the  hearts  of  the  people;  and 
fourthly,  the  control  of  this  scourge  and  its  twin,  malaria,  enabled  American  engineers 
to  dig  the  Panama  Canal  where  French  engineers  had  previously  failed. 


The  Atlantic  City  Meeting  of  the  A.M.A. 


HE  Annual  Meeting  of  the  American  Medical  Association  is  the  occasion  of  the 


gathering  together  of  countless  doctors  from  all  over  the  world.  Groups  that 
could  not  otherwise  attract  a quorum  arrange  their  meetings  at  or  near  this  time  in 
order  to  have  a successful  meeting.  It  seemed  to  us  that  there  were  more  such  gather- 
ings this  year  than  usual.  Certainly  we  had  more  difficulty  in  getting  them  all  in. 
There  should  lie  some  coordinating  agency  through  which  these  meetings  could  clear, 
such  as  is  done  with  debutante  parties  in  most  cities.  The  mellow  sunshine,  balmy 
breezes  and  peaceful  ocean  were  other  distractions.  It  was  difficult  to  resist  the  lure 
of  the  boardwalk  and  partake  of  the  strenuous  mental  fare  offered  in  the  Convention 
Hall  and  the  various  sectional  meeting  places. 

No  one  person  could  hope  to  give  an  adequate  report  of  the  arduous  week.  Wc 
understand  that  the  House  of  Delegates  was  unusually  busy.  The  fifth  annual  con- 
ference of  presidents  and  other  officers  of  state  medical  associations  had  a most  excel- 
lent program.  Dr.  William  Alan  Richardson,  the  editor  of  Medical  Economics,  gave  a 
comprehensive  report  of  the  British  National  Health  Service.  He  recently  spent  a 
month  in  England  to  see  how  the  plan  is  working.  It  is  tremendously  e.xpensive  and 
is  now  costing  10  per  cent  of  the  entire  government  budget.  One  old  lady  with  whom 
he  talked  blamed  this  country  for,  she  said,  if  it  had  not  been  for  the  Marshall  Plan, 
England  could  never  have  put  the  health  plan  over.  The  plan  is  growing  less  popular 
with  the  people  and  the  term  “four-minute”  medicine  is  frequently  heard.  Dr.  George 
Lull  spoke  on  the  importance  of  the  state  societies.  He  frequently  gets  letters  suggest- 
ing that  he  tell  such  and  such  state  society  to  do  so  and  so.  The  shoe  is  on  the  other 
foot,  he  said,  the  state  society  tells  him  what  to  do. 
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The  highlight  of  the  conference  was  the  address  of  iSIr.  Cecil  Palmer  of  London.  He 
said  that  the  British  ^Minister  of  Health  nianoeuvered  the  British  doctors  from  their 
strong  position  of  opposition  to  the  compulsory  health  plan  on  moral  grounds,  for  a 
discussion  on  an  economic  basis.  Many  of  the  doctors  are  now  finding  that  they  are 
worse  off  financially  and  are  having  to  go  into  their  capital  savings  to  make  both  ends 
meet.  He  also  spoke  of  the  long  queues  in  the  “surgeries”  and  the  lack  of  hospital 
beds  for  those  who  really  needed  hospital  treatment.  The  plan  is  an  idealistic  one,  he 
said,  that  can  only  work  in  Heaven  where  it  is  not  wanted  or  in  Hell  w'here  they  have 
it  already.  As  to  the  privacy  of  the  patients’  communications  with  the  doctor  which 
was  promised,  that  no  longer  exists.-  Three  weeks  after  the  plan  went  into  effect  there 
was  issued  “statutory  instrument”  No.  506  to  the  effect  that  the  diagnosis  and  treat- 
ment of  each  case  must  be  filled  out  in  triplicate.  One  cop}'  goes  to  the  local  com- 
mittee and  the  second  copy  to  the  district  committee.  He  explained  that  a statutor}' 
instrument  was  a ruling  of  a Minister  of  the  Crown  which  had  all  the  force  of  law. 
It  was  never  debated  in  the  House  of  Commons  and  there  was  no  appeal  from  it  to  the 
court. 

The  American  Society  for  the  Study  of  Sterility  had  interesting  sessions.  Much  was 
said  here  and  in  the  sections  on  obstetrics  and  gynecology  on  the  value  of  pregnandiol 
determination  and  the  basal  temperature  curv'e.  ^I.  R.  Thompson,  a Ph.D.  from  Con- 
necticut, spoke  on  the  nutritional  requirements  in  human  reproduction,  emphasizing 
the  importance  of  natural  vitamin  B.  When  asked  how  he  explained  the  fertility  in 
.\siatic  countries  where  most  of  the  people  suffer  from  chronic  malnutrition,  he  replied 
tliat  he  did  not  know  anything  about  those  countries. 

The  general  scientific  meetings  were  well  attended.  In  fact  it  was  difficult  to  get 
close  enough  to  see  what  the  speakers  looked  like.  However,  the  acoustics  were  per- 
fect. Perrin  Long  was  enthusiastic  about  the  new  antibiotics,  aureomycin  and  Chloro- 
mycetin. They  seem  to  have  no  serious  toxic  effects,  and  being  able  to  administer  them 
by  mouth,  made  their  use  in  home  therapy  possible. 

The  University  of  Pennsylvania  School  of  Medicine  television  program  in  color, 
sponsored  by  Smith,  Kline  and  French,  attracted  great  crowds.  Although  it  was 
shown  in  two  large  rooms  on  the  third  floor,  standing  room  was  at  a premium.  The 
scientific  and  commercial  exhibits  filled  the  great  convention  hall.  They  were  well 
patronized.  iMany  had  long  queues  before  them.  The  Philadelphia  Pathological  So- 
ciety demonstrated  fresh  specimens  from  the  operating  rooms  of  the  Philadelphia  and 
-Atlantic  City  Hospitals.  The  Inaugural  Meeting  on  Tuesday  evening  w'as  the  only 
part  of  the  convention  we  saw  that  was  not  well  attended.  The  ballroom  of  the  Con- 
vention Hall  was  scarcely  more  than  half  filled.  Besides  the  presidential  address, 
there  was  one  on  Dr.  Frank  B.  Wynn,  the  Founder  of  the  Scientific  Exhibits  of  the 
.\.^LA.  and  one  by  Brig.  Gen.  Crawford  F.  Sams  on  iMedicine  in  Japan.  We  were 
surprised  to  learn  how  backward  the  Japane.se  were  in  medical  matters.  They  had  the 
highest  tuberculosis  death  rate  in  the  world  and  more  second  rate  doctors. 
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SOCIETIES 


The  Hanover  County  Medical  Society 

Met  in  the  Randolph-iSIacon  College  Adminis- 
tration building  in  Ashland  on  June  21  with  Dr. 
A.  E.  Murray,  President,  presiding.  The  guest 
speaker  was  Dr.  Guy  Horsley,  Councillor  for 
the  District  who  gave  a ver}^  interesting  talk  on  the 
government’s  proposed  pre-paid  medical  plan.  He 
discussed  briefly  the  Virginia  Aledical  Practice  Act 
and  gave  some  of  his  observations  of  the  American 
Aledical  Association  meeting  in  Atlantic  City.  Dr. 
M.  Pierce  Rucker,  President  of  the  Medical  So- 
ciety of  Virginia  and  Mr.  Henry  S.  Johnson,  Direc- 
tor of  Public  Relations  of  the  State  Society  were 
guests  at  this  meeting  and  both  gave  short  talks. 

The  next  meeting  will  be  held  at  8:30  P.  M.  on 
the  first  Tuesday  in  September. 

John  D.  Hamner,  Jr., 

Secretary-Treasurer 

The  Wise  County  Medical  Society 

Enjoyed  a fine  Dutch  Treat  meal  at  Hotel  Nor- 
ton, Norton,  on  the  evening  of  June  22nd,  with 
seventeen  members  in  attendance.  An  illustrated 
lecture  on  Pancreatitis  was  given  by  Dr.  J.  B.  Floyd, 
an  outstanding  young  surgeon  from  Lexington, 
Kentucky. 

A strong  resolution  against  socialized  medicine 
was  passed  unanimously,  and  a speakers’  group, 
composed  of  Drs.  J.  H.  Hagy,  J.  D.  Culbertson, 
G.  T.  Sutherland,  W.  B.  Barton,  J.  J.  Porter,  and 
G.  W.  Botts,  was  selected.  These  will  follow  A.M.A. 
plans  in  an  effort  to  have  the  people  understand  the 
hazards  in  the  proposed  legislation. 

Dr.  J.  Robert  IMassie,  St.  Luke’s  Hospital,  Rich- 
mond, will  be  the  speaker  at  the  next  meeting  on 
September  8th. 

T.  J.  Tudor,  Secretary 


The  Williamsburg-James  City  County  Medi- 
cal Society 

Met  on  June  17,  at  Williamsburg,  with  Dr.  Jo- 
seph E.  Barrett,  President,  in  the  chair. 

After  some  discussion  of  a communication  from 
Dr.  John  T.  T.  Hundley,  State  Education  Chair- 
man, the  Secretar}'  was  instructed  to  write  a letter 
to  the  appropriate  Congressmen  and  Senators  stat- 
ing the  Society’s  opposition  to  the  compulsory 
Health  Insurance  bills  now  pending  in  Congress. 

Mr.  Rawls  Byrd,  Superintendent  of  the  Schools 
in  Williamsburg,  Mr.  Clarence  Jennings,  Superin- 
tendent of  Schools  for  James  City,  New  Kent,  and 
Charles  City  Counties,  spoke  to  the  Society.  They 
descril>ed  their  respective  Health  programs.  After 
some  discussion  of  the  health  problems  of  the  schools 
and  the  relationships  of  the  society  memlaers  to 
this  program,  it  was  moved  by  Dr.  Stokes  and  sec- 
onded by  Dr.  Keppel  that  the  president  should  ap- 
point an  advisory  committee  to  consult  with  the 
school  officials  as  to  their  health  programs. 

Gr-A-Nville  L.  Jones,  Secretary 

The  Tazewell  County  Medical  Society 

Met  for  its  regular  bi-monthly  dinner  meeting  on 
June  22nd,  at  the  Oasis  Restaurant,  Tazewell. 
There  were  fifteen  members  and  four  guests  present. 

Dr.  John  D.  Winebrenner,  Director  Medical  Care, 
United  Aline  Workers,  District  28,  Johnson  City, 
Tennessee,  conducted  a Question  and  Answer  Hour 
concerning  the  medical  set  up  of  the  United  Aline 
Workers  Health  and  Retirement  Fund. 

The  next  meeting  of  the  society  will  be  held  at 
the  Tazewell  Country  Club  on  August  17th.  The 
members  of  the  Buchanan — Dickenson  Aledical  So- 
ciety, the  Russell  County  Medical  Society,  and  the 
Alercer  County  Aledical  Society,  are  to  be  guests. 

AIary  Elizabeth  Johnston,  Secretary 
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NEWS 


The  Chamberlin  Hotel — Our  Meeting  Place. 

Here  is  a picture  of  the  Chamberlin  Hotel  at 
Old  I’oint  Comfort,  Virginia,  which  will  be  the 
scene  of  the  annual  meeting  of  the  Medical  So- 
ciety of  Virginia,  October  9 to  12.  The  Chamber- 
lin is  situated  on  the  grounds  of  Fort  Monroe.  In 
case  of  interference  with  the  fortifications  the  own- 
ers must  pull  down  the  hotel  at  their  own  expense 
if  requested  by  the  military  authorities.  This  clause 
in  the  contract  with  the  government  has  been  in- 
voked twice  in  the  past,  once  during  the  Civil  War 
and  again  during  ^^’orld  \^'ar  II  when  partial  dis- 
mantlings were  ordered.  It  is  further  stipulated 
that  the  owners  cannot  sell  the  hotel  without  per- 
mission from  the  commanding  officer  of  Fort  IMon- 


bus  after  w’hom  the  nearby  town  of  Thoebus  is 
named.  Under  his  management  the  Hygeia  Hotel 
became  renowned  all  uj)  and  down  the  .Atlantic 
seaboard  for  its  excellent  .ser\'ice  and  Old  Southern 
atmosphere.  It  was  "‘a  place  where  diplomats  and 
government  officials  mingled  with  the  elite  of  Balti- 
more, Philadelphia,  Richmond,  and  the  Deep 
South.”  In  1881  when  our  Medical  Society  of  Vir- 
ginia met  there  the  Hygeia  Hotel  was  in  its  heyday. 

After  the  death  of  Phoel)us.  the  Hygeia  was 
merged  with  the  newly  built  Chamberlin  Hotel 
opened  in  1894.  This  building  which  is  recalled  as 
the  “Old  Chamberlin”  was  destroyed  by  fire  in 
1920.  It  is  enshrined  in  the  memory  of  many  of 
the  older  residents  as  a center  of  Peninsula  social 


roe.  How  did  it  happen  that  a gay  seaside  pleasure 
resort  took  up  such  a precarious  existence  on  the 
soil  of  the  grim  and  exacting  old  fort? 

The  stor}'  goes  back  129  years  when  one  Wil- 
liam Armistead  opened  a hotel  for  the  workmen 
who  were  building  Fort  Monroe.  The  Hygeia  Hotel, 
as  Armistead  called  his  inn,  catered  for  some  years 
to  workmen  and  civilian  employees  of  the  fort.  In 
1832  the  Indian  chief  Black  Hawk  and  several  of 
his  braves  were  imprisoned  at  the  fort  following  the 
Black  Hawk  War  in  Illinois.  Visitors  who  flocked 
from  far  and  wide  to  view  the  fierce  redskins  put 
up  at  the  Hygeia  Hotel.  In  this  way  the  Hygeia 
became  a tourist  hotel.  During  the  Civil  War  part 
of  the  hotel  had  to  be  tom  down  because  it  inter- 
fered with  the  range  of  the  guns  of  Fort  Monroe. 
The  wing  left  standing  was  used  for  a hospital. 
After  the  war  the  Hygeia  was  rebuilt  by  IMessrs. 
Clark  and  Wilson,  but  it  proved  unprofitable  and 
eventually  it  came  into  the  hands  of  Harrison  Phoe- 


life  in  the  1890’s  and  early  1900’s.  The  present 
structure  often  called  the  “New  Chamberlin”  was 
opened  in  1928  and  has  been  in  continuous  opera- 
tion ever  since.  The  Chamberlin  (“Old”  and 
“New”)  has  been  host  to  such  varied  celebrities  as 
Franklin  D.  Roosevelt,  Herbert  Hoover,  Woodrow 
Wilson,  William  Howard  Taft,  General  Eisen- 
hower, Cornelius  Vanderbilt,  Billie  Burke,  Rex 
Beach,  Vernon  Castle  and  Mabel  Normand.  Dur- 
ing World  War  II  it  was  used  by  the  Navy  to  house 
officers  and  their  families.  Shortly  after  the  out- 
break of  hostilities  the  owners  were  reejuired  to 
demolish  the  imposing  tower  on  the  Chamberlin’s 
roof  because  it  afforded  a landmark  for  prowling 
Nazi  submarines.  This  was  the  second  time  that 
the  demolition  clause  in  the  contract  had  to  be  in- 
voked for  military  reasons. 

The  present  Chamberlin  Hotel  is  the  inheritor  of 
129  years  of  hotel  tradition  on  Old  Point  Comfort; 
William  Armistead’s  modest  inn  of  1820;  Harri- 
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son  riuxjbus’  elegant  post-bellum  pleasure  resort; 
the  palatial  “Old  Chamberlin”  of  the  gay  90’s. 
But  according  to  the  contract  given  by  the  Govern- 
ment to  William  Armistead  and  passed  on  to  suc- 
cessive owners,  the  existence  of  the  hotel  hangs  by 
the  slender  thread  of  military  expediency.  The  hotel 
may  stay  only  if  it  does  not  get  in  the  way  of 
the  fort. 

I'liere  has  been  a fort  on  Old  Point  Comfort  ever 
since  the  coming  of  the  first  Englishmen.  Fort 
Monroe  is  the  third  in  a series  of  forts.  The  first 
was  Fort  Algernourne  constructed  in  1609  by  the 
Jamestown  settlers  to  protect  against  raids  by  Span- 
iards. In  1729  this  fort  was  replaced  by  Fort  George 
which  despite  its  ven'  solid  construction  was  blown 
away  bv  a disastrous  hurricane  described  by  the 
old  chronicler  as  the  “great  gust”  of  1749.  Con- 
struction of  the  present  fort  was  begun  m 1819  and 
completed  in  1847.  It  was  named  after  James  Mon- 
roe, president  of  the  United  States  from  1816  to 
1824,  whose  administration  has  gone  down  in  his- 
tory as  “The  Era  of  Good  Feeling.”  Fort  Monroe 
contains  the  only  fortress  in  the  country  surrounded 
by  a water-filled  moat.  (A  fortress  is  a fort  within 
a fort.)  Entrance  into  the  fortress  is  over  a bridge 
as  in  medieval  castles.  The  walls  of  the  fortress 
contain  chambers  which  were  occupied  by  the  gar- 
rison in  bygone  years.  These  chambers  are  known 
as  the  casemates.  A historical  marker  calls  atten- 
tion to  the  casemate  where  Jefferson  Davis  was  con- 
fined; also,  a plaque  has  been  placed  by  the  United 
Daugliters  of  the  Confederacy  commending  a cer- 
tain U.  S.  Army  medical  officer  for  kindness  to 
Davis  during  his  imprisonment  at  the  fort.  On  the 
green  inside  the  fortress  is  a charmmg  Protestant 
chapel  known  as  “The  Church  of  the  Centurion,” 
where  President  and  Mrs.  Woodrow  Wilson  were 
fond  of  worshipping  during  their  visits  to  Old 
Point  Comfort. 

The  fortress  is  now  oijsolete,  a historic  relic,  but 
the  fort  is  active  and  modern.  Fort  Monroe  is  the 
headquarters  of  General  Devers,  Chief  of  the  Army 
Ground  Forces  for  the  entire  United  States.  His 
splendid  dwelling  is  near  the  hotel.  From  the 
veranda  of  the  Chamberlin  one  sees  the  fortified 
island  of  Rip  Raps  out  in  Chesapeake  Bay  offi- 
cially known  as  Fort  Wool  after  a general  of  the 
Mexican  War  of  1 848.  The  garrison  of  this  satel- 
lite fort  leads  a rather  lonely  life  as  the  only  com- 
munication with  land  is  by  boat. 


Such  is  the  romantic  story  of  the  Chamberlin 
Hotel,  your  meeting  place.  The  medical  profes- 
sion of  the  Virginia  Peninsula  looks  forward  to 
greeting  you  in  its  spacious  halls  next  October. 

Chester  D.  Bradley 

University  of  Virginia,  School  of  Medicine. 

At  the  commencement  exercises  of  the  Univer- 
sity of  Virginia,  held  in  June,  the  following  were 
awarded  the  degree  of  Doctor  of  Medicine  and  are 
listed  with  their  hospital  appointments; 
Unix’ersity  of  Virginia  Hospital,  Charlottes- 
ville— Drs.  Allan  FeRoy  Armstrong,  Miami,  Fla. ; 
Donald  Hugh  Ferguson,  Terre  Haute,  Ind. ; Ed- 
ward Halsell  Fite,  Jr.,  Muskogee,  Okla. ; Frank 
Imboden  Hobbs,  Lynchburg;  Ira  Clair  Liebrand, 
Helena,  Okla.;  Michael  Potter,  Princeton,  N.  J.; 
Harvey  Daniel  Smallwood,  Roanoke;  and  Harold 
Ray  V'arbro,  Jackson,  Tenn. 

Medical  College  of  Virginia  Hospitals,  Rich- 
mond— Dr.  Spencer  Pippen  Bass,  Jr.,  Tarboro, 
N.  C. 

Grady  Memorial  Hospital,  Atlanta,  Ga. — Dr. 

Lundie  Weathers  Barlow,  Jr.,  Richmond. 
Episcopal  Hospital,  Philadelphia,  Pa. — Dr. 

Francis  Elwood  Barrett,  Coudersport,  Pa. 
John  Sealy  Hospital,  Galveston,  Tex. — Drs.  Eu- 
gene Russell  Bebeau,  Schoolfield,  and  John  David 
Varner,  El  Paso,  Tex. 

Virginia  Mason  Clinic,  Seattle,  Wash. — Drs.  John 
Bayard  Britton,  Charlottesville,  and  George  Ed- 
ward Troxel,  Baltimore,  Md. 

The  New  York  Hospital,  New  York,  N.  Y. — 
Drs.  William  Upson  Cawthon,  Montgomeirq  Ala., 
and  Donald  Leslie  W'eeks,  Jr.,  Richmond. 
Bayamon  District  Hospital,  Puerto  Rico — Dr. 
Thomas  A.  Cook-Garcia  de  Quevedo,  Santurce, 
P.  R. 

Syracuse  Medical  Center,  Syracuse,  N.  Y. — 
Dr.  Robert  Vincent  Crowder,  Jr.,  Lynchburg. 

U.  S.  Public  Health  Service,  Staten  Island,  N. 
Y. — Drs.  James  Lovern  Deadwyler,  Elberton, 
Ga.;  Trent  Laviano,  Long  Island,  N.  Y. ; Bridger 
Pearl  Little,  Jr.,  Chester,  S.  C.;  and  Robert 
Arthur  Marks,  Jr.,  Long  Island,  N.  Y. 

St.  Louis  City  Hospital,  St.  Louis,  Mo. — Dr. 

Patrick  Salvatore  Ferazzi,  Bayonne,  N.  J. 
Michael  Reese  Hospital,  Chicago,  111. — Dr.  Rob- 
ert Emery  Gould,  New  York,  N.  Y. 

Cincinnati  General  Hospital,  Cincinnati,  Ohio — 
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Drs.  Campbell  Harris,  Jr.,  Richmond,  and  Am- 
mon Walter  Hoover,  Harrisburg,  Pa. 

Milwaukee  County  Hospital,  Milwaukee,  Wis. — 
Drs.  James  Edward  Henney,  Kohler,  Wis.; 
Donald  Robert  Pierce,  Beloit,  Wis.,  and  John 
Henry  Russell,  Tarrytown,  N.  Y. 

Sinai  Hospital,  Baltimore,  Md. — Dr.  Leon  Ed- 
ward Kassel,  Baltimore,  Md. 

Germantown  Dispensary  & Hospital,  Philadel- 
phia, Pa. — Dr.  Thomas  Allen  Kirk,  Jr.,  Roanoke. 

St.  Luke’s  Hospital,  Chicago,  111. — Drs.  William 
Edgar  Lawton,  Jr.,  Mount  Hope,  W.  Va.,  and 
Harry  Baylor  Taylor,  Jr.,  Anking,  China. 

St.  Louis  City  Hospital,  St.  Louis,  Mo. — Dr. 
Miriam  Lending,  Charlottesville. 

University  Hospital,  Ann  Arbor,  Mich.— Dr. 
Davis  Craig  Lucas,  Blacksburg. 

Jackson  Memorial  Hospital,  Miami,  Fla. — Dr. 
Walter  Ramon  McCook,  Key  West,  Fla. 

W’esley  Memorial  Hospital,  Chicago,  111. — Dr. 
Eugene  Sheldon  Mendelsohn,  Chicago,  111. 

Bellevue  Hospital,  New  York,  N.  Y. — Dr.  David 
Alan  Mullon,  Port  Washington,  N.  Y. 

Boston  City  Hospitai.,  Boston,  Mass. — Dr.  Joseph 
Allan  Offen,  Brookline,  Mass. 

Touro  Infirmary,  New  Orleans,  La. — Dr.  Harry 
Wampole  Reinstine,  Jr.,  Jacksonville,  Fla. 

Cook  County  Hospital,  Chicago,  111. — Dr.  Frank 
Raymond  Richmond,  Jr.,  Fort  Madison,  la. 

Charlotte  Memorial  Hospital,  Charlotte,  N. 
C. — Dr.  Albert  Vinson  Rigsbee,  Durham,  N.  C. 

Brooke  General  Hospital,  San  Antonio,  Tex. — 
Drs.  John  Alden  Rogness,  Madison,  S.  D.,  and 
Robert  Ludwig  Sundre,  Duluth,  Minn. 

Hospital  of  University  of  Iowa,  Iowa  City, 
la. — -Dr.  John  Chrysostom  Rourke,  New  Or- 
leans, La. 

University  of  Oregon  Hospital  and  Clinics, 
Portland,  Ore.- — Dr.  William  Maurice  Snook, 
Portland,  Ore. 

Mt.  Sinai  Hospit.a.l,  New  York,  N.  Y. — Dr.  Mar- 
tin Herman  Stemstein,  Newark,  N.  J. 

Wayne  County  General  Hospital,  Detroit, 
Mich. — Drs.  Francis  Simon  Sullivan,  Cambridge, 
Mass.,  and  Josephine  Young  Sullivan,  Ander- 
son, S.  C. 

Montefiore  Hospital,  New  York,  N.  Y. — Dr. 
Marvin  Melvin  Thalenberg,  New  York,  N.  Y. 

Fitzsimons  General  Hospital,  Denver,  Colo. — 
Dr.  Douglas  James  Thompson,  Charlottesville. 


Colorado  General  Hospital,  Denver,  Colo. — Dr. 

John  Marshall  Vivian,  Phoenix,  Ariz. 

U.  S.  Public  Health  Service,  New  Orleans,  La. — 
Dr.  Harry  Gordon  Walker,  Charlottesville. 
Hermann  Hospital,  Houston,  Tex. — Dr.  Henr\’ 
Harrison  Wilson,  Jr.,  Radford. 

Dr.  Charles  Franklin  Tate,  Newport  News,  is 
also  a member  of  this  graduating  class. 

American  Medical  Association. 

At  the  annual  meeting  of  this  Association,  held 
in  Atlantic  City,  June  6-10,  there  was  a registered 
attendance  of  13,221  physicians  and  14,671  guests. 
Dr.  Ernest  E.  Irons,  Chicago,  succeeded  to  the 
presidency,  and  the  following  officers  were  elected: 
president-elect.  Dr.  Elmer  L.  Henderson,  Louis- 
ville, Ky. ; vice-president.  Dr.  James  Francis  Nor- 
ton, Jersey  City;  Secretary,  Dr.  George  F.  Lull, 
Chicago  (re-elected);  treasurer.  Dr.  Josiah  J. 
Moore,  Chicago  (re-elected);  speaker  of  the  House 
of  Delegates,  Dr.  F.  F.  Borzell,  Philadelphia;  and 
vice-speaker.  Dr.  James  R.  Reuling,  Bayside,  N.  Y. 

Dr.  Seale  Harris,  Birmingham,  received  the 
-A.M.A.’s  1949  Distinguished  Service  Medal. 

I'he  next  interim  session  of  the  Association  will 
be  held  in  Washington,  D.  C.,  December  6-9,  and 
the  next  annual  session  will  be  in  San  Francisco, 
California. 

Dr,  Reese  Celebrates  Fifty  Years  of  Practice. 

On  May  11th,  Dr.  Emmett  E.  Reese,  Jr.,  Sebrell, 
observed  his  fiftieth  anniversary  as  a physician  by 
giving  a steak  dinner  to  the  doctors  of  the  county. 
These  present  to  congratulate  him  were  Drs.  W.  T. 
IMcLemore  and  W.  F.  Daughtry,  Jr.,  Courtland; 
Dr.  J.  M.  Bland,  Boykins;  Drs.  Ashley  P.  Cutchin, 
J.  C.  Rawls,  C.  F.  Gr)'te,  T.  Addison  Morgan,  W. 
D.  Varner,  Henry  L.  Gardner,  Franklin  L.  Angell 
and  Janet  Jacobson,  Franklin.  Dr.  McLemore  was 
a classmate  of  Dr.  Reese  at  the  University  College 
of  Medicine. 

Dr.  Emmett  F.  Reese,  III, 

Has  returned  to  this  country  after  service  with 
the  U.  S.  Army  in  Japan  and  has  o}jened  his  office 
at  the  Raiford  Memorial  Hospital  in  Franklin, 
where  he  will  be  engaged  in  general  practice.  He  is 
a graduate  in  medicine  of  the  University  of  Vir- 
ginia, class  of  1946. 

New  Annex  to  De  Paul  Sanitarium. 

Construction  lias  been  started  on  an  ultra-modern. 
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live  stor}’  annex  to  De  Paul  Sanitarium  in  Norfolk 
and  is  expected  to  be  completed  by  the  end  of  1950. 
Rosarj-  Clinic,  as  the  new  building  will  be  named, 
will  afford  the  latest  in  modern  hospital  facilities. 
It  will  add  100  beds  to  the  hospital  and  is  so  de- 
signed that  each  floor  is  a complete  un't.  There 
will  be  fifteen  special  therapeutic  recovery  rooms 
for  the  acutely  ill,  each  to  be  soundproofed  and  air- 
conditioned.  A conference  room  is  provided  in  each 
unit  for  the  convenience  of  the  faculty  and  medical 
staff.  The  fifth  floor  is  to  be  the  recreation  area 
with  a capacity  of  two  hundred.  There  will  be  a 
corrective  gymnasium  and  two  roof  gardens  for 
sun  baths. 

American  College  of  Surgeons. 

The  Clinical  Congress  of  the  College  will  be 
exceptionally  world-wide  in  character  when  it  con- 
venes in  Chicago,  October  17-23,  because  it  will 
include  the  Sixth  Inter-American  Congress  of  Sur- 
ger}'  and  because  many  delegates  from  the  13th  Con- 
gress of  the  International  Society  of  Surger}^,  which 
meets  in  New  Orleans  the  previous  week,  will  also 
attend.  Dr.  Frederick  A.  Coller  of  Ann  Arbor, 
^Michigan,  who  will  be  inducted  as  President  of 
the  American  College  of  Surgeons  at  this  meeting, 
is  President  of  the  Sixth  Inter-American  Congress 
of  Surgery.  This  will  be  the  first  time  that  the  lat- 
ter has  met  in  the  United  States. 

Dr.  John  B.  Parsons, 

A Fellow  in  Surgical  Pathology  at  the  Univer- 
sity of  Virginia,  has  been  awarded  a clinical  fellow- 
ship by  the  American  Cancer  Society.  He  is  one  of 
forty  doctors  who  will  receive  specialized  training 
in  cancer  through  these  fellowships. 

Richmond  Physician  Honored  by  Greeks. 

Dr.  Oswald  F.  Hedley,  a native  of  Danville,  has 
been  made  an  honorary  citizen  of  the  city  of  Lamia, 
Greece,  in  recognition  of  his  work  in  the  field  of 
public  health  in  that  area.  He  is  director  of  the 
public  health  division  of  the  Economic  Coopera- 
tion Administration’s  mission  in  Greece.  Dr.  Hed- 
ley had  lived  for  sometime  in  Richmond  and  re- 
ceived his  medical  degree  from  the  Medical  College 
of  Virginia.  He  entered  the  U.  S.  Public  Health 
Service  immediately  upon  graduation. 

The  International  College  o£  Surgeons, 

United  States  Chapter,  will  hold  its  fourteenth 
annual  assembly  and  convocation  in  Atlantic  City, 
New  Jersey,  November  7-12.  All  doctors  of  medicine 


interested  in  surgery  and  its  advancement  are  in- 
vited to  attend,  and  can  obtain  a program  upon 
request  to  Arnold  S.  Jack.son,  M.D.,  Secretary,  Jack- 
son  Clinic,  Madison  4,  Wisconsin.  For  hotel  reser- 
vations, contact  E.  D.  Parrish,  Haddon  Hall,  At- 
lantic City,  New  Jersey. 

Dr.  Charles  T.  Garcia, 

Formerly  of  Cape  Charles,  has  joined  the  regular 
army  with  the  rank  of  Major  and  is  Flight  Surgeon 
at  Langley  Air  Force  Base,  Hampton. 

Dr.  Walter  R.  Johnson, 

Recently  of  Richmond,  is  making  his  home  in 
Garrisonville,  Stafford  County.  On  July  1st,  he  re- 
tired from  the  U.  S.  Navy  after  nearly  thirty-one 
years  of  service. 

Dr.  Nathaniel  Ewell,  Jr., 

Recently  of  Charlottesville,  has  located  in  South 
Boston  where  he  is  affiliated  with  Drs.  William 
Watkins  and  Pat  Driscoll  in  tlie  general  practice 
of  medicine. 

Dr.  Oliver  F.  Blankingship, 

Richmond,  is  in  Bay  Pines,  Florida,  for  an  in- 
definite stay. 

Dr.  M.  L.  White,  Jr., 

Has  opened  an  office  at  817  First  Huntington 
National  Bank  Building,  Huntington,  West  Vir- 
ginia, where  he  will  practice  thoracic  surgery  and 
related  endoscopy.  He  resigned  as  assistant  pro- 
fessor of  surgery  at  the  University  of  Virginia  on 
June  1st. 

Correction — “Intrathoracic  Hour-Glass  Gan- 
glioneuroma”. 

Dr.  H.  Clarkson  Meredith  has  reported  an  error 
in  his  article  on  “Intrathoracic  Hour-Glass  Gan- 
glioneuroma” published  in  the  June  issue  of  the 
Monthly.  On  page  289  in  Figure  I,  the  pictures 
are  in  reversed  order,  the  one  on  the  right  being 
after  and  the  one  on  the  left  before  surgical  removal. 

American  College  o£  Chest  Physicians. 

.At  the  fifteenth  annual  meeting  of  the  College, 
held  in  Atlantic  City,  June  2-5,  Dr.  Dean  B.  Cole, 
Richmond,  was  re-elected  Regent  for  a term  of 
three  years. 

Dr.  E.  C.  Harper,  Richmond,  is  the  Governor  of 
the  College  for  the  State  of  Virginia. 

The  Virginia  Chapter  of  the  College  held  its 
annual  meeting  in  Richmond  March  1st  and  elected 
tlie  following  officers:  President,  Dr.  E.  C.  Drash, 
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Charlottesville;  vice-president,  Dr.  Kinloch  Nelson, 
Richmond;  and  secretary-treasurer.  Dr.  C.  W.  Scott, 
Burkeville. 

Medical  Society  of  Virginia — 1881  Meeting. 

d’hirty-five  doctors  registered  for  the  meeting  of 
the  Medical  Society  of  Virginia  at  the  Hygeia 
Hotel,  Old  Point  Comfort,  in  1881,  according  to 
Dr.  and  Mrs.  Chester  D.  Bradley  of  Newport  News. 
The  Bradleys  recently  studied  the  1881  Transac- 
tions in  our  office  to  obtain  material  for  a historical 
exhibit  they  are  preparing  for  the  forthcoming 
meeting  of  the  Medical  Society  of  Virginia.  Judged 
l)y  our  modern  standards  35  is  a mere  handful  com- 
pared to  the  crowd  which  is  expected  at  the  Hotel 
Chamberlin,  Old  Point  Comfort,  in  October.  How- 
ever, the  Bradleys  point  out  that  in  1881  there 
were  fewer  doctors  in  Virginia,  that  only  a por- 
tion of  them  belonged  to  the  Medical  Society  of 
Virginia,  and  that  travel  in  those  days  was  by  train 
and  boat  only.  In  fact  there  was  no  direct  rail  line 
to  Old  Point  Comfort  in  1881. 

Here  are  the  names  of  our  predecessors  in  Vir- 
ginia medicine  who  attended  the  Old  Point  Com- 
fort meeting  of  1881;  J.  A.  Alexander,  Broadway; 

L.  Ashton,  Falmouth;  Harvey  Black,  Williams- 
burg; Kent  Black,  Blacksburg;  James  T.  Boutelle, 
Hampton;  Charles  Brittan,  Richmond;  Bedford 
Brown,  Alexandria;  C.  A.  Bryce,  Richmond;  J.  E. 
Chancellor,  University;  C.  C.  Conway,  Rapidan; 
F.  B.  Cunningham,  Richmond;  E.  A.  Drewr}^, 
Drewr}'sville;  Landon  B.  Edwards,  Richmond;  J. 

M.  Estill,  Tazewell;  W.  B.  Gray,  Richmond;  S.  K. 
Jackson,  Norfolk;  M.  L.  James,  Richmond;  Meade 
C.  Kemper,  Goshen;  Henry  Latham,  Lynchburg; 
O.  F.  Manson,  Richmond;  G.  W.  O.  Maupin, 
Portsmouth;  Hunter  H.  McGuire,  Richmond;  S.  B. 
Morrison,  Natural  Bridge;  H.  M.  Nash,  Norfolk; 
R.  H.  Parker,  Portsmouth;  D.  C.  Pharr,  McDonald; 
W.  L.  Robinson,  Danville;  W.  T.  Sutton,  Norfolk; 
T.  James  Taylor,  Walton;  Z.  G.  Walker,  Browns- 
burg;  W.  R.  Winchester,  Leesburg;  Isaac  White, 
Shawsville;  Joseph  A.  White,  Richmond,  and 
George  William  Semple,  Hampton. 

The  Newport  News  daily  papers  are  showing 
great  interest  in  our  October  meeting.  A reporter 
who  is  preparing  a feature  story  about  the  Medical 
Society  of  Virginia  asked  if  any  descendants  of  the 
men  of  1881  might  be  expected  to  attend  our  1949 
meeting.  Dr.  Bradley  hastily  consulted  Dr.  Wynd- 
ham  B.  Blanton  of  Richmond,  the  distinguished 


medical  historian.  Dr.  Blanton  was  able  to  state 
that  the  following  men  of  1881  are  represented  by 
descendants  in  the  medical  profession  today:  Hun- 
ter H.  McGuire  by  Hunter  McGuire,  Richmond  and 
William  P.  McGuire,  Winchester;  O.  F.  Manson 
by  R.  Campbell  Manson,  Richmond;  Landon  B. 
Edwards  by  Charles  M.  Edwards,  Richmond;  E. 
A.  Drewry  by  Patrick  H.  Drewry,  Jr.,  Richmond; 
S.  B.  Morrison  by  J.  Morrison  Hutchinson,  Rich- 
mond; C.  C.  Conway  has  no  medical  descendants 
but  the  following  are  closely  related  to  him:  St. 
George  Grinnan,  William  Grinnan,  Wallace  Blan- 
ton, Wyndham  B.  Blanton,  all  of  Richmond.  In 
addition.  Miss  Agnes  V.  Edwards,  Secretary  of  the 
Medical  Society  of  Virginia,  is  a daughter  of  Lan- 
don B.  Edwards,  who  was  for  many  years  editor  of 
the  Virginia  Medical  Monthly. 

C.  D.  B. 

Dr.  W.  Lowndes  Peple,  Jr. 

Class  of  ’41,  Medical  College  of  Virginia,  is  lo- 
cated in  Richmond  where  he  is  on  the  surgical  staff 
of  St.  Luke’s  Hospital. 

Dr.  Holmes  Named  City  Health  Director. 

Dr.  Edward  Marion  Holmes,  Jr.,  has  been  named 
Richmond  City  Health  Director,  effective  August 
16th.  He  will  succeed  Dr.  C.  Howe  Eller  who  re- 
signed to  accept  a position  in  Louisville.  Dr. 
Holmes  has  been  “executive  officer”  to  Dr.  Eller 
since  June  1947  and  has  helped  with  a complete 
reorganization  of  the  department. 

Doctors  Hold  Civic  Offices. 

Dr.  Percy  Harris,  Scottsville,  was  recently  re- 
elected as  Mayor  to  serve  his  fourth  term. 

Dr.  Mary  E.  Johnston,  Tazewell,  has  been  elected 
to  the  Town  Council. 

Dr.  F.  I.  Steele,  Windsor,  has  also  been  re-elected 
a member  of  the  Town  Council. 

Dr.  Nancy  B.  King, 

Richmond,  recently  received  the  Degree  of  Mas- 
ter of  Science  in  Pediatrics  from  the  University  of 
Minnesota.  She  is  a graduate  of  the  Medical  Col- 
lege of  Virginia,  class  of  1945,  and  for  the  pa.st 
three  years  has  been  a Fellow  in  pediatrics  at  the 
IMayo  Clinic,  Rochester.  Dr.  King  plans  to  locate 
in  Sandston. 

Dr.  Conrad  L.  Gossels, 

Recently  of  Mount  Jackson  is  now  located  at 
2808  South  Randolph  Street  (Shirlington),  Ar- 
lington. 
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Dr.  Charles  E.  Fiman 

Has  been  named  senior  physician  at  Western 
State  Hos])ital,  Staunton.  He  is  a graduate  of  the 
College  of  Aledical  Evangelists  of  California  and 
has  recently  been  psychiatrist  at  State  Hospitals  in 
New  Jersey,  North  Carolina  and  Colorado. 


Doctor  Wanted 

To  take  over  retiring  doctor’s  well  equipped  and 
furnished  four-room  office,  including  x-ray,  etc. 
Well  established  practice  in  eastern  Virginia,  ten 
miles  from  modern  hospital.  Will  sell  complete 
practice  or  individual  items.  Contact  Savage  In- 
surance Agency,  Williamsburg,  Virginia.  (Adv.) 


OBITUARIES 


Dr.  Walter  Lewis  Williams, 

Of  Brookneal,  one  of  the  oldest  practicing  physi- 
cians in  Virginia,  died  in  Lynchburg,  June  26th, 
after  a short  illness.  He  was  eighty-seven  years  of 
age  and  a graduate  of  the  Medical  College  of  Vir- 
ginia in  1885.  Dr.  Williams  began  the  practice  of 
medicine  in  Campbell  County  with  his  father  at 
Maryville.  He  later  moved  to  Brookneal  and  was  a 
partner  in  the  construction  of  the  first  bridge  over 
the  Staunton  River,  replacing  the  ferry  at  Brook- 
neal. Dr.  Williams  had  been  a member  of  the 
Medical  Society  of  Virginia  for  sixty-one  years  and 
was  made  a Life  Member  at  its  1948  meeting.  A 
daughter  and  two  sons  survive  him. 

Dr.  William  Gerry  Morgan, 

Nationally  known  physician  of  Washington,  died 
July  7th.  He  was  eighty-one  years  of  age  and  re- 
ceived his  medical  degree  from  the  University  of 
Pennsylvania  in  1893.  Dr.  Morgan  was  a former 
j)resident  of  the  American  Medical  Association,  the 
.American  Gastronomical  Society,  .American  Col- 
lege of  Physicians  and  Surgeons,  and  the  District 
of  Columbia  Medical  Society.  He  was  made  an 
Honorary  Member  of  the  Medical  Society  of  Vir- 
ginia in  1929  and  a Life  Member  in  1948. 

Dr.  Arthur  Douglas  Parker, 

Norfolk,  died  June  18th  of  coronary  thrombosis. 
He  was  fifty-three  years  of  age  and  received  his 
medical  degree  from  the  College  of  Physicians  and 
Surgeons,  Columbia  University,  New  York,  in  1921. 
He  located  in  Norfolk  in  1924  where  he  practiced 
e.xcept  for  six  years  spent  in  the  U.  S.  Navy.  His 
wife  and  a son  survive  him. 

Dr.  Walter  Neale  Chinn, 

Prominent  physician  of  the  Northern  Neck,  died 
at  his  home  at  The  Hague  on  June  28th  after  a 
l)rief  illness.  He  was  seventy-seven  years  of  age 
and  a graduate  of  the  Medical  College  of  Virginia 
in  1901.  Dr.  Chinn  took  an  active  part  in  the  civic 


and  political  affairs  of  his  community  and  was  also 
a prominent  churchman.  Four  sons  and  two  daugh- 
ters survive  him. 

Resolutions  on  Dr.  G.  Blight  Harrison. 

The  Fredericksburg  Aledical  Society  and  The 
Staff  of  The  Mary  Washington  Hospital  acknowl- 
edge with  deepest  regrets  the  loss  of  one  of  their 
older  and  most  beloved  members.  Doctor  G.  Blight 
Harrison,  whose  death  occurred  suddenly  at  his 
home  in  this  city.  May  I7th,  at  the  age  of  sixty- 
eight.  Dr.  Harrison  had  been  in  active  practice  in 
this  community  for  forty-three  years.  He  was  gradu- 
ated in  medicine  from  the  University  of  Maryland 
in  1906,  and  since  then  had  taken  several  post- 
graduate courses  in  surgery  and  general  medicine. 
He  had  been  president  of  the  local  medical  society 
and  the  Northern  Neck  Medical  Society,  and  was 
a member  of  the  American  Medical  Association  and 
the  Medical  Society  of  Virginia. 

Be  It  Therefore  Resolved  That  the  Medical 
Society  of  Fredericksburg  wishes  to  express  to  the 
family  of  Dr.  Harrison  their  sincere  sorrow  in  his 
sudden  passing. 

That  the  medical  profession  has  suffered  a great 
loss.  From  the  beginning  of  his  professional  ca- 
reer, he  gave  freely  of  his  time  and  talents  and  his 
attractive  personality  and  deep  sense  of  humor  en- 
deared him  to  his  patients  as  well  as  to  his  pro- 
fessional colleagues. 

The  community  has  lost  a valuable  citizen  and 
the  medical  profession  a talented  and  beloved  phy- 
sician and  friend  who  will  be  greatly  missed. 

Be  It  Further  Resolved  That  a copy  of  these 
resolutions  be  sent  to  his  family,  to  the  Fredericks- 
burg Free  Lance  Star,  recorded  in  the  minutes  of  The 
Fredericksburg  Medical  Society,  and  be  sent  to  the 
A’irginia  Medical  Monthly. 

T.  W.  Dew,  Chairman 
Frank  Pratt 
W.  W.  Butzner,  Jr. 
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“A  high  index  of  suspicion” 

The  difficulties  and  pitfalls  in  diagnosing  amebiasis 
are  stressed  frequently  in  medical  literature. 

. . despite  the  absence  of  a history  of  dysentery, 
amebiasis  must  be  considered  in  the  differential  diag- 
nosis of  many  bizarre  clinical  syndromes.  ...  A high 
index  of  suspicion  is  the  keynote  of  early  diagnosis.”^ 

In  acute  or  latent  forms  of  amebiasis,  Diodoquin 
may  be  employed  over  prolonged  periods.  This  high- 
iodine-containing  amebacide  “is  well  tolerated.  . . . 

The  great  advantage  of  this  simple  treatment  is  that 
in  the  vast  majority,  it  destroys  the  cysts  of  E.  his- 
tolytica and  is,  therefore,  especially  valuable  in  ster- 
ilizing ‘cyst-carriers.’  It  can  readily  be  taken  by  am- 
bulant patients  and,  therefore,  eliminates  the  neces- 
sity of  hospitalization. ”2 

Diodoquin* 

(5 , 7-d i i odo-8-hydroxyqu  in  o line) 


SEARLE 

RESEARCH  IN  THE  SERVICE  OF  MEDICINE 
G.  D.  Searle  & Co.,  Chicago  80,  Illinois 


1.  Warshawsky,  H.;  Nolan,  D.  E., 
and  Abramson,  W. : Hepatic  Com- 
plications of  Amebiasis,  New  Eng- 
land J.  Med.  <?i5:678  (Nov.  7)  1946. 

2.  Manson-Bahr,  P.:  Some  Trop- 
ical Diseases  in  General  Practice: 
“A  Post-War  Legacy,”  Glasgow 
M.  J.  ^7.123  (May)  1946. 


22 


Virginia  Medical  Monthly 


Westbrook  Sanatorium 


ESTABLISHED  I9I  I 

RICHMOND,  VIRGINIA 

For  the  Treatment  of  NERVOUS  and  MENTAL  DIS- 
ORDERS and  Addictions  to  ALCOHOL  and  DRUGS 


STAFF:  Jas.  K.  Hall,  Dept,  for  Men  Paul  V.  Anderson,  Dept,  for  Women 
ASSOCIATES:  Ernest  H.  Alderman,  M.D.,  Rex  Blankinship,  M.D.,  John  R. 
Saunders,  M.D.,  Thos.  F.  Coates,  Jr.,  M.D. 


JEFFERSON  HOSPITAL  AND  TRAINING  SCHOOL  FOR  NURSES 

ROANOKE,  VIRGINIA 

A Fully  Equipped  General  Hospital  for  the  Care  of  Medical  and  Surgical  Cases 

No  Druf  Habitues,  Contagious  or  Mental  Cases  received 

For  further  Information  address  WILLIAM  J.  LEBS,  Superintendent. 
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FROM  SECRETARY  OF  DEFENSE 


AN  URGENT 
APPEAL  TO 
YOUNG  DOCTORS! 


Your  personal  help  is  needed  to  avert  a serious 
threat  to  our  national  security! 

By  the  end  of  July  of  this  year  we  will  have 
lost  almost  one-third  of  the  physicians  and 
dentists  now  serving  with  our  Armed  Forces. 
Without  an  increased  inflow  of  such  per- 
sonnel, the  shortage  will  assume  even  more 
dangerous  proportions  by  December  of  this 
year. 

These  losses  are  due  to  normal  expiration  of 
terms  of  service.  The  professional  men  who 
are  leaving  the  Armed  Forces  during  this 
critical  period  are  doing  so  because  they 
have  fulfllled  their  duty-obligations  and  have 
earned  the  right  to  return  to  civilian  practice. 

Without  sufficient  replacements  for  these 
losses,  we  cannot  continue  to  provide  ade- 
quate medical  and  dental  care  for  the  almost 
1,700,000  service  men  and  women  who  are 
the  backbone  of  our  nation’s  defense. 

Normal  procurement  channels  will  not  provide 
sufficient  replacements! 

To  alleviate  this  critical,  impending  shortage 
of  professional  manpower  in  the  three  serv- 
ices, I am  urging  all  physicians  and  dentists 
who  were  trained  under  wartime  A.  S.  T.  P. 
and  V-12  programs  under  government 
auspices  or  who  were  deferred  in  order  to 
complete  their  training  at  personal  expense, 
and  who  saw  no  active  service,  to  volunteer 
for  a two-year  tour  of  active  duty,  at  once! 


We  have  written  personally  to  more  than 
10,000  of  you  in  the  past  weeks  urging  such 
action.  The  response  to  this  appeal  has  not 
been  encouraging,  and  our  Armed  Forces 
move  rapidly  toward  a professional  man- 
power crisis! 

Many  responses  have  been  negative,  but 
worse — a great  number  of  doctors  have  not 
replied.  It  is  urgent  that  we  hear  from  you 
immediately! 

We  feel  certain  that  you  recognize  an  obligation 
to  your  fellow  men  as  well  as  to  your  profession 
in  this  matter.  We  are  confident  that  you  will 
fulfill  that  obligation  in  the  spirit  of  public 
service  that  is  a tradition  with  the  physician 
and  dentist. 

There  is  much  to  be  said  for  a tour  of  duty 
with  any  of  the  Armed  Forces.  You  will 
work  and  train  with  leading  men  of  your 
professions.  You  will  have  access  to  abun- 
dant clinical  material;  have  the  best  medical 
and  dental  facilities  in  which  to  practice. 
You  will  expand  your  whole  concept  of  life 
through  travel  and  practice  in  foreign  lands. 
In  many  ways,  a tour  of  service  will  be 
invaluable  to  you  in  later  professional  life! 

Volunteer  now  for  active  duty.  You  are  urged 
to  contact  the  Office  of  Secretary  of  Defense  by 
collect  wire  immediately,  signifying  your  ac- 
ceptance and  date  of  availability.  Your  services 
are  badly  needed.  Will  you  offer  them? 
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GUEST  EDITORIAL 
The  Third  Stage  of  Labour 

■C*ACH  phase  of  labour  is  clearly  defined;  the  third  stage  is  from  the  birth  of  the 
" baby,  until  the  placenta  and  its  membranes  are  expelled  together  with  the  retro- 
placental  haematoma.  The  first  and  second  stages  of  labour  are  important,  but  the 
third  stage  and  its  conduct  must  not  be  regarded  as  easier  nor  commanding  less  atten- 
tion. Faulty  care  here  causes  postpartum  haemorrhage  or  retention  of  some  portion 
of  the  placenta,  membranes  or  blood  clot;  the  latter  predisposes  towards  genital  tract 
infection  with  subinvolution  of  the  uterus  and,  possibly,  death  of  the  mother. 

It  is  not  within  the  scope  of  this  short  article  to  deal  with  all  the  abnormalities 
of  the  third  stage  of  labour.  Let  us  suppose,  therefore,  that  we  are  dealing  with  a nor- 
mal labour  when  the  baby  has  been  born  alive  at  full  term  (i.e.,  the  end  of  the  second 
stage)  and  where  the  cord  has  been  tied  and  severed.  What  subsequently  happens 
within  the  uterus?  What  factors  cause  the  placenta  to  separate  and  to  pass  into  the 
vagina?  How  can  it  be  recognized  when  the  foregoing  have  occurred?  How,  and 
when,  should  the  placenta  be  expressed  and  the  third  stage  completed? 

Questions  one  and  two  (above)  can  be  answered  by  the  same  explanation.  As  soon 
as  the  child  and  the  remaining  liquor  amnii  are  expelled  the  uterine  muscle  shrinks 
down  rapidly  upon  what  still  remains  in  utero  (the  placenta  and  its  membranes). 
Although  this  process  is  similar  whether  the  patient  is  in  labour  or  not  (as  in  Cae- 
sarean section  before  labour)  it  is  more  rapid  when  the  patient  is  in  labour  and  the 
uterine  contractions  are  forceful.  But  even  in  the  absence  of  active  labour,  uterine 
muscle  possesses  the  power  of  permanent  shortening  of  its  individual  muscle  bundles, 
and  this  progressive  shrinkage  automatically  seals  off  the  uterine  sinuses  thus  con- 
trolling the  blood  loss.  This  inherent  power  of  uterine  muscle  bundles  to  shorten  is 
spoken  of  as  retraction  (intermittent  uterine  activities  are  called  contractions),  and 
the  haemostatic  power  of  retraction  is  most  vividly  illustrated  where  Caesarean  section 
is  done  before  labour. 

As  retraction  and  contraction  of  uterine  muscle  proceed,  following  birth  of  the 
baby,  the  area  of  uterine  wall  onto  which  the  placenta  was  attached  becomes  markedly 
reduced.  As  a result  of  this  the  placenta  (which  cannot  shrink  accordingly)  sepa- 
rates from  the  uterine  wall  through  the  spongy  layer  of  the  decidua.  The  cleavage  of 
fine  blood  vessels  and  large  venous  sinuses  thus  caused  leads  to  an  outpouring  of 
blood  behind  the  placenta  (the  utero  placental  haematoma)  and  this  promotes  fur- 
ther placenta  separation,  while  uterine  shrinkage  continues.  As  a result  of  this  shrink- 
age-cleavage process  the  placenta  and  its  membranes  are  gradually  stripped  off  the 
uterine  wall  and  finally  extruded  into  the  vagina.  In  the  unattended  case  the  com- 
pletely separated  afterbirth  is  finally  expelled  from  the  vagina  by  the  patient  cough- 
ing, sneezing,  getting  out  of  bed,  or  straining  down.  The  average  loss  of  blood  on  the 
third  stage  is  about  8 to  10  ounces. 

The  process  of  separation  of  the  placenta  from  the  uterine  wall,  and  its  expulsion 
into  the  vagina,  requires  20-30  minutes  in  the  normal  case.  This  brings  us  to  the  tliird 
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question,  namely  “How  do  we  know  when  the  placenta  and  membranes  are  in  the 
vagina?”  It  is  most  important  to  be  able  to  recognize  this,  and  the  following  descrip- 
tion should  make  it  simple  to  understand: — 

When  the  baby  has  been  delivered  and  its  cord  tied  and  severed,  put  the  woman  on 
her  back  in  bed,  keep  her  warm  and  note  the  following  points: — 

(1)  Her  pulse,  colour  and  temperature.  The  last  mentioned  is  not  so  important, 
but  all  three  are  a guide  as  to  her  condition  should  bleeding  follow. 

(2)  The  height  of  the  fundus.  In  the  normal  case  this  should  be  at  the  level  of 
the  umbilicus  and  remain  there  until  the  placenta  enters  the  vagina. 

(3)  What  bleeding,  if  any,  is  taking  place  from  time  to  time.  The  physiological 
processes  of  the  3rd  stage  need  20  to  30  minutes  and,  in  the  absence  of  any 
unusual  bleeding,  avoid  manipulation  or  any  interference  with  the  uterus 
until  the  signs  show  that  the  placenta  and  membranes  have  separated  and  are 
in  the  vagina.  When  this  has  occurred,  express  the  placenta  and  membranes  by 
the  Dublin  method. 

Signs  That  the  Placenta  Is  in  the  Vagina 

When  the  separated  placenta  has  passed  into  the  vagina  there  is 

(1)  Slight  bleeding  visible  at  the  vulva. 

(2)  The  cord  lengthens,  and  does  not  shorten  when  the  fundus  is  pulled  upwards. 

(3)  The  fundus  uteri  rises  to  a slightly  higher  level,  becomes  more  mobile  from 
side  to  side,  and  sags  to  the  right  side  of  the  mother’s  abdomen. 

(4)  If  the  fundus  is  pushed  down,  the  cord  lengthens;  if  it  is  kept  taut  it  does  not 
shorten  when  the  uterus  is  pulled  up  by  the  fingers  pressing  in  above  the  pubes. 

When  these  signs  are  present  it  is  safe  to  express  the  placenta. 

The  Dublin  Method:  No  anaesthetic  is  necessary.  At  this  stage  it  may  be  dif- 
ficult to  outline  the  soft  uterus;  rub  up  the  fundus  to  cause  a contraction  and,  when 
it  is  hard  and  definite  in  outline,  press  it  downwards  and  backwards  in  the  line  of  the 
axis  of  the  brim  of  the  pelvis  thus  using  it  as  a piston  to  push  the  placenta  through 
the  vulvar  outlet.  To  avoid  any  sudden  chuck  or  traction  in  the  membranes  either 
the  assistant  can  receive  the  expressed  placenta  in  his  gloved  hands,  or  the  weight  of 
the  placenta  can  be  supported  by  a clip  forceps  on  the  cord.  No  traction  should  be 
exerted  upon  the  cord  as  this  may  produce  inversion  (turning  inside  out)  of  the  uterus. 
Similarly,  inversion  of  the  uterus  may  be  caused  if  it  is  used  to  expel  the  placenta 
before  being  rubbed  up. 

Following  the  expression  of  the  placenta  and  its  membranes,  it  is  essential  that  the 
uterus  be  gently  but  persistently  massaged  until  it  is  in  firm  contraction,  and  until 
whatever  clot  remains  inside  the  uterus  has  beeai  expressed.  It  must  never  be  for- 
gotten that  retention  of  a portion  of  the  membranes,  or  of  a piece  of  placenta,  or  of  an 
accumulation  of  a clot  within  the  uterine  cavity,  favour  the  occurrence  of  both  post- 
partum haemorrhage  and  infection. 

When  the  placenta  and  its  membranes,  and  the  retroplacental  haematoma,  have 
been  expressed  from  the  vagina  the  patient  is  carefully  washed  up,  a dry  sterile  vulva 
pad  is  applied  and  she  is  then  made  comfortable.  Some  favour  the  use  of  a tight 
abdominal  binder,  which  serves  the  double  purpose  of  providing  support  for  the  slack 
abdominal  walls  and  pelvic  joints  and  keeping  the  vulvar  pad  in  position.  It  is 
optional  as  to  whether  it  be  used  and,  owing  to  the  shortage  of  materials  and  laundry 
facilities  during  the  war,  most  obstetricians  now  omit  the  use  of  a binder. 

The  third  stage  has  not  been  satisfactorily  completed  even  now,  and  it  is  very  neces- 
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sary  to  rub  the  uterus  up  again  15  to  20  minutes  later.  Usually  an  intrauterine  clot 
collects,  and  if  this  is  not  expressed  there  still  remains  the  danger  of  postpartum 
haemorrhage.  Should  there  be  any  tendency  to  bleeding  following  expulsion  of  the 
placenta,  membranes  and  retroplacental  clot,  give  some  ergot  preparation,  either  by 
mouth  or  by  injection;  Ergometrin  produces  rapid  and  sustained  uterine  activity  until 
the  danger  period  is  passed,  and  is  best  intravenously. 

Nobody  can  foretell  when  abnormalities  may  arise  in  any  third  stage  of  labour  but, 
when  dealing  with  a third  stage  following  uterine  inertia,  remember  that  the  time  re- 
quired for  complete  placental  separation  and  expulsion  is  increased.  Efforts  at  force- 
ful and  premature  efforts  to  express  the  placenta  in  such  cases  lead  to  its  partial 
separation  and  the  onset  of  postpartum  haemorrhage.  It  is  also  true  that  in  cases 
of  accidental  haemorrhage,  where  the  placenta  is  separated  in  advance  of  birth  of  the 
child,  the  third  stage  is  shorter  than  normal.  It  is  a common  mistake  to  overlook  the 
fact  that  a full  bladder  will  mask  the  signs  showing  that  the  placenta  has  separated 
and  is  lying  in  the  vagina.  If  there  is  delay  in  the  third  stage,  pass  a catheter  before 
deciding  that  any  abnormal  retention  of  the  placenta  is  present. 

All  the  abnormalities  of  the  third  stage  of  labour  cannot  be  included  in  this  short 
article,  but  it  may  be  stated  dogmatically  that  no  patient  should  die  from  postpartum 
haemorrhage  if  the  third  stage  (either  normal  or  abnormal)  is  properly  treated  pro- 
vided that  the  woman’s  condition  was  satisfactory  at  the  time  of  birth  of  the  child. 
In  this  connection  remember  that  any  w’oman  who  has  suffered  from  antepartum 
haemorrhage  (accidental  haemorrhage  or  placenta  praevia)  cannot  tolerate  the  same 
loss  as  a woman  who  has  not  bled  before  delivery. 

O’Donel  Browne,  Litt  D.,  M.B.,  M.A.O., 
M.A.,  F.R.C.P.I.,  F.R.C.O.G. 

Editor’s  Note:  Dr.  Browne  is  Master  of  Rotunda  Hospital,  Dublin;  Kings  Professor  of 
Mid-wifery,  Dublin  University;  Gynaecologist  to  Stewarts  Hospital,  County  of  Dublin;  formerly 
Gynaecologist  to  Sir  Patrick  Dun’s  Hospital  and  Monkstown  Hospital,  Dublin. 


Floral  Eponym 
Soemmeringia  Semperflorens 
V.  Soemmering,  Samuel  Thomas,  1755-1830 

V.  Soemmering  was  a celebrated  anatomist  and  ph3'siologist  of  Frankfurt  and 
Munich.  He  is  best  remembered  for  his  remarkable  accuracy  in  anatomical  illustration 
and  for  his  classification  of  the  cranial  nerves.  He  was  one  of  the  inventors  of  the 
electric  telegraph.  Martius  named  a plant  for  Von  Soemmering  at  a celebration  of 
Von  Soemmering’s  fiftieth  anniversary  of  his  doctor’s  degree. 

Soemmeringia  semperflorens  is  a perennial  herb  about  one  or  two  feet  high.  It 
bears  small  anillary  racems  of  pure  white  flowers.  It  grows  in  the  lowlands  of  Brazil. 
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HISTORICAL  SETTING 

ANNUAL  MEETING— MEDICAL  SOCIETY  OF  VIRGINIA 

Chester  D.  Bradley,  M.D., 

and 

Miriam  D.  Bradley, 

Newport  News,  Virginia. 


For  over  340  years  history  has  been  made  on  the 
^ IRGINIA  Peninsula.  This  narrow  strip  of  land 
between  the  James  and  York  Rivers  has  been  the 
setting  for  three  great  events  which  shaped  your 
nation’s  history:  The  Jamestoum  Settlement,  The 
Birth  of  the  Revolution  at  Williamsburg,  and  The 
Surrender  of  Cornwallis  at  Yorktown.  In  1862 
naval  warfare  was  revolutionized  by  the  famous 
“Battle  of  the  Ironclads,”  which  took  place  several 
miles  off  the  Peninsula’s  southern  shore.  For  4 
hours  the  Union  Monitor  and  the  Confederate  Mer- 
rimac  pounded  one  another  in  a no-decision  fight. 
From  that  day  on  wooden  warships  the  world  over 
were  obsolete. 

At  Old  Point  Comfort  the  first  Englishmen  found 
in  1607  a channel  which  “put  them  in  good  com- 
fort.” Beyond  the  Point  they  discerned  the  Indian 
Village  of  Kecoughtan  where  they  stopped  to  ex- 
change presents  with  the  Indians  before  going  on 
to  Jamestown  Island.  Old  Point  Comfort  is  to  be 
the  place  of  the  102nd  annual  meeting  of  the  Medi- 
cal Society  of  Virginia.  We  will  meet  in  the  sump- 
tuous Chamberlin  Hotel  whose  red  brick  mass  domi- 
nates Old  Point  Comfort  as  it  towers  high  over  the 
buildings  and  fortifications  of  Fort  Monroe.  On  a 
clear  day  the  distant  silhouette  of  “Old  Point” 
stands  out  against  sky  and  water,  red  against  blue, 
with  all  the  exquisiteness  of  a picture  on  a china 
plate.  The  waters  of  Hampton  Roads  teem  with 
the  shipping  of  all  nations.  The  great  roadstead 
affords  a protected  anchorage  to  vessels  waiting 
their  turn  to  enter  the  harbors  of  Newport  News 
and  Norfolk.  From  the  Chamberlin’s  windows  one 
sees  a constant  procession  of  ships:  merchant  ves- 
sels, warships,  fishing  smacks,  pleasure  craft,  and 
ferry  boats.  Here  at  Old  Point  Comfort  is  one  of 
the  outstanding  tourist  resorts  of  the  world. 

Believe  it  or  not,  old  Chief  Blackhawk  of  Illi- 
nois was  responsible  for  making  Old  Point  Com- 
fort a tourist  resort.  In  1832  this  grim  warrior 
and  some  of  his  braves  were  brought  to  Fort  Mon- 
roe for  confinement  after  their  defeat  in  battle. 


Tourists  flocked  to  stare  at  the  fierce  redskins  from 
the  wilds  of  Illinois.  There  was  an  humble  inn 
on  the  Point  for  workmen.  Its  proprietor  shrewdly 
saw  the  possibilities  and  converted  it  to  a tourist 
hotel.  That  is  how  the  tourist  industry  grew  up  on 
Old  Point  Comfort  under  the  guns  of  Fort  Mon- 
roe. The  present  Chamberlin  is  the  inheritor  of 
more  than  100  years  of  hostelry  tradition. 

Fort  Monroe  is  the  third  fort  on  Old  Point 
Comfort,  the  first  having  been  built  in  1609.  The 
present  fort  was  begun  in  1819  and  was  named  after 
President  James  Monroe  whose  administration  is 
nostalgically  known  as  “The  Era  of  Good  Feeling.” 
Edgar  Allen  Poe  was  once  a private  at  Fort  Monroe 
under  the  assumed  name  of  E.  A.  Perry.  Robert  E. 
Lee  was  stationed  there  prior  to  the  Civil  War  and 
supervised  part  of  the  construction  of  the  fort.  The 
outstanding  tourist  attraction  on  Old  Point  Com- 
fort is  the  Fortress  (a  fort  within  the  fort)  sur- 
rounded by  a broad  water-filled  moat.  The  fortress 
which  is  now  obsolete  must  be  entered  by  bridges 
like  a medieval  castle.  In  the  walls  of  the  fortress 
are  chambers  or  casemates  which  were  once  oc- 
cupied by  the  garrison.  In  one  of  these  casemates 
Jefferson  Davis  was  confined  for  a while  following 
the  Civil  War.  This  casemate  is  indicated  by  a 
historical  marker.  The  United  Daughters  of  the 
Confederacy  have  also  placed  a plaque  in  appre- 
ciation of  Dr.  John  J.  Craven  of  the  United  States 
Army  “whose  humanity,  intelligent  companionship 
and  professional  skill  lightened  the  monotony,  the 
loneliness  and  the  physical  suffering  of  Jefferson 
Davis.” 

On  the  green  inside  the  fortress  stands  the  lovely 
Chapel  or  the  Centurion,  the  post  chapel  of  Fort 
Monroe,  which  is  open  daily  for  prayer  and  rest.  It 
was  erected  in  1858  through  the  efforts  of  Lieutenant 
Julian  McAllister  of  the  Ordnance  Department  as 
a thank  offering  for  an  almost  miraculous  escape 
from  death.  This  officer  and  two  others  were  work- 
ing in  a laboratory  when  an  explosion  occurred. 
IMcAllister  escajied  with  his  life  but  the  two  other 
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The  fortress  at  Fort  Monroe  with  moat 


officers  were  killed,  and  this  chapel  is  his  recogni- 
tion of  the  Divine  Providence  which  spared  his 
life.  The  Chapel  of  the  Centurion  was  dedi- 
cated in  1858  by  the  Episcopal  Pjisho])  of  Virginia. 
It  is  dedicated  to  St.  Cornelius,  the  patron  saint 
of  military  men.  Cornelius  was  a Roman  centurion 
(captain)  stationed  in  Palestine  who  was  converted 
by  Peter.  His  story  is  related  in  the  10th  chapter 
of  Acts  where  he  is  described  as  “a  centurion  of 
the  band  (company)  called  the  Italian  band.”  The 
lighting  of  the  chapel’s  interior  is  greatly  subdued 
by  the  deep  colors  of  the  stained  glass  memorial 
windows  dedicated  to  artillery  and  engineer  officers 
of  the  last  century.  Standing  out  boldly  over  the 
altar  is  a lighter  colored  stained  glass  window  with 
a life-size  representation  of  Cornelius  the  Cen- 
turion. The  altar  is  bathed  by  the  golden  light 
filtering  through  the  image  of  St.  Cornelius.  The 
beautiful  green  altar  frontal  was  a gift  of  the  St. 
Hilda  Guild,  New  York  City.  Hanging  from  the 
walls  of  the  chancel  and  nave  are  the  flags  and 
colors  of  old  regiments  of  the  United  States  Army. 
These  are  interestingly  described  in  a free  booklet 
prepared  by  the  Post  Chaplain,  Major  W.  Hubert 
Bierck. 

President  Woodrow  Wilson  was  especially 
fond  of  worshipping  in  the  Chapel  of  the  Cen- 
turion when  he  and  Mrs.  Wilson  would  come  down 
to  Old  Point  Comfort  on  the  Presidential  yacht, 
the  Mayflower. 

Not  far  from  the  Chamberlin  Hotel  are  the  twin 
spires  of  St.  M.ary’s  Star  of  the  Sea,  which  is 
often  mistaken  for  the  post  chapel.  It  is,  however, 
a civilian  church  which  grew  up  on  Old  Point 


Comfort  in  pre-Civil  War  days  to  minister  to  the 
spiritual  needs  of  Catholic  workmen  engaged  in 
work  on  the  fort.  Its  corner  stone  was  laid  in  1860 
by  Bishop  John  McGill.  During  the  Civil  War  the 
Sisters  of  Charity  did  heroic  work  in  taking  care 
of  the  sick  at  Fort  Monroe.  The  church  draws  its 
parishioners  from  the  civilians  of  Phoebus,  Hamp- 
ton and  Newport  News,  but  due  to  its  early  es- 
tablishment on  Old  Point  Comfort  the  United  States 
Government  has  permitted  it  to  continue  standing 
on  the  grounds  of  the  fort.  St.  Mary’s  Star  of  the 
Sea  is  named  after  the  patron  saint  of  the  Portu- 
guese navigators  who  charted  much  of  the  New 
World. 

In  front  of  the  Chamberlin  Hotel  is  the  boat  dock 
where  the  arrival  and  departure  of  the  Baltimore 
and  Washington  steamers  provide  a colorful  specta- 
cle, especially  if  an  army  band  happens  to  be  giv- 
ing a concert  in  the  nearby  bandstand.  Mid-channel 
on  the  ferry  course  between  Old  Point  Comfort 
and  Willoughby  Spit  is  the  fortified  island  of  Rip 
Raps  which  was  created  by  piling  rocks  on  top  of 
a submerged  shoal.  The  garrison  of  this  satellite 
fort  which  is  officially  known  as  Fort  Wool  must 
lead  a lonely  life.  During  World  War  I defense 
nets  were  spread  from  its  foundation  to  trap  sub- 
marines. 

The  approach  to  the  gate  of  P'ort  Monroe  is 
through  the  town  of  Phoebus  named  after  Harri- 
son Phoebus,  a famous  Old  Point  Comfort  hotelier 
of  the  post-Civil  War  days.  This  polished  and  en- 
ergetic businessman  established  the  tradition  of 
elegance  and  comfort  which  the  present  Chamberlin 
maintains  today.  Roseland  Manor,  the  magnificent 
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estate  of  Harrison  Phoebus  (now  owned  by  the 
Kenyon  family)  is  open  to  visitors  annually. 

Hampton  is  the  next  town  west  of  Phoebus.  It 
is  the  Oldest  Continuous  English-Speaking 
Settlement  in  Aimerica,  having  been  settled  in 
1610.  (Although  Jamestown  was  settled  three  years 
earlier,  it  was  abandoned  after  1699.)  Hampton 
had  the  first  free  school  in  the  Colonies  which  was 
established  by  Dr.  Thomas  Eaton,  a physician,  in 
1634.  The  town  was  originally  called  Kecoughtan 
after  a tribe  of  Indians  which  the  first  Englishmen 
found  there  in  1607.  White  settlers  drove  away  the 
Indians  and  later  changed  the  name  of  the  settle- 
ment to  Hampton  after  the  Earl  of  Southampton. 
This  nobleman  was  one  of  the  principal  stockhold- 
ers in  the  London  Company,  which  owned  the  Vir- 
ginia Colony  before  it  was  taken  over  by  the  Eng- 
lish government.  .Although  Hampton  dates  from 
1610  its  architecture  does  not  reflect  its  history  for 
has  been  burned  two  times,  once  by  the  British 


in  1812  and  once  again  during  the  Civil  War  by 
the  Confederate  General  Magruder  as  a sort  of 
“scorched  earth”  measure.  No  building  of  any 
consecjuence  survdved  the  last  fire  and  all  of  the 
town’s  valuable  archives  perished. 

The  most  historic  and  also  the  most  charming 
structure  is  old  St.  John’s  Episcopal  Church 
whose  tightly  packed  graveyard  shaded  by  giant 
trees  is  a refreshing  retreat  from  the  busy  main 
street.  Established  in  1610  St.  John’s  is  the  oldest 
Protestant  parish  in  continuous  existence  in  Amer- 
ica. There  were  three  earlier  church  buildings.  The 
present  structure  was  built  in  1727  and  has  sur- 
vived three  wars,  undergoing  bombardment  in  the 
Revolution,  pillage  in  the  War  of  1812  and  the 
final  disaster  of  fire  in  the  Civil  War.  However, 
the  “old  walls  honestly  built”  by  Colonial  work- 
men stood  firm  and  the  church  w'as  restored  in 
1869.  The  graveyard  is  still  in  use  as  a burial 
ground,  many  of  the  headstones  being  so  old  that 


Old  St.  John’s  Church,  Hampton  Parish  established  in  1610 
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they  are  illegible.  The  grave  of  Hannah  Nicholson 
Tunnell,  “the  Confederate  female  Paul  Revere”  is 
marked  by  a large  rough  hewn  granite  block  near 
the  west  door.  On  June  10,  1861,  Hannah  Tun- 
nell warned  the  Confederates  of  the  approach  of 
the  enemy  at  Bethel.  Also,  buried  in  the  church- 
yard is  Hugh  Smith  Cummings,  Surgeon  General 
of  the  United  States,  who  was  a native  of  Hampton. 

St.  John’s  Church  is  built  in  the  form  of  a cross. 
Its  interior  is  characterized  by  a simple  beauty.  The 
pure  white  marble  of  the  altar,  baptismal  font, 
lectern  and  pulpit  are  in  effective  contrast  to  the 
dark  oak  beams  of  the  ceiling.  The  stained  glass 
windows  are  outstanding  in  workmanship  and  de- 
sign. Especially  interesting  is  a window  dedicated 
to  the  21  Colonial  rectors  of  St.  John’s  which  shows 
a clergyman  with  an  open  Bible  standing  in  the 
prow  of  a boat  approaching  a shore  where  savages 
are  capering.  Another  window  depicting  St.  Luke, 
the  physician,  is  dedicated  to  George  William 
Semple,  34th  President  of  the  Medical  Society  of 
Virginia.  The  presence  of  a stained  glass  window 
representing  the  baptism  of  Pocahontas,  may  lead 
the  tourist  to  suspect  that  St.  John’s  Parish  had 
some  link  with  Pocahontas.  This  is  not  so,  for 
the  window  dates  back  to  the  1880’s  when  Sioux 
Indians  from  the  Dakotas,  who  were  attending 
Hampton  Institute,  used  to  worship  at  St.  John’s. 
(A  large  portion  of  the  Sioux  nation  were  converts 
to  the  Episcopalian  denomination.)  These  In- 
dians from  the  Far  West  were  intensely  interested 
in  the  story  of  Pocahontas  and  they  donated  the 
Pocahontas  window  to  St.  John’s.  A large  number 
of  these  young  Indians  unfortunately  died  of  tu- 
berculosis during  their  stay  in  Hampton  and  they 
are  buried  in  the  old  cemetery  on  the  campus  of 
Hampton  Institute. 

Five  generations  of  the  Jones  family  w'orshipped 
in  St.  John’s  from  1781  to  1919,  according  to  a 
plaque  over  a pew  near  the  south  door.  Solomon 
Fosque,  a devoted  Negro  sexton,  is  commemorated 
by  a plaque  in  the  west  vestibule.  A complete  list 
of  all  the  rectors  of  St.  John’s  from  1610-  to  the 
present  day,  45  in  all,  hangs  in  the  South  vestibule. 
The  present  rector.  Carter  H.  Harrison,  is  a direct 
descendant  of  Benjamin  Harrison,  who  settled  in 
Jamestown  in  1635.  He  is  also  a descendant  of 
Pocahontas.  The  church  possesses  a silver  com- 
munion service  which  was  brought  from  London 
in  1619. 

Hampton  may  be  called  a city  of  seafood  and 


institutions.  Fishing,  crabbing,  oyster-farming  and 
seafood  packing  are  the  native  industries.  Every 
September  Hampton  celebrates  its  annual  Seafood 
Festival  with  the  crowning  of  a Seafood  Queen, 
a grand  parade  and  street  dancing.  Also  contribut- 
ing heavily  to  tlie  town’s  economy  are  the  govern- 
ment institutions  such  as  the  aeronautical  research 
laboratories  (National  Advisory  Committee  for 
Aeronautics),  the  Veterans  Administration,  the 
military  establishments;  also,  the  faculty  and  stu- 
dents of  Hampton  Institute.  The  core  of  the  town’s 
population  is  soundly  Southern  but  since  Hampton 
is  located  at  the  tip  of  the  Peninsula  the  currents 
of  commerce  and  w'ar  have  brought  to  it  people 
from  all  points  of  the  compass.  For  instance,  there 
is  a small  group  of  prominent  families  whose  found- 
ers came  from  New  England  and  other  Northern 
places  soon  after  the  Civil  War.  Energetic  and 
enterprising  they  made  fortunes  in  the  seafood  in- 
dustry later  branching  into  vaster  realms  such  as 
real  estate  developments  and  street  railways.  Still 
prominent  in  the  business  and  professional  life  of 
the  town  are  a number  of  families  whose  residence 
in  Hampton  dates  back  to  the  days  of  the  Royal 
Colony,  such  as  the  Bookers,  Seldens,  Joneses, 
Tabbs,  Chismans,  Hopes,  Holts  and  Lees,  to  men- 
tion but  a few.  Another  distinct  native  group  in 
the  town’s  population  is  formed  by  the  “Poquo- 
sonites”  and  the  “Fox  Hillians”,  who  are  derived 
from  a cluster  of  fishing  villages  some  miles  north 
of  Hampton.  In  early  days  these  people  lived  in 
virtual  isolation  because  of  the  lack  of  communica- 
tion, consequently  they  are  so  intermarried  that  the 
same  family  names  occur  over  and  over.  Accus- 
tomed for  several  centuries  to  wresting  a living 
from  the  sea  and  the  soil  with  their  own  hands, 
they  turned  their  energies  to  business  with  great 
profit  when  after  the  dawn  of  the  automobile  age 
they  began  to  settle  in  Hampton.  Today  “Poquo- 
sonites”  and  “Fox  Hillians”  are  very  important  in 
the  business  life  of  Hampton. 

Hampton’s  population  has  been  greatly  increased 
in  recent  years  by  aeronautical  research  workers 
who  have  come  from  all  over  the  country.  South, 
North,  and  West  to  work  at  the  Langley  Field  Air 
Base.  Many  of  the  workers  in  the  Newport  News 
Shipyard  have  made  their  homes  in  the  Hampton 
area.  A familiar  figure  in  Hampton  is  the  retired 
army  officer,  a major,  a colonel  or  even  a general, 
who  fell  in  love  with  the  town  during  a tour  of 
duty  at  Fort  Monroe  or  Langley  Field,  many  years 
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ago.  In  some  cases  he  bought  his  home  long  in  ad- 
vance of  his  retirement  and  rented  it  out  while  he 
was  serving  out  his  time  in  humdrum  posts  else- 
where in  the  United  States  and  in  the  tropical  heat 
and  squalor  of  foreign  assignments.  Once  back  in 
Hampton  in  his  dream  house  with  time  on  his 
hands,  he  fishes,  gardens,  hosts,  dabbles  in  civic  af- 
fairs or  may  even  take  an  executive  job  in  business. 

Hampton  is  cut  up  by  the  jagged  arms  of  Hamp- 
ton Creek.  Along  its  waterfront  are  giant  mounds 
of  oyster  shells  and  the  commingled  odors  of  fish 
and  crabs.  Housewives  go  to  the  wharves  to  buy 
seafood  fresh  from  the  briny  deep.  The  town  is 
knit  together  by  a number  of  graceful  bridges  from 
which  one  obtains  a beautiful  view  of  the  snug 
little  harbor  w'ith  its  fishing  fleet  and  the  Yacht 
Club.  The  Hampton  Yacht  Club  is  a rendezvous 
for  yachts  bound  to  and  from  Florida  and  is  the 
scene  of  annual  regattas.  In  front  of  the  Yacht 
Club  entrance  stands  The  Braddock  Cannon 
which  marks  the  spot  where  General  Braddock 
landed  in  1755  with  two  regiments  of  British  regu- 
lars to  open  the  campaign  to  drive  the  French  away 
from  what  is  now  Pittsburgh.  Unaccustomed  to 
wilderness  fighting  Braddock’s  forces  were  am- 
bushed by  French  and  Indians  in  the  wilds  of 
Pennsylvania.  Braddock  was  killed  after  four 
horses  had  been  shot  from  under  him  and  the  young 
Y’ashington  who  had  accompanied  him  as  an  aide- 
de-camp  barely  escaped  with  his  life.  The  Brad- 
dock Cannon  points  to  a tongue  of  land  at  the 
mouth  of  the  harbor  known  as  Blackbe.ard’s  Point 
after  the  famous  pirate.  Captain  Edward  Teach. 
Exasperated  by  the  pirates’  attack  on  Hampton 
shipping,  Captain  Henry  Maynard  of  Hampton  led 


The  Braddock  cannon  with 
Blackbeard’s  Point  in  background 


an  expedition  against  their  lair  in  North  Carolina 
in  1718.  Defeating  Blackbeard,  he  severed  the 
bloodthirsty  rascal’s  head  from  his  body  and  placed 
it  on  a pole  at  the  entrance  of  Hampton  Harbor  to 
warn  any  mariner  contemplating  piracy  as  a career. 

Across  the  harbor  opposite  the  Yacht  Club  one 
sees  the  towers  and  gables  of  Hampton  Institute, 
cne  of  the  greatest  centers  of  Negro  education  in 
the  world.  This  school  had  its  beginning  in  a 
group  of  illiterate,  runaway  slaves  who  sat  under 
the  trees  at  the  feet  of  missionaries  and  shouted  out 
the  letters  of  the  alphabet.  Today  Hampton  Insti- 
tute has  grown  to  an  aggregate  of  139  buildings 
occupying  75  acres  of  land  with  an  enrollment  of 
over  1,500  young  men  and  women.  Students  are 
trained  in  hand  as  well  as  mind  and  taught  pri- 
marily to  make  a living  in  accordance  with  the  ideal 
of  the  founder.  General  Samuel  Chapman  Arm- 
strong (1839-1893).  The  trade  school  teaches 
everything  from  brick-laying  to  tailoring  while  the 
collegiate  schools  teach  agriculture,  arts  and  sci- 
ences, business,  education,  home  economics,  librar) 
science  and  nursing.  Ogden  Hall  seats  2,000  pa> 
pie  and  the  yearly  concert  season  which  features 
internationally  famed  artists,  symphony  orchestras, 
ballets  and  opera  companys,  is  patronized  by  the 
entire  population  of  the  Peninsula.  On  Sunday 
evenings  the  students  assemble  in  Ogden  Hall  to 
sing  spirituals  and  other  typical  Negro  music. 

In  1878  Indian  Prisoners  of  War  from  Florida 
were  sent  to  Hampton  Institute  to  be  educated  and 
Indians  from  all  over  the  country  continued  to  be 
enrolled  until  1923.  A large  number  of  Sioux  In- 
dians from  the  Dakotas  are  buried  in  the  Old 
Cemetery  at  the  southeast  corner  of  the  campus. 
A trip  to  this  cemetery  is  worth  while  to  read  the 
picturesque  Indian  names  on  the  tombstones,  ex- 
amples of  which  are  Daniel  Fire-Cloud,  Virginia 
IMedi cine- Bull,  Benjamin  Bear-Bird,  Lora  Bowed- 
Headsnow,  Marj'  Red-Bird,  John  Blue-Pipe,  George 
Sharp-Horn,  and  Walter  Little-Eagle.  This  ceme- 
ter\-  also  contains  the  ivy  covered  tomb  of  the 
founder  Gener.al  Armstrong  who  was  born  in 
Hawaii  of  American  missionary'  parents,  was  a 
general  in  the  Union  Army  during  the  Civil  War, 
and  later  made  Negro  education  his  life  work. 

General  Armstrong  persuaded  the  American  Mis- 
sionary Society  to  buy  the  land  on  which  the  insti- 
tute stands  and  formal  instruction  was  begun  in 
1868  in  a converted  Union  hospital  with  himself 
as  principal,  two  teachers  to  assist  him,  and  15  ex- 
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slaves  as  pupils.  Funds  granted  by  the  Federal 
Government  at  the  outset  were  soon  e.xhausted  and 
the  continuance  of  the  work  has  since  depended  on 
contributions  from  friends  of  the  Institute  and  what 
the  school  could  earn  for  itself.  One  building  was 
“sung  up,”  for  General  Armstrong  took  the  Hamp- 
ton Institute  Singers  on  a tour  of  the  United  States 
and  Canada  where  they  gave  500  concerts.  They 
brought  back  $20,000  for  the  construction  of  Vir- 
ginia Hall.  The  Huntington  Memorial  Library 
was  donated  by  Collis  P.  Huntington,  the  railway 
magnate  who  built  the  Newport  News  shipyard. 
This  library  is  one  of  the  finest  in  the  South,  con- 
taining 77,674  volumes,  including  a special  collec- 
tion dealing  with  the  Negro,  Among  Hampton 
Institute’s  famous  graduates  are  Booker  T.  Wash- 
ington who  walked  all  the  way  from  West  Virginia 
to  enroll  in  the  school  and  Dorothy  Maynor,  the 
well-known  concert  singer. 

Directly  behind  the  campus  is  a Civil  War 
Cemetery  belonging  to  the  Kecoughtan  Veterans 
Administration.  It  is  beautifully  laid  out  and  con- 
tains several  interesting  monuments  and  ca.st  iron 
plaques.  It  was  started  at  the  close  of  the  Civil 
War  with  the  bodies  of  soldiers  who  had  died  in 
fighting  between  Hampton  and  Richmond.  Over 
400  of  the  bodies  were  those  of  unknown  soldiers. 
Later  burials  have  been  those  of  inmates  of  the 
National  Soldiers’  Home  now  known  as  the  Vet- 
erans Administration.  The  Veterans  Adminis- 
tration lies  between  Hampton  and  Old  Point 
Comfort  on  the  approximate  site  of  ihe  old  Indian 
village  of  Kecoughtan.  This  is  why  the  name  Ke- 
coughtan was  revived  as  a post  office  address  for 
the  institution  by  Col.  Keith  Ryan,  former  head  of 
the  local  Veterans  Administration.  The  National 


Soldiers’  Home  was  established  in  1871  in  the 
building  formerly  occupied  by  the  Chesapeake  Fe- 
male Seminary.  Continued  as  the  Veterans  Admin- 
istration it  has  long  imparted  a sjiecific  flavor  to 
Hampton  life.  The  older  veterans  amble  along 
the  streets,  stand  on  the  street  corners,  or  lounge 
contentedly  on  the  wharves.  Seme  hawk  nicknacks 
of  their  own  making  such  as  canes,  leather  belts, 
or  metal  ware.  The  Kecoughtan  Hospital,  a 
magnificent  600  bed  hospital  fronting  on  Hampton 
Roads,  surrounded  by  beautiful  grounds,  ministers 
to  sick  veterans  of  all  United  States  Wars.  The 
last  Civil  War  veteran  expired  several  years  ago 
and  the  Spanish-.^merican  War  veterans  have  taken 
over  the  ancient  status  formerly  occupied  by  the 
Civil  W’ar  veterans. 

Several  miles  to  the  north  of  Hampton  is  the 
Langley  Field  Air  Base.  It  is  not  only  an  im- 
portant Army  Air  Force  post,  but  it  is  the  home 
of  the  National  Advisory  Committee  for  Aero- 
nautics (N.A.C.A.)  where  scientists  toil  night  and 
day  in  the  giant  wind-tunnels  to  unlock  the  secrets 
of  the  air.  Founded  in  1917  with  about  a dozen 
employees,  its  personnel  has  grown  to  3,300.  Its 
payroll  is  over  $1,000,000  per  month  and  the  plant 
is  valued  at  $50,000,000.  The  organization’s  aim 
is  to  assure  American  leadership  in  aeronautics. 
At  present  tourists  are  allowed  to  drive  through 
the  Langley  Field  Air  Base.  Northeast  of  Hamp- 
ton is  Buckroe  Beach  which  is  located  on  Chesa- 
peake Bay.  It  is  a summer  resort  for  salt  water 
bathing,  fishing  and  dancing  and  also  has  a large 
amusement  park.  In  1620  the  London  Company 
sent  Frenchmen  to  Buckroe  to  teach  the  colonists 
silkworm  culture.  Because  the  early  navigators 
had  confidently  expected  to  find  India  instead  of 
America  when  they  sailed  due  west,  the  London 
businessmen  could  not  rid  themselves  of  the  idea 
that  the  New  W'orld  must  have  the  same  possibili- 
ties as  India  and  other  Oriental  countries.  Silk- 
worm culture  at  Buckroe  soon  failed  and  the  col- 
onists turned  to  tobacco  raising  which  was  to  ‘be 
the  Peninsula’s  main  industry  for  several  centuries. 

Newport  News  is  a thriving  seaport  and  ship- 
building center  located  on  the  western  shore  of  the 
Peninsula  at  the  mouth  of  the  James  River.  “The 
World’s  Greatest  Harbor”  is  the  city’s  proud  boast. 
Although  settled  in  1619  it  remained  an  unimportant 
fishing  village  until  1880  when  it  was  chosen  as  the 
Atlantic  deepwater,  coal-shipping  terminal  for  the 
Chesapeake  and  Ohio  Railway  system.  Today  it  is 
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the  world’s  largest  coal-shipping  terminal.  In  1889 
Collis  P.  Huntington  built  the  Newport  News 
Shipbuilding  and  Dry  Dock  Comp.any  and  since 
then  the  growth  of  the  city  has  been  rapid.  During 
Vofld  War  II  about  30,000  men  were  employed  in 
the  shipyard,  many  of  whom  remained  in  Newport 
News.  The  shipyard  stretches  a mile  or  so  along 
the  James  River  and  covers  125  acres.  Hunting- 
ton’s motto  is  inscribed  on  a monument  just  inside 
the  shipyard  gate:  “We  Shall  Build  Good  Ships 
Here  at  a Profit  if  we  Can,  at  a Loss  if  we 
Must,  But  Alwwys  Good  Ships.”  This  shipyard 
is  proud  to  have  built  the  S.  S.  America,  the  largest 
passenger  ship  yet  built  in  this  country.  Among  the 
many  famous  fighting  ships  it  has  turned  out  are 
the  Yorktown,  the  Hornet,  the  Midway  and  the 
Coral  Sea.  The  keel  for  the  $189,000,000  .super- 
carrier, “The  L^nited  States”  was  laid  in  the  New- 
port News  Yard.  During  both  World  Wars,  New- 
port News  was  a major  supply  and  embarkation 
port  for  the  European  theater  of  war.  Under  the 
Wctory  .Arch  at  25th  Street  and  West  Avenue  there 
marched  441,146  homecoming  World  War  I vet- 
erans in  1918  and  1919. 

Newport  News  boasts  three  unique  and  outstand- 
ing museums  on  its  outskirts.  The  ^Mariners’  Mu- 
seum is  located  in  a park  of  more  than  800  acres, 
and  contains  a vast  collection  of  ship  figureheads. 


prints  and  marine  paintings,  ship  models,  anchors, 
marine  engines,  deck  and  steering  gear  and  navi- 
gation instruments.  It  also  houses  a library  of  over 
32,000  books  and  manuscripts.  The  War  Memo- 
rial IVIusEUM  OF  Virginia  contains  a collection  of 
army  guns,  tanks  and  other  military  equipment  of 
World  Wars  I and  II.  It  is  also  the  official  mu- 
seum of  the  N.A.C.A.  and  has  working  models 
of  the  great  wind  tunnels  of  Langley  Field.  The 
James  River  Golf  Museum  is  considered  one  of 
the  finest  of  its  kind  outside  of  St.  Andrews,  Scot- 
land. It  was  established  by  Archer  M.  Hunting- 
ton.  All  these  museums  are  free  of  charge. 

The  town  of  Newport  News  has  all  the  flavor  of 
a seaport.  Its  streets  are  enlivened  by  the  uniforms 
of  sailors  from  warships  out  in  the  harbor,  sol- 
diers from  Langley  Field  and  Fort  Monroe,  Mili- 
tary and  Naval  police  assist  the  civilian  police  in 
keeping  order  on  the  town’s  main  thoroughfare, 
Washington  Avenue,  which  reminds  the  Mid-WYst- 
erner  of  a smaller  edition  of  State  Street  in  Chi- 
cago. Groups  of  swarthy,  gesticulating  foreign 
merchant  seamen  from  the  Mediterranean  countries 
give  an  exotic  touch.  One  even  sees  an  occasional 
tubaned  Lascar  sailor  from  the  Far  East.  New- 
port News  has  a festive  air  when  the  shipyard 
launches  a new  vessel  with  the  ceremony  presided 
over  by  visiting  high  dignitaries.  The  city  is  con- 
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nected  with  the  mainland  by  ferr)-  and  by  the  al- 
most unbelievably  long  James  River  Bridge  which 
stretches  five  miles  from  shore  to  shore.  Viewed 
in  the  distance  from  the  north  end  of  the  city  it 
makes  a sight  that  one  does  not  soon  forget. 

Further  up  the  Peninsula  are  the  historic  shrines 
of  Williamsburg,  Jamestoavn,  and  Yorktown. 
The  attractions  of  these  places  are  too  well  known 
and  too  thoroughly  catalogued  to  need  space  in  this 
article.  Suffice  it  to  say  that  Jamestown  will  have 
a special  interest  for  the  Medical  Society  of  Vir- 
ginia because  it  is  the  home  of  the  colorful  Dr. 
John  Pott  who  was  the  official  physician  in  the 
early  days  of  the  Jamestown  Colony.  Pott  was  a 
highly  respected  physician  but  he  made  many  ene- 
mies because  of  his  hot  temper,  impulsiveness  and 
his  taste  for  politics.  However,  he  was  always 
clever  and  resourceful  enough  to  extricate  himself 
from  whatever  scrape  he  got  into.  Pott  did  not 
like  to  have  other  people’s  hogs  feed  in  his  corn- 
field. Therefore,  he  had  a standing  rule  that  all 
trespassing  hogs  were  to  be  summarily  executed 
and  served  up  on  his  table.  This  did  not  endear 
him  to  some  early  settlers.  Pott  and  Governor 
Harvey  conducted  a bitter  feud  during  which  Pott 
was  several  times  clapped  in  irons,  but  at  last  he 
won  out  by  securing  the  Governor’s  recall.  In  1626 
Dr.  Pott  was  sued  by  his  apprentice  for  failing  to 
teach  him  his  craft.  Pott  died  in  1642  after  20  years 


of  a busy  medical  and  turbulent  political  career 
in  the  Jamestown  Colony. 

On  October  9,  1949,  the  medical  profession  of 
the  Virginia  Peninsula  will  welcome  the  Medical 
Society  of  Virginia  back  to  Old  Point  Comfort 
where  it  last  met  in  1881.  In  1881  our  president 
was  Hunter  Holmes  McGuire  of  Richmond,  the 
South’s  leading  surgeon.  In  1949  our  president 
will  be  M.  Pierce  Rucker  of  Richmond,  one  of  the 
country’s  leading  obstetricians  and  a medical  his- 
torian as  well.  Pierce  Rucker  was  born  in  1881, 
the  same  year  our  Society  last  met  at  Old  Point 
Comfort.  Since  1881  the  historic  Lower  Peninsula 
has  changed  from  a sleepy  fishing  and  farming 
community  to  an  urban  area  of  150,000  people 
concentrated  in  the  towns  of  Newport  News,  Hilton 
^hllage,  Hampton,  Phoebus  and  their  satellite  com- 
munities. There  is  no  physical  dividing  line  be- 
tween these  places,  the  only  division  being  politi- 
cal. Our  activities  are  many;  shipbuilding,  the  port, 
the  seafood  industry,  aeronautical  research,  the 
care  of  disabled  veterans,  the  military  establish- 
ments, education,  and  the  tourist  industry.  It  is 
now  343  years  since  the  first  Englishman  landed 
on  the  Virginia  Peninsula.  Their  leader.  Captain 
John  Smith,  wrote  back  to  England,  with  prophetic 
insight,  “So  Then,  Here  Is  a Place,  a Nurse 
for  Soldiers,  a Practice  for  IMariners,  a Trade 
FOR  Merchants,  a Reward  for  the  Good.” 
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PROGRAM 

(PRELIMINARY) 

102nd  meeting 

MEDICAL  SOCIETY  OE  VIRGINIA 

Chamberlin  Hotel 
Eort  Monroe 

October  9,  10,  11  and  12,  1949 


Sunday,  October  9 
5:00  P.M. 

Council — Monroe  Room 
8:00  P.M. 

House  of  Delegates — Virginia  Room 

Monday,  October  10 
9:00  A.M. 

Medical  Section — Virginia  Room 
Sarcoidosis — T.  N.  Hunnicutt,  Jr.,  M.D.,  Harry 
Nushan,  M.D.,  and  Benjamin  Miller,  M.D., 
Newport  News 

Discussion — Edward  S.  Ray,  iM.D.,  Richmond 
Psychosomatic  Medicine:  Mechanisms  Com- 
mon TO  Some  Gastro-Intestinal  Dysfunc- 
tions— John  F.  Williams,  ISI.D.,  Richmond 
Discussion — George  S.  Fultz,  Jr.,  M.D.,  Rich- 
mond 

The  Treatment  of  Acute  Leukemia  with 
Aminopterin — J.  H.  Scherer,  M.D.,  Rich- 
mond and  F.  C.  McCall,  M.D.,  Bristol 
Discussion — John  T.  Stevens,  IM.D.,  Richmond 

Surgical  Section — Monroe  Room 

The  Surgical  .Aspects  of  Neurofibromatosis — 
Carrington  Williams,  Jr.,  M.D.,  Richmond 
Discussion — Frank  Philip  Coleman,  M.D.,  Rich- 
mond 

Surgery  of  the  Gall  Bl.adder — Frank  S.  Johns, 
M.D.,  Richmond 

Discussion — C.  M.  Caravati,  M.D.,  Richmond 
The  Diagnosis  and  Treatment  of  Ruptured 
Cervical  Disc — James  L.  Thomson,  M.D., 
Norfolk 

Discussion — W.  Gayle  Crutchfield,  M.D.,  Char- 
lottesville 


10:15  A.M. 

Recess  to  Visit  Exhibits 
10:45  A.M. 

General  Session — Virginia  Room 

The  Present  Day  Concept  of  Industrial  Medi- 
cine— R.  Lomax  Wells,  M.D.,  Washington, 
D.  C.  (Guest) 


Differentiation  of  Pain  Mechanisms  Asso- 
ciated AViTH  He.adache — Walter  O.  Kling- 
man,  M.D.,  Charlottesville 
Discussion — Thomas  N.  Spessard,  M.D.,  Norfolk 
Psychiatric  Implications  in  Gereology— James 
P.  King,  M.D.,  and  Daniel  D.  Chiles,  M.D., 
Radford 

Discussion — G.  B.  Arnold,  IM.D.,  Lynchburg 

Monday,  2:30  P.M. 

General  Session — Virginia  Room 

Use  of  Penicillin  for  Treatment  of  Farly 
Cases  of  Syphilis  in  the  City  of  Rich- 
mond— F.  M.  Holmes,  Jr.,  M.D.,  and  Paul 
Bowden,  M.D.,  Richmond 
Discussion — Thomas  Murrell,  Sr.,  M.D.,  Rich- 
mond 

Tuberculosis  Control  in  a Large  General  Hos- 
pital— F.  C.  Harper,  M.D.,  and  W.  F.  Roye, 
M.D.,  Richmond 

Discussion — Samuel  Richman,  M.D.,  Richmond 
Streptomycin  in  Tuberculosis,  Its  Use  and 
.\buse  (Lantern  Slides) — W.  F.  Apperson, 
M.D.,  Charlottesville 

Discussion — F.  C.  Drash,  M.D.,  Charlottesville 
3:30  P.M. 

Recess  to  Visit  Exhibits 
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4:00  P.M. 

Clinical  Pathological  Conference — Roof  Garden 
William  Parson,  M.D.,  University  of  Virginia, 
Charlottesville 

William  B.  Porter,  M.  D.,  Mediail  College  of 
Virginia,  Richmond 

5:30  P.M. 

Alumni  Dinners 

Medical  College  of  Virginia — Virginia  Room 
University  of  Virginia,  Department  of  ^Medicine— 
Hampton  Room 

Monday,  8:30  P.M. 

General  Session — Roof  Garden 

Call  to  Order — Waverly  R.  Payne,  M.D.,  Chair- 
man, Committee  on  Arrangements 
InvcK'ation — Rev.  Carter  H.  Harrison,  Rector  of 
St.  John’s  Episcopal  Church,  Hampton 
.Announcements 
^^'elcome — - 

Colonel  E.  M.  Fickett,  Deputy  Post  Com- 
mander, Fort  Monroe 
Introduction  of  President 

.Awarding  of  Certificates  to  Alemhers  in  “Fifty 
A'ear  Club” 

.Address  by  President — The  Future  of  Medicine  in 
A’irginia — Marvin  Peirce  Rucker,  M.D.,  Rich- 
mond 

.Address  — Sir  William  Osier  — Reminiscences  — 
Wilburt  Cornell  Davison,  M.D.,  (Guest), 
Durham,  North  Carolina 

-Address  by  Representative  of  World  Medical  -As- 
sociation— Herbert  -Acuff,  AI.D.,  Knoxville, 
Tennessee 

Memorial  Hour — A.  AI.  Showalter,  M.D.,  Chair- 
man, Membership  Committee 

Tuesday,  October  11 
9:00  A.M. 

Medical  Section — Virginia  Room 
The  AIanagement  or  the  Complications  or 
.Acute  Myocardial  Inearction — Reno  R. 
Porter,  AI.D.,  John  R.  Massie,  Jr.,  M.D.,  and 
William  Anderson,  M.D.,  Richmond. 


Discussion  — Julian  Beckwith,  M.D.,  Clifton 
Forge 

.Anti-Coagulant  Therapy  in  Myocardial  In- 
EARCTioN — Julian  R.  Beckwith,  AI.D.,  and 
Robert  H.  Sease,  AI.D.,  Clifton  Forge 
Discussion — Paul  D.  Camp,  AI.D.,  Richmond 
The  Dieeerential  Diagnosis  or  Acute  Ineec- 
Tious  “Idiopathic”  Peric.arditis  and  Myo- 
cardial Inearction — Paul  D.  Camp,  M.D., 
and  Oscar  Clarke,  M.D.,  Richmond 
Discussion — Wm.  B.  Porter,  M.D.,  Richmond 

9:00  A.M. 

Psychiatric  Section — Monroe  Room 
The  Alcoholic  Problem — R.  Finley  Gayle,  Jr., 
M.D.,  Richmond 

Discussion — Harvey  B.  Haag,  M.D.,  Richmond 
The  Present  Status  or  Electroencephalog- 
raphy AND  Its  Importance  in  the  General 
Practice  or  Medicine — 1.  S.  Zfass,  M.D., 
Richmond 

Discussion — J.  B.  Funkhouser,  M.D.,  Richmond 
The  M.anagement  or  Delirium  in  the  Gen- 
eral Hospital — P.  H.  Drewry,  M.D.,  and 
J.  B.  Funkhouser,  M.D.,  Richmond 
Discussion — John  Powell  Williams,  M.D.,  Rich- 
mond 

10:15  A.M. 

Recess  to  Visit  Exhibits 

10:45  A.M. 

General  Session — Roof  Garden 

Total  Colectomy  and  Anal  Ileostomy- lark 
M.  Ravitch,  M.D.,  (Guest),  Baltimore,  Mary- 
land 


The  Dieeerential  Diagnosis  or  Medical  and 
Surgic.al  J.AUNmicE  (Lantern  Slides) — M.  M. 
Pinckney,  M.D.,  Richmond 
Discussion — James  O.  Burke,  M.D.,  Richmond 
Poliomyelitis  : Respiration  Fmbarrassment — 
Lee  F.  Sutton,  Jr.,  M.D.,  and  F.  L.  Angell, 
M.D.,  Richmond 

Discussion — Williams  F.  Pembleton,  M.D.,  Rich- 
mond 
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Tuesday,  October  11 

2:30  P.M. 

General  Session — Roof  Garden 

Cancer  of  the  Lungs  «tth  Particular  Refer- 
ence TO  the  Roentgenographic  Findings — 
George  Cooper,  Jr.,  M.D.,  Charlottesville 
Discussion — Frank  Philip  Coleman,  M.D.,  Rich- 
mond 

Treatment  of  the  Lower  Nephron  Syn- 
drome— J.  Edwin  Wood,  Jr.,  M.D.,  Myers 
H,  Hicks,  M.D.,  and  A.  J.  Crutchfield,  M.D., 
Charlottesville 

Discussion — John  Hortenstine,  M.D.,  Winchester 

The  Prevention  and  Treatment  of  Deafness 
— A.  A.  Burke,  M.D.,  Norfolk 
Discussion — Fred  O.  Fay,  M.D.,  Norfolk 

3:30  P.M. 

Recess  to  Visit  Exhibits 

4:00  P.M. 

Virginia  Room 

Symposium — Reading,  Hearing  and  Speech  Diffi- 
culties 

Ldlin  W.  Leavell,  Director,  IMcGuffey  Reading 
Clinic,  F^niversity  of  Virginia 
James  ]\L  Mullendore,  The  Speech  Clinic, 
F'niversity  of  Virginia 

6:00  P.M. 

Cocktail  Party 
Roof  Garden 

7:00  P.M. 

Dinner  and  Entertainment 
Hampton  Room 

Wednesday,  October  12 

9:00  A.M. 

Medical  Section — Virginia  Room 

Lipoid  Pneumonia  Due  to  the  Use  of  Mineral 
Oil  as  a Lax.ative  {Lantern  Slides) — E. 
Baron,  M.D.,  Kecoughtan 
Discussion — Thomas  N.  Hunnicutt,  M.D.,  New- 
port News 

Diagnostic  Problems  in  Amoebiasis — William 
A.  Read,  M.D.,  Newport  News 


Discussion — Charles  M.  Caravati,  M.D.,  Rich- 
mond 

Pernicious  .\nemia,  Recognition  and  Treat- 
ment {Lantern  Slides) — Byrd  S.  Leavell, 
M.D.,  Charlottesville 

Discussion — John  B.  McKee,  IM.D.,  Winchester 

9:00  A.M. 

Surgical  Section — Fort  Room 

End  Results  in  the  Treatment  of  Bladder 
Tumor — .Fustin  1.  Dodson,  M.D.,  and  Charles 
M.  Nelson,  M.D.,  Richmond 
Discussion — A.  Creecy,  M.D.,  Newport  News 
Retropubic  Prostatectomy — Donald  S.  Daniel, 
.M.D.,  Richmond 

Discussion — Erank  S.  Johns,  IM.D.,  Richmond 
Non-Invasive  Carctnoaia  of  the  Cervix:  An 
Opportunity  to  Reduce  Cancer  Mortality 
— Randolph  H.  Hoge,  M.D.,  Richmond 
Discussion — John  Nokes,  M.D.,  Charlottesville 

10:15  A.M. 

Recess  to  Visit  Exhibits 

10:45  A.M. 

General  Session — Virginia  Room 
The  Causal  and  Preventive  Aspects  of  Spon- 
taneous .Abortion — .Arthur  T.  Hertig,  M.D., 
{Guest),  Boston,  Massachusetts 


.\ntibiotics  and  Chemotherat>y  in  Surgical 
Disease  {Lantern  Slides) — William  R.  San- 
dusky, M.D.,  Charlottesville 
Discussion — Edmund  Morgan,  M.D.,  Winchester 


Installation  of  W.  C.  Caudill,  M.D.,  as  President 
.Announcements  and  Adjournm.ent 


Article  IV,  Section  3 (By-Laws)  With  the  excep- 
tion of  the  address  by  the  President  and  invited 
guests,  no  address,  paper,  or  other  contribution  on 
the  program  shall  be  longer  than  fifteen  minutes. 

Section  4 — No  one  shall  discuss  a paper  more 
than  once  and  then  for  only  five  minutes.  . . . 

Section  7 — .All  papers  and  contributions  are  the 
property  of  the  Society  and  cannot  be  published 
elsewhere  without  the  consent  of  the  Publication 
Committee. 
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SCIENTIFIC  EXHIBITS 

SUN  PORCH 

1.  Streptomycin  Treatment  of  Granuloma  Inguinale. 
Harry  Pariser,  M.l).,  Stanley  Z.  Goldberg,  M.D., 
and  George  H.  Mitchell,  M.U.,  Hampton  Roads  Med- 
ical Center,  Norfolk. 

2.  Medical  Public  Relations.  Henry  S.  Johnson,  Direc- 
tor, Public  Relations,  Medical  Society  of  Virginia, 
Richmond. 

3.  Preventing  Mental  Illness — Challenge  to  Public  Health 
Agencies.  A Nation-IVide  Program  of  Mental  Hy- 
giene. Department  of  Mental  Hygiene  and  Hospitals, 
Commonwealth  of  Virginia  in  cooperation  with  the 
Public  Health  Service.  (J.  E.  Barrett,  M.D.)  Rich- 
mond. 

4.  Getting  Well  in  a Mental  Hospital.  Department  of 
Mental  Hygiene  and  Hospitals,  Eastern  State  Hos- 
pital. (Granville  L.  Jones,  M.D.)  Williamsburg. 

5.  Chest  X-ray  Findings  in  Cancer  of  the  Lung.  George 
Cooper,  Jr.,  M.D.,  and  John  G.  Kroll,  M.D.,  Uni- 
versity of  Virginia  Hospital,  Charlottesville. 

6.  Spa  Therapy.  F.  A.  Hellebrandt,  M.D.,  and  Sara 
Jane  Houtz,  M.S.,  Baruch  Center  of  Physical  Med- 
icine, Medical  College  of  Virginia,  Richmond. 

7.  Rheumatoid  Spondylitis.  Method  of  Diagnosis  and 
Treatment  of  80  Cases.  Elam  C.  Toone,  Jr.,  M.D., 
William  L.  Wingfield,  M.D.,  Samuel  Richman,  M.D., 
Medical  College  of  Virginia  and  McGuire  VA  Hos- 
pital, Richmond. 

8.  Early  A mbulation  After  Surgery  and  Inguinal  Hernior- 
rhaphy for  Indirect  Inguinal  Hernia.  Ernest  T. 
Trice,  M.D.,  Richmond. 

9.  Peripheral  Vascular  Diseases.  The  Medical  and  Sur- 
gical Management  of  Peripheral  Vascular  Diseases. 
Eugene  L.  Lowenberg,  M.D.,  Norfolk  General  and 
DePaul  Hospitals,  Norfolk. 

10.  Quantitative  Serologic  Tests  for  Syphilis.  Definitions, 
Usefulness  and  Limitations.  Raymond  Kimbrough, 
M.D.,  and  Frank  W.  Reynolds,  M.D.,  Medical  Col- 
lege of  Virginia,  Richmond. 

11.  Superficial  Fungus  Infections.  Richard  W.  Fowlkes, 
M.D.,  and  Allen  Pepple,  M.D.,  Richmond. 

12.  Lead  Glass  Fabric.  Protective  against  Roentgen  and 
Beta  Rays.  V.  W.  Archer,  M.D.,  George  Cooper, 
Jr.,  M.D.,  H.  D.  Hehel,  M.D.,  John  G.  Kroll,  M.D., 
D.  A.  Cunningham,  M.D.,  University  of  Virginia, 
Charlottesville. 

13.  Activities  of  the  Virginia  State  Department  of  Health. 
J.  Robert  Anderson,  M.A.,  Director,  Bureau  of  Health 
Education,  Virginia  State  Department  of  Health, 
Richmond. 

14.  The  Effect  of  Brain  Stimulation  on  Blood  Pressure 
and  Kidney  Circulation.  Ebbe  Curtis  Hoff,  M.D., 
Jos.  Kell,  Jr.,  M.D.,  Nelson  Hastings,  M.D.,  Edwin 
H.  Gray,  M.D.,  Dillard  M.  Sholes,  Jr.,  M.D.,  Med- 
ical College  of  Virginia,  Richmond. 

15.  Electroencephalography  and  Electromyography.  I.  S. 
Zfass,  M.D.,  Richmond. 


MOVIES 

(in  motion  projection  room) 

1.  Inguinal  Herniorrhaphy  (time  of  showing — 7 min.). 
Ernest  T.  Trice,  M.D.,  Richmond. 

2.  N ephreciomy  for  Cystadenoma  (time  of  showing — 15 
min.).  Thos.  G.  Hurdle,  M.D.,  Veterans  Adminis- 
tration Hospital,  Kecoughtan. 


TECHNICAL  EXHIBITS 

Technical  Exhibits  will  be  set  up  in  the  Lobby  of  the 
Chamberlin  Hotel.  The  following  is  a list  of  exhibitors 
with  a brief  description  of  each  exhibit: 

Booth  No.  5 

M & R Dietetic  Laboratories,  Inc. 

Columbus,  Ohio 

Similac  Division,  M & R Dietetic  Laboratories,  Inc., 
Booth  Number  5,  will  display  Similac,  a food  for  infants. 
Our  representatives  will  appreciate  the  opportunity  to  dis- 
cuss the  merit  and  suggested  application  for  both  the 
normal  and  special  feeding  cases. 

Booth  No.  6 
J.  E.  Hanger 
Richmond,  Virginia 

Made  under  exclusive  patents  and  serviced  by  30  offices 
throughout  the  United  States  and  Canada.  Nearly  the 
complete  Hanger  line  of  Artificial  Limbs  on  display,  both 
wood  and  metal.  These  include:  Hanger  Artificial  Legs 
for  below-knee,  above-knee  and  hip-amputations;  Hanger 
Artificial  Arms  and  attachments  for  below  and  above 
elbow;  and  other  special  parts  and  attachments.  Sec- 
tionalized  models  show  internal  construction  and  opera- 
tion of  the  Artificial  limbs.  Individual  parts  are  exhibited 
for  inspection  as  to  material  and  workmanship  and  the 
representatives  knowledge  of  the  limbs’  manufacture  and 
their  experience  in  amputee  rehabilitation  enables  them  to 
discuss  related  riuestions  and  problems  intelligently. 

Booth  No.  7 

National  Institute  of  Diaper  Services 

Richmond,  Northern  Peninsula  and  Washington,  D.  C. 

Do  the  right  diaper  services  help  keep  American  babies 
healthy?  Yes,  says  the  NIDS,  whose  members  in  150 
areas  are  the  only  diaper  services  under  “National  labora- 
tory control’’.  There  is  such  a thing  as  a “prescription” 
diaper  service. 

See  our  pictorial  display  giving  10  good  reasons  why 
you  can  safely  recommend  any  diaper  service  displaying 
NIDS  seal. 

In  Richmond,  it’s  Stork  Diaper  Service;  near  Wash- 
ington, it’s  Dy-Dee  Wash  of  Washington;  and  in  Hamp- 
ton and  Newport  News,  it’s  Di-Dee  Service. 

Booth  No.  8 

Schering  Corporation 
Bloomfield,  New  Jersey 

Buccal  Tablets  of  Oreton,  Progynon , Proluton  and  Cor- 
tate  with  the  new  base  Polyhydrol,  will  be  featured  at  the 
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Schering  exhibit.  Developed  in  the  Schering  research 
Laboratories,  the  new  Polyhydrol  bases  provides  a means 
of  complete  utilizing  hormones  without  the  necessity  of 
injection.  Trimeton,  an  outstanding  anti-histamine  and 
T halamyd,  Schering’s  brand  of  pthalyl-sulfacetamide,  a 
new  sulfonamide  extremely  effective  in  ulcerative  colitis 
and  enteric  infections,  will  highlight  the  exhibit. 

Schering  representatives  will  be  present  to  welcome  you 
and  will  be  happy  to  answer  inquiries. 

Booth  No.  9 

The  Liebel-Flarsheim  Company 

Cincinnati,  Ohio 

The  Liebel-Flarsheim  Company  cordially  invites  you  to 
visit  Booth  No.  9 in  which  the  latest  L-F  diathermy  and 
electrosurgical  apparatus  will  be  av'ailable  for  examina- 
tion and  demonstration.  This  year’s  exhibit  features  the 
“Office  Bovie’’,  an  electrosurgical  unit  specially  designed 
for  office  use.  Capable  representatives  will  be  on  hand 
at  all  times  and  we  hope  you  will  stop  by  so  that  we  may 
become  acquainted. 

Booth  No.  10 
Peoples  Drug  Stores 
Washington,  D.  C. 

In  our  prescription  rooms,  we  attempt  to  stock  the  many 
new  pharmaceuticals,  as  well  as  the,  older  preparations 
for  which  there  is  a demand. 

Our  display  is  made  up  of  one  or  more  items  of  each 
manufacturer  having  an  exhibit  at  this  meeting. 

Everyone  is  invited  to  visit  us  at  Booth  No.  10. 

Booth  No.  11 

Mead  Johnson  & Company 

Evansville,  Indiana 

Amigen  and  Protolysate  will  be  on  display  at  the  Mead 
Johnson  exhibit.  Mead  Johnson  has  pioneered  the  amino 
acid  field  commercially;  the  products  have  been  described 
in  more  than  four  hundred  articles  in  the  medical  litera- 
ture. Trained  representatives  will  be  at  the  Mead  Ex- 
hibit to  discuss  details  of  the  new  amino  acid  products. 
Shown  also  will  be  Dextri-Maltose,  Pablum,  Pabena, 
Oleum  Percomorphum  and  the  other  Mead  Products  used 
in  Infant  Nutrition. 

Booth  No.  12 

The  National  Drug  Company 

Philadelphia,  Pennsylvania 

You  are  cordially  invited  to  visit  the  booth  of  the  Na- 
tional Drug  Company.  Protinal  Powder — delicious,  intact, 
protein  carbohydrate  mixture,  recently  accepted  by  the 
Council  on  Foods  and  Nutrition  of  the  American  Med- 
ical Association,  and  Resinai — anion  exchange  resin  ant- 
acid and  pepsin  inhibitor  will  be  the  featured  products. 
Samples  and  literature  will  be  available  at  the  booth. 
Representatives  will  be  in  attendance  to  answer  inquiries 
concerning  the  above  products  as  well  as  National's  vast 
array  of  other  pharmaceutical,  biological  and  biochemical 
products. 


Booth  No.  13 

Wm.  P.  Poythress  & Company 

Richmond,  Virginia 

The  Wm.  P.  Poythress  Company  cordially  invites  you 
to  visit  Booth  No.  13  which  will  feature  (in  addition  to 
the  well-established  and  familiar  specialty  preparations, 
Solfoton,  Uro-Phosphate,  Panalgesic,  T C S,  and  Merpec- 
togel)  a new,  highly  potent,  synthetic  antispasmodic  drug, 
Trocinaie,  a product  of  Poythress  research.  Literature, 
samples  and  information  on  all  products  will  be  yours 
for  the  asking. 

Booth  No.  14 

Ortho  Pharmaceutical  Corporation 

Raritan,  New  Jersey 

Ortho  cordially  invites  you  to  visit  their  exhibit  at 
Booth  No.  14.  Featured  will  be  the  new  Ortho  Kit,  a 
beautiful  woven  plastic,  zippered  bag  containing  Ortho- 
Gynol,  an  Ortho  Diaphragm,  and  a Diaphragm  Intro- 
ducer. The  entire  line  of  Ortho  gynecic  pharmaceuticals 
will  also  be  displayed.  Ortho  representatives  will  wel- 
come the  opportunity  of  discussing  these  products  with 
you. 

Booth  No.  15 
Camel  Cigarettes 
New  York,  New  York 

Camel  Cigarettes  will  feature  color  slides  of  background 
data  from  their  newest  research.  After  weekly  examina- 
tions of  the  throats  of  hundreds  of  men  and  women  smok- 
ing Camel  Cigarettes  exclusively  for  thirty  days,  throat 
specialists  reported  “Not  one  single  case  of  throat  irrita- 
tion due  to  smoking  Camels.” 

Booth  No.  16 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 

Your  Lilly  medical  service  representative  cordially  in- 
vites you  to  visit  the  Lilly  exhibit  located  in  space  num- 
ber 16.  Many  new  therapeutic  developments  will  be  fea- 
tured and  literature  on  these  products  will  be  available. 
Visiting  physicians  will  be  aided  in  every  way  possible. 

Booth  No.  17 

Winthrop-Stearns,  Incorporated 

New  York,  New  York 

Winthrop-Stearns  extends  a cordial  invitation  to  visit 
its  Booth  No.  17,  where  representatives  will  be  on  hand 
to  discuss  the  latest  therapeutic  contributions  made  by  this 
firm.  Featured  will  be  Neocurtasal,  sodium-free  season- 
ing agent;  Neo-Synephrine,  well  tolerated  prolonged  de- 
congestive ; Isuprel,  new  more  efficient  and  convenient 
bronchodilator.  Tablets  for  sublingual  use,  solution  for 
inhalation;  Mebaral,  sedative  and  antiepileptic,  produces 
tranquility  without  drowsiness. 

Booth  No.  18 

J.  B.  Lippincott  Company 

Philadelphia,  Pennsylvania 

J.  B.  Lippincott  Company  presents  an  interesting  and 
active  exhibit  of  professional  publishing.  With  the  “pulse 
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of  practice”  centering  in  an  advisory  editorial  board  of 
active  clinicians  who  constantly  review  the  field,  current 
and  corning  trends  in  medicine  and  surgery  are  known 
continually.  On  the  studied  recommendations  of  these 
medical  leaders,  Lippincott  Selected  Professional  Books 
are  undertaken. 

Booth  No.  19 

The  Baker  Laboratories 

Cleveland,  Ohio 

The  Baker  display  is  built  around  the  six-step  approach 
to  optimum  infant  nutrition  which  leads  to  the  picture  of 
the  happy  mother  and  the  healthy  child.  An  adjusted 
protein,  two  carbohydrates,  a modified  fat,  vitamins,  solu- 
ble mineral  salts  and  iron,  coupled  with  simplicity  of 
preparation  and  low  cost,  provide  for  complete  nutri- 
tion and  insure  cooperation  in  the  home.  Baker’s  Modified 
Milk,  liquid  or  powder,  may  be  used  interchangeably  from 
birth  to  the  end  of  the  bottle-feeding  period. 

Booth  No.  20 

Physicians  Products  Company 

Petersburg,  Virginia 

The  exhibit  of  Physicians  Products  Company,  Incor- 
porated, will  feature  a display  of  the  firm’s  twelve  pre- 
scription specialty  items.  Trade  size  packages  of  each 
product  will  be  displayed  to  show  the  attractive  new  style 
labeling  which  is  now  being  used.  Featured  in  the  exhibit 
will  be  a novel  display  of  the  honey  flavored  sulfonamides 
which  are  manufactured  by  this  firm.  Several  members 
of  the  sales  department  will  be  on  hand  throughout  the 
meeting  to  welcome  and  talk  with  the  physicians  in  at- 
tendance. 

Booth  No.  21 
Abbitt  Pharmaco 
Newport  News,  Virginia 

Although  the  newest  of  Virginia’s  Pharmaceutical  Spe- 
cialty Houses,  Abbitt  Pharmaco  is  making  rapid  strides 
with  its  products  which  have  been  received  with  enthu- 
siasm by  Virginia  physicians. 

Our  exhibit  will  feature  Sodosulfas  which  consists  of 
sulfadiazine  .25  gm.,  sulfamerazine  .25  gm.,  and  sodium 
bicarbonate  .325  gm.  Bellapenta  tablets  which  consist  of 
the  alkaloids  of  Belladonna  in  combination  with  sodium 
pentabarbital — a logical  combination  without  the  cumula- 
tive barbiturate  effect.  Nasoton  Viridis,  an  isotonic  solu- 
tion of  ephedrine  buffered  with  sodium  citrate. 

Booth  No.  22 

General  Electric  X-Ray  Corporation 

Richmond,  Virginia 

The  General  Electric  X-Ray  Corporation  will  exhibit 
their  new  direct  writing  Cardioscribe,  model  E Inducto- 
therm  and  x-ray  accessories.  Representatives  from  Nor- 
folk, Richmond,  Lynchburg,  Charleston,  West  Virginia, 
and  Philadelphia  will  attend. 


Booth  No.  23 

Holland-Rantos  Company,  Inc. 

New  York,  New  York 

Medical  service  representatives  will  be  pleased  to  show 
you  the  anatomically  correct  Pelvi-Form  Clinical  Teach- 
ing Model  which  provides  an  invaluable  aid  in  visual 
demonstration,  not  only  of  diaphragm-jelly  technique,  but 
also  for  explaining  gynecological  abnormality  or  estab- 
lishing surgical  approach. 

New  package  design  of  Koromex  contraceptive  special- 
ties will  interest  you.  Upon  request,  you  can  obtain  sam- 
ples of  “Council-accepted”  Koromex  Jelly  and  Cream,  and 
of  N ylmeriite  Jelly,  an  effective  trichomonacide  that  is  in- 
expensive and  convenient  to  use. 

Booth  No.  24 
Doak  Company 
Cleveland,  Ohio 

Doak  Company  exhibits  nationally  recognized  derma- 
tological preparations  including:  Salinidol  as  indicated 
in  treatment  of  ringworm  infections  including  Tinea 
Capitis,  Tinea  Corporis  and  Tinea  Pedis.  Buro-Sol  Pow- 
der (Doak)  a soluble  powder  of  Aluminum  Acetate  in- 
dicated as  a wet  dressing.  Tersus  an  ideal  soapless 
detergent  used  as  skin  and  scalp  cleanser  in  all  cases 
intolerant  to  soaps,  alkaline  cleansers.  Tersus  is  also 
indicated  in  treatment  of  acne.  Lotio  Alsulfa  (Doak)  is 
an  activated  colloidal  sulfur  lotion  indicated  in  treatment 
of  acne.  Heliobrom  Lotion — an  astringent  and  anti- 
pruritic lotion  indicated  in  treatment  all  irritated  skin 
conditions  including  poison  ivy,  penicillin  rash,  pruritis 
ani  and  pruritus  vulvae. 

Booth  No.  25 

Tablerock  Laboratories 

Greenville,  South  Carolina 

We  invite  the  members  of  the  Medical  Society  of 
Virginia  to  visit  our  exhibit  during  the  meeting.  Our 
representative  will  be  glad  to  explain  the  line  of  pre- 
scription specialties  we  have  to  offer  for  your  service. 

Booth  No.  26 
Sharp  and  Dohme 
Philadelphia,  Pennsylvania 

Visitors  attending  the  Medical  Society  of  Virginia  meet- 
ing are  cordially  invited  to  visit  the  Sharp  & Dohme  ex- 
hibit in  Booth  No.  26.  Stable,  portable  “Lyovac”  Normal 
Human  Plasma  irradiated  to  destroy  not  only  bacteria  but 
also  the  viral  contaminants  that  might  cause  homologous 
serum  hepatitis  merits  your  attention.  Unusual  specialties 
including  the  popular  sulfonamide  and  antibiotic  drugs 
also  will  be  of  major  interest.  Courteous  attendants  will 
be  pleased  to  serve  you. 

Booth  No.  27 
E.  R.  Squibb  & Sons 
New  York,  New  York 

E.  R.  Squibb  & Sons  will  feature  new  professional  spe- 
cialties. Also  on  display  will  be  such  widely  accepted 
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products  as  Crysticillin,  Tolserol,  Rubramin,  Amnestrogen 
and  the  Penicillin  Dispolator. 

The  representatives  in  attendance  will  be  pleased  to 
discuss  these  and  other  S<|uibb  products  with  you.  Please 
visit  Booth  No.  27. 

Booth  No.  28 

Powers  & Anderson,  Incorporated 

Richmond,  Virginia 

Powers  and  Anderson  will  exhibit  in  Booth  No.  28  the 
latest  designs  in  physicians’  office  equipment,  instruments 
and  supplies.  In  attendance  at  the  booth  will  be  Robert 
E.  Anderson,  Jr.,  Charles  T.  Brown,  Jr.,  H.  C.  Haun, 
E.  G.  Johnson,  M.  C.  Thompson,  and  W.  H.  Wilkinson. 

Booth  No.  29 

Charles  C.  Haskell  & Company 

Richmond,  Virginia 

Representatives  will  be  in  attendance  to  give  informa- 
tion concerning  our  preparations.  In  addition  to  Belbarb, 
Hasamal,  and  other  well  known  products,  there  will  be  cn 
display  for  the  first  time  Alinese  Suspension,  a combina- 
tion of  aluminum  hydroxide  gel  and  magnesium  trisilicate, 
for  rapid  and  prolonged  relief  from  gastric  hyperacidity. 
Hasanone,  a new  sedative  expectorant,  containing  dihydro- 
codeinone  bitartrate,  also  will  be  introduced.  Mr.  George 
J.  Hulcher  of  Richmond,  Virginia,  will  be  in  charge  of 
our  exhibit. 

Booth  No.  30 

Doho  Chemical  Corporation 

New  York,  New  York 

The  makers  of  Auralgan  are  featuring  at  this  meeting 
their  new  sulfa  preparation  O-Tor-Mo-San,  indicated 
in  the  treatment  and  control  of  chronic  suppurative  ears. 

Also,  Mallon,  Division  of  Doho,  is  introducing  our  new 
topical  anesthesia,  Rectalgan,  for  relief  of  pain  and  itch- 
ing in  hemorrhoids  and  pruritus.  This  new  therapy  en- 
joys many  advantages  over  the  outmoded  suppositories 
and  ointments. 

Our  representatives  will  be  happy  to  explain  in  detail 
the  workings  of  these  medications. 

Booth  No.  31 

The  Valentine  Company 

Richmond,  Virginia 

The  Valentine  Company,  Incorporated,  is  presenting 
several  new  products  to  the  medical  profession  and  has 
acquired  a handsome  and  more  commodious  booth  to  dis- 
play these  items. 

The  booth  is  of  natural  polished  walnut  with  louvre 
space  indirectly  lighted  for  the  most  effective  presentation 
of  the  items  exhibited.  Above,  the  new  Valentine  trade 
mark  is  set  in  three-color  plexiglas,  carrying  out  the 
theme  of  the  Company’s  redesigned  packages. 

Booth  No.  32 

Ciba  Pharmaceutical  Products 

Summit,  New  Jersey 

Ciba  Pharmaceutical  Products,  Inc.,  invite  you  to  visit 
their  exhibit  for  latest  information  on  Priscoline  (formerly 


known  as  Priscol),  a valuable  adjunct  to  the  treatment 
of  peripheral  vascular  disease.  Pyribenzamine,  HCL,  the 
antihistaminic  drug  for  prevention  and  relief  of  anaphy- 
laxis and  many  forms  of  allergy  will  also  be  featured. 

Representatives  in  attendance  will  gladly  answer  any 
questions  about  these  and  other  Ciba  products. 

Booth  No.  33 

Lederle  Laboratories  Division 
American  Cyanamid  Company 
New  York,  New  York 

You  are  cordially  invited  to  visit  our  exhibit  in  Booth 
No.  33,  where  you  will  find  representatives  who  are  pre- 
pared to  give  you  the  latest  information  on  Lederle 
products. 

Booth  No.  34 

Zimmer  Manufacturing  Company 
Warsaw,  Indiana 

I'he  Zimmer  Manufacturing  Company,  makers  of  qual- 
ity Surgical  Orthopedic  Equipment,  anticipates  the  pleas- 
ure of  greeting  many  of  their  friends  and  patrons  in 
Booth  No.  34  during  the  meeting. 

Mr.  George  Baxter  and  Mr.  Ray  Ervin,  distributors 
in  this  area,  will  be  on  hand  to  demonstrate  many  new 
additions  to  the  Zimmer  line.  Bring  your  fracture  and 
orthopedic  problems  with  you. 

Booth  No.  35 

A.  H.  Robins  Company 

Richmond,  Virginia 

A.  H.  Robins  Company,  Inc.,  is  exhibiting  its  entire  line 
of  ethical  specialties,  featuring  the  anti-arthritic  Pabalate 
in  both  tablet  and  the  new  liquid  form,  and  the  recently 
introduced  Entozyme,  Robins’  triple-enzyme  digestant. 
Clinical  samples  and  informational  literature  will  be 
available. 

Booth  No.  36 
VanPelt  and  Brown 
Richmond,  Virginia 

VanPelt  & Brown  cordially  invites  the  members  of  the 
Medical  Society  of  Virginia  to  visit  their  booth,  where 
clinical  samples  and  descriptive  literature  of  the  V&B 
prescription  specialties  will  be  available.  V&B  announces 
the  addition  of  Theobarb  with  Mannitol  Hexanitrate  to 
the  Theobarb  family,  for  the  symptomatic  treatment  of 
hypertension. 

Booth  No.  37 

G.  D.  Searle  & Company 

Chicago,  Illinois 

You  are  cordially  invited  to  visit  the  Searle  booth  where 
our  representatives  will  be  happy  to  answer  any  questions 
regarding  Searle  Products  of  Research. 

Featured  will  be  Dramamine  for  the  prevention  and 
active  treatment  of  motion  sickness;  Alidase,  for  hypoder- 
moclysis;  Ruphyllin,  for  abnormal  capillary  fragility;  Hy- 
dryllin,  new  and  effective  antihistaminic,  as  well  as  time- 
proven  products  as  Searle  Floraquin,  Kiophyllin,  Diodo- 
quin,  Pavatrine  and  Pavatrine  with  Phenobarbital. 
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Booth  No.  38 

Philip  Morris  & Company 

New  York,  New  York 

Philip  Morris  & Company  will  demonstrate  the  method 
by  which  it  was  found  that  Philip  Morris  Cigarettes,  in 
which  diethylene  glycol  is  used  as  the  hygroscopic  agent, 
are  less  irritating  than  any  other  cigarettes.  Their  rep- 
resentatives will  be  happy  to  discuss  researches  on  this 
subject,  and  problems  on  the  physiological  effects  of  smok- 
ing. 

Booth  No.  39 

Parke,  Davis  & Company 

Detroit,  Michigan 

Members  of  the  Parke,  Davis  & Company  Medical  Serv- 
ice Staff  will  be  on  hand  at  our  exhibit  for  consultation 
and  general  discussion  of  the  products  classified  in  our 
Pharmaceutic,  Antibiotic,  and  Biologic  lines.  Important 
specialties,  such  as  Penicillin  S-R,  Benadryl,  Vitamin  Prod- 
ucts, Hypnotics,  Antibiotics,  Etamon,  Oxycel,  Thrombin 
Topical,  Influenza  Virus  Vaccine,  and  other  Biologies  will 
be  featured.  You  are  cordially  invited  to  visit  our  Booth 
with  the  assurance  that  your  interest  will  indeed  be  very 
much  appreciated. 

Booth  No.  40 
White  Laboratories 
Newark,  New  Jersey 

At  this  booth  will  be  an  interesting  display  of  this 
firm's  products.  Trained  Medical  Service  Representatives 
in  attendance  will  appreciate  the  opportunity  to  discuss 
with  you  the  clinical  background  and  therapeutic  merit 
of  the  recent  products  of  White’s  Research.  You  are  cor- 
dially invited  to  visit  this  booth. 

Booth  No.  41 

U.  S.  Vitamin  Corporation 

New  York,  New  York 

Exhibit  demonstrates  the  greatest  vitamin  technicolog- 
ical  advance  of  the  present  decade  . . . “oil-in-water” 
multi-vitamin  solutions  . . . includes  Vi-Syneral  Injectable 
which  makes  available  for  the  first  time  in  pharmaceutical 
history  an  aqueous  parenteral  multi-vitamin  solution,  ready 
for  immediate  injection;  also  the  original  oral  aqueous 
multi-vitamin  formula;  Vi-Syneral  Vitamin  drops  . . . 
since  1943. 

Professional  samples  and  literature  distributed  on  these 
two  pharmaceutical  “firsts”  along  with  our  full  line  of 
nutritional  specialties,  including  Vi-Syneral  capsules,  Tri- 
Sulfanyl,  Methischol,  Poly-B,  Vi-Litron,  Vi-Syneral  Thera- 
peutic and  others. 

Booth  No.  42 
The  Borden  Company 
New  York,  New  York 

A new  improved  better-than-ever  Biolac  is  presented  in 
Booth  No.  42 — better  nutritionally  and  better  physically. 
Unchanged  are  the  dilutions,  analysis,  caloric  values. 


vitamin  fortification,  and  ease  of  feeding.  This  new  im- 
proved Biolac,  a liquid  modified  milk  for  infant  feeding, 
brings  to  you  the  latest  findings  of  nutritional  science  . . . 
at  no  increase  in  cost. 

Likewise  exhibited  will  be  cur  long-established  products 
for  infant  feeding:  Dryco,  Mull-Soy,  M errcll-Soule  Special 
Milks,  general  purpose  Klim,  and  Beta  Lactose. 

Booth  No.  43 

Lanteen  Medical  Laboratories 

Chicago,  Illinois 

Lanteen  Medical  Laboratories,  Inc.,  cordially  invites 
you  to  visit  Booth  No.  43.  Representatives  will  be  pleased 
to  discuss  an  improved  diaphragm  fitting  technic  used  in 
conjunction  with  the  new  improved  Lanteen  Flat  Spring 
Diaphragm  and  Jelly  Set.  Other  well  known  Lanteen 
products  will  also  be  featured  in  the  exhibit. 

Booth  No.  44 
C.  B.  Fleet  Company 
Lynchburg,  Virginia 

C.  B.  Fleet  Company,  Inc.,  cordially  invites  you  to  stop 
by  Booth  No.  44  for  a short  visit  with  Mr.  Matthews,  the 
representative  who  sees  you  in  your  office  about  once  a 
year.  Perhaps  there  is  something  about  Phospho-Soda 
(Fleet),  the  pure,  stable,  aqueous  concentrate  of  the  two 
U.S.P.  Sodium  Phosphates,  you  would  like  to  discuss  with 
him. 

Booth  No.  45 
A.  S.  Aloe  Company 
St.  Louis,  Missouri 

One  of  our  exhibitors  will  be  A.  S.  Aloe  Company  of 
St.  Louis,  Missouri.  They  have  recently  opened  a branch 
at  1501  14th  Street,  N.W.,  Washington,  D.  C.,  to  serve 
the  Virginia  area.  Their  display  will  include  surgical, 
medical  and  laboratory  equipment  and  supplies  with  par- 
ticular emphasis  on  the  latest  developments  in  physical 
therapy  equipment  and  surgical  instruments. 

Booth  No.  46 

W.  B.  Saunders  Company 

Philadelphia,  Pennsylvania 

We  invite  all  doctors  attending  the  meeting  to  visit  our 
exhibit  where  our  representative,  Mr.  Earl  Dunham,  will 
display  a complete  line  of  our  books  including  Hyman’s 
“Integrated  Practice  of  Medicine”,  Bockus  “Gastro-en- 
terology”.  Conn’s  “Current  Therapy”,  Custer’s  “Atlas  of 
Blood  and  Bone  Marrow”,  Meleney’s  “Treatment  of  Sur- 
gical Infections”,  Crile’s  “Practical  Aspects  of  Thyroid 
Disease”,  Levine  & Harvey’s  “Clinical  Auscultation  of 
the  Heart”,  Fine’s  “Care  of  the  Surgical  Patient”,  Lich- 
tenstein’s “Neuropathology”,  Boies’  “Otolaryngology”,  new 
editions  of  Berens’  “The  Eye  and  Its  Diseases”,  McLester’s 
“Nutrition  and  Diet”,  Stieglitz’  “Geriatric  Medicine”, 
Weiss  & English’s  “Psychosomatic  Medicine”,  and  many 
others. 


452 


Virginia  Medical  Monthly 


[September, 


REPORTS  FOR  THE  1949  ANNUAL  MEETING 
MEDICAL  SOCIETY  OF  VIRGINIA 


Executive  Secretary-Treasurer 

The  Council  of  the  Society  held  two  meetings  during 
the  year — a special  one  on  December  16,  1948,  to  consider 
the  action  taken  by  the  American  Medical  Association 
with  regard  to  the  assessment  of  $25.00  on  each  member 
(pages  41  and  42,  January  1949  Monthly),  and  the 
regular  winter  session  on  March  4 (pages  193-5,  April 
1949  Monthly). 

There  has  been  a large  amount  of  office  work,  including 
the  collection  of  the  special  assessment  for  the  American 
Medical  Association,  the  amount  collected  being  $34,539.55 
from  1,377  members — about  66?^  per  cent  of  the  mem- 
bership. 

The  number  of  component  societies  remains  the  same — 
48,  representing  91  counties  and  1 city.  The  Hanover 
County  Medical  Society  has  been  reactivated,  and  re- 
ports indicate  active  meetings. 

On  the  date  of  closing  this  report  (August  1,  1949), 
the  membership  of  the  Society  numbered  2,158,  as  com- 
pared with  the  same  date  in  1948 — an  increase  of  35.  A 
statement  as  to  membership  follows: 

New  Members 115 

Reinstatements  + 

119 

Deaths  41 

Resignations  30 

Dropped 13 

84 

Increase  35 

I'his  office  has  for  sale  Medicine  in  Virginia  for  the 
18th  and  19th  Centuries,  the  price  for  these  being  $1.50 
each.  Medicine  in  Virginia  for  the  17th  Century  is  still 
being  handled  by  the  publishers  at  the  price  of  $2.75. 

Dr.  J.  Morrison  Hutcheson  and  Dr.  H.  B.  Mulholland 
represented  the  Society  at  both  the  December  and  June 
meetings  of  the  American  Medical  Association.  The  So- 
ciety was  informed  that  it  would  be  entitled  to  an  addi- 
tional delegate,  and  the  President,  Dr.  Rucker,  appointed 
Dr.  J.  M.  Emmett  as  delegate  with  Dr.  M.  H.  Harris  as 
alternate.  The  American  Medical  Association  later  ad- 
vised the  delegate  could  not  act  until  January,  1950. 

The  Executive  Secretary  attended  the  interim  session  of 
the  American  Medical  Association  and  the  assistant  secre- 
tary the  June  meeting. 

Upon  recommendation  of  the  Society,  Dr.  W.  J.  Hagood 
has  been  re-appointed  as  a member  of  the  Virginia  State 
Board  of  Medical  Examiners  for  a term  of  five  years. 

The  Medical  Society  of  the  State  of  North  Carolina, 
the  Virginia  Pharmaceutical  Association,  and  the  Vir- 
ginia State  Dental  Association  have  been  asked,  as  usual, 
to  send  delegates  to  this  meeting. 

The  secretary  reminded  the  various  component  socie- 
ties of  the  annual  plan  adopted  by  the  American  Medical 
Association  for  honoring  one  outstanding  general  prac- 


titioner, each  State  being  permitted  to  submit  one  can- 
didate for  this  honor. 

The  President  has  advised  of  the  following  committee 
appointments:  Dr.  W.  L.  Weaver  to  succeed  Dr.  H.  U. 
Stephenson,  deceased,  as  chairman  of  the  Industrial 
Health  Committee;  Dr.  E.  G.  Gill  as  chairman  of  Com- 
mittee on  Conservation  of  Sight  and  Prevention  of  Blind- 
ness, with  Dr.  W.  Wallace  Gill  and  Dr.  A.  A.  Burke  as 
other  members;  a Grievance  Committee  composed  of  Dr. 
J.  M.  Emmett  as  chairman,  with  the  assistance  of  Dr. 
W.  L.  Powell,  Dr.  Guy  R.  Fisher,  Dr.  H.  B.  Mulholland, 
and  Dr.  R.  W.  Miller. 

Besides  these  appointments.  Dr.  Rucker  named  Dr. 
George  A.  Duncan,  Dr.  Carson  L.  Fifer,  Dr.  David  S. 
Garner  and  Dr.  Waverly  R.  Payne  as  additions  to  the 
Blue  Cross-Blue  Shield  Committee.  Dr.  Guy  Fisher  was 
asked  to  represent  the  Department  of  Clinical  and  Medical 
Education  on  the  Continuation  Education  Department  of 
the  two  medical  schools;  and  Dr.  Staige  D.  Blackford  and 
Dr.  Walter  P.  Adams  were  named  to  serve  on  Dr.  J. 
Powell  Williams’  Committee  on  National  Emergency 
Medical  Service. 

Dr.  Rucker  also  appointed  Dr.  C.  L.  Gotland  to  serve 
on  the  Advisory  Council  to  the  Practical  Nurse  Associa- 
tion of  Virginia  for  a year,  and  named  Dr.  Harold  W. 
Miller  as  delegate  to  the  Virginia  Pharmaceutical  Associa- 
tior>  this  Spring. 

Two  months  before  the  annual  meeting,  it  would  be  im- 
possible to  give  accurate  figures  as  to  the  financial  status 
but  an  audited  statement  will  be  presented  at  the  annual 
meeting. 

In  closing,  we  wish  to  express  appreciation  to  officers, 
committeemen,  component  societies  and  individual  mem- 
bers for  their  consideration  and  cooperation  given  this 
office  on  all  occasions. 

Agnes  V.  Edwards, 

Executive  Secretary-Treasurer. 

Delegates  to  A.M.A. 

The  House  of  Delegates  of  the  American  Medical  As- 
sociation convened  at  10:00  A.M.,  June  6,  1949,  at  the 
Hotel  Traymore,  Atlantic  City.  Due,  doubtless,  in  some 
measure  to  improved  methods  of  procedure,  business  be- 
fore the  house  was  transacted  expeditiously,  no  extra  ses- 
sions were  necessary,  and  adjournment  was  in  order  at 
4:00  P.M.  on  June  9th. 

Included  in  the  report  of  the  Board  of  Trustees  was  a 
recommendation  to  the  House  with  regard  to  a matter 
that  has  for  a number  of  years  given  delegates  deep  con- 
cern; namely,  the  activities  of  the  Editor  of  the  Journal, 
Dr.  Fishbein.  Recognizing  his  excellent  qualities  and 
his  long  and  faithful  service  to  the  American  Medical 
Association,  and  at  the  same  time  aware  of  the  unfavor- 
able criticisms  that  have  resulted  from  his  seeming  as- 
sumption of  authority,  the  Board  proposed  that  the  Editor 
confine  his  activities  strictly  to  the  discussion  of  scientific 
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subjects  and  refrain  from  dealing  with  controversial  mat- 
ters either  editorially  or  in  public  appearances.  Plans 
for  training  a new  editor  and  the  retirement  of  the 
present  editor  are  under  way.  This  recommendation  of 
the  Board  was  adopted  by  the  House. 

Of  outstanding  interest  and  the  source  of  considerable 
discussion  was  the  program  of  the  association  for  pro- 
moting voluntary  prepaid  hospital  and  medical  care.  The 
proposal  of  the  Council  on  Medical  Service  providing 
complete  separation  of  the  Associated  Medical  Care  Plans 
and  the  American  Medical  Association  and  recognizing 
the  former  as  an  independent  agency  was  approved. 
However,  the  A.M.A.  continues  to  require  compliance  with 
certain  principles  before  approval  is  given  any  plan.  For 
lay-sponsored  plans  these  principles  are  stated  specifically 
and  in  detail  in  twenty  points  laid  down  by  the  Council 
on  Medical  Service  after  meetings  between  representatives 
of  labor  groups  and  the  A.M.A.  Any  plan  seeking  ap- 
proval must  have  the  endorsement  of  its  local  medical 
association. 

Progress  in  the  field  of  public  relations  and  the  nation- 
wide educational  campaign  was  reported  and  addresses 
were  heard  by  the  House  from  Leone  Baxter  and  Clem 
Whitaker,  public  relations  counsel,  who  are  heading  the 
campaign,  outlining  the  trends  of  publicity  to  be  attempted 
and  the  means  of  accomplishment.  The  general  plan 
proposed  was  approved  by  the  House. 

In  answer  to  the  oft  repeated  complaint  that  doctors 
have  no  constructive  program  for  medical  care,  the  House 
re-emphasized  the  twelve  point  program  previously  an- 
nounced. This  program  for  the  advancement  of  the 
Nation’s  health,  with  point  by  point  explanation,  is  being 
printed  in  a booklet  that  will  go  to  every  doctor  and 
auxiliary  member  and  will  prove  useful  for  reference. 
The  implementation  of  this  program  will  require  con- 
stant attention  and  effort  by  state  and  local  societies  and 
by  individual  doctors. 

A resolution  was  adopted  expressing  disapproval  of  a 
proposal  now  under  consideration  by  Congress  providing 
for  the  extension  of  Social  Security  to  self-employed  in- 
dividuals including  physicians.  The  House  took  the  posi- 
tion that  provision  for  the  exigencies  of  old  age  is  an 
individual  matter  which  should  be  left  to  the  decision 
of  the  self  employed.  So-called  Social  Security  is  in  fact 
a compulsory  tax  which  has  not  provided  satisfactory 
protection  for  individuals  where  it  has  been  tried  out, 
but  instead  has  served  as  the  entering  wedge  for  estab- 
lishment of  a socialistic  form  of  governmental  control 
over  the  lives  and  futures  of  the  people.  Private  insur- 
ance companies  offer  a great  variety  of  programs  which 
are  available  to  individuals  according  to  their  special 
requirements  or  desires. 

The  recent  revision  of  the  Principles  of  Ethics  of  the 
American  Medical  Association  was  presented  to  the  House 
and  adopted.  Significant  changes  are  those  relating  to 
groups  and  clinics,  including  contract  practice,  the  section 
on  educational  information  and  the  section  on  the  purveyal 
of  Medical  Service.  As  now  written  experimentation  in 


methods  of  practice  is  permitted  beyond  restrictions  which 
formerly  prevailed.  However,  the  fundamental  prin- 
ciple that  the  physician  shall  not  dispose  of  his  professional 
attainments  or  services  under  terms  or  conditions  which 
permit  exploitation  of  the  services  for  the  financial  profit 
of  a corporation  or  lay  agency  still  obtains.  The  only 
type  of  contract  practice  specifically  condemned  is  that 
which  may  result  in  deterioration  of  the  quality  of  the 
services  rendered.  The  Principles  of  Ethics  as  revised 
will  shortly  be  available  in  booklet  form. 

Several  resolutions  concerning  medical  education  were 
presented  and  the  House  of  Delegates  adopted  those 
providing  that  graduate  and  post-graduate  education  for 
general  practitioners  should  be  made  more  widely  avail- 
able and  that  two-year  rotating  internships  should  be  espe- 
cially designed  for  those  who  wish  to  engage  in  general 
practice.  The  question  of  the  distribution  of  internes 
again  came  up  for  consideration  and  a committee  of  five 
members  of  the  House  of  Delegates,  two  of  whom  shall 
be  general  practitioners,  was  established  to  study  the 
whole  internship  problem. 

Approved  by  the  House  was  the  establishment  of  a 
permanent  conference  group  between  labor,  management 
and  the  A.M.A.  Council  on  Industrial  Health  to  permit 
discussion  of  the  extension  of  industrial  medicine,  to 
clarify  the  status  of  physicians  and  medical  organizations 
in  relation  to  industrial  health  activities,  and  to  implement 
in  other  ways  that  portion  of  the  A.M.A.’s  broad  program 
which  deals  with  the  health  and  welfare  of  workers. 

The  annual  award  for  distinguished  service  to  medicine 
went,  after  a close  contest,  to  Dr.  Seale  Harris,  of  Birming- 
ham, Alabama.  Dr.  Elmer  L.  Henderson,  of  Louisville, 
Kentucky,  for  some  time  chairman  of  the  Board  of  Trus- 
tees, was  chosen  President-Elect,  and  Dr.  James  Francis 
Norton,  of  Jersey  City,  New  Jersey,  Vice-President.  The 
Secretary,  Dr.  George  F.  Lull,  Treasurer,  Dr.  Josiah  J. 
Moore,  Speaker,  Dr.  F.  F.  Borzell,  and  Vice-Speaker,  Dr. 
James  R.  Reuling  were  re-elected,  and  to  succeed  Dr. 
Henderson  as  Trustee  the  House  chose  Dr.  F.  J.  L. 
Blasingame,  of  Wharton,  Texas.  Dr.  Guy  C.  Caldwell, 
of  New  Orleans,  was  elected  to  the  Council  on  Medical 
Education  and  Hospitals  to  succeed  Dr.  Reginald  Fitz, 
whose  term  had  expired  and  who  declined  to  stand  for  re- 
election.  The  House  officially  recognized  by  rising  vote 
the  outstanding  service  that  Dr.  Fitz  has  rendered  for  so 
many  years  on  this  Council. 

The  next  annual  session  of  the  Association  will  be  held 
in  San  Francisco  in  June,  1950,  and  the  interim  session 
in  Washington,  D.  C.,  December  6-9,  1949. 

J.  Morrison  Hutcheson 

H.  B.  Mulholland 


Report  of  the  interim  session  of  the  House  of  Delegates 
of  the  American  Medical  Association  was  printed  in  the 
February  1949  Monthly,  page  94. 

Publication  and  Program 
The  program  which  is  published  for  the  1949  meeting 
is  the  report  of  the  committee.  The  committee,  however. 
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would  like  to  take  this  opportunity  to  thank  the  members 
of  the  Society  and  the  guests  of  the  Society  who  have 
agreed  to  participate  in  the  program  and  who  have  con- 
tributed to  the  Journal. 

I'he  circulation  of  the  Virginia  Medical  Monthly  is 
now  2600. 

Wyndham  B.  Blanton 

Alex.  F.  Robertson,  Jr. 

M.  P.  Rucker 

Ennion  S.  Williams 

Scientific  Exhibits  Committee 

The  exhibit  space  at  the  Chamberlin  Hotel  which  was 
chosen  for  the  1949  meeting  is  excellent.  A space  24x120 
feet  has  been  allocated  for  the  Scientific  Exhibits.  With 
the  approval  of  the  House  of  Delegates  and  the  Council, 
the  same  decorating  firm  which  furnished  the  fixtures  last 
year  will  again  be  employed.  These  are  the  same  people 
who  furnish  exhibit  booths  for  the  A.M.A.  The  employ- 
ment of  this  firm  entails  considerable  expense,  but  insures 
a uniformity  of  appearance  which  is  very  attractive,  and 
also  furnishes  facilities  for  the  exhibitors  which  they  have 
not  had  in  the  past.  Those  of  us  who  have  exhibited  in 
the  past,  when  we  had  practically  to  build  our  own  view- 
ing boxes,  backboards,  etc.,  were  very  hesitant  to  exhibit 
due  to  the  effort  entailed.  Your  committee  has  found 
very  much  less  “sales  resistance”  on  the  part  of  potential 
exhibitors  since  the  institution  of  the  present  facilities. 

The  Scientific  Exhibits  last  year  wound  up  with  twenty- 
nine  exhibits.  At  the  date  at  which  this  is  written  for 
inclusion  in  the  September  Virginia  Medical  Monthly, 
there  are  fifteen  exhibit  applications  already  in  hand,  and 
based  on  past  experience  many  more  will  come  in  before 
the  time  of ‘ the  meeting. 

Your  committee  wishes  to  commend  the  House  of  Dele- 
gates and  the  Council  for  their  action  in  allocating  suffi- 
cient funds  to  supply  these  excellent  facilities. 

W.  Ambrose  McGee 
Charles  H.  Peterson 
Vincent  W.  Archer,  Chairman 

Legislation 

The  Legislative  Committee  has  no  formal  report  this 
year  on  account  of  the  fact  that  the  Legislature  has  not 
been  in  session. 

W.  C.  Caudill,  Chairman. 

Medical  Economics 

The  Committee  on  Medical  Economics  has  had  no  ques- 
tions or  problems  referred  to  it.  For  this  reason,  the 
Committee  has  not  been  called  together. 

The  Chairman  of  the  Committee  feels  that  it  would  be 
wise  to  dissolve  this  particular  Committee,  and  to  form 
in  its  place  a committee  on  medical  service,  to  function 
along  the  same  lines  and  in  coordination  with  the  Council 
on  Medical  Service  of  the  American  Medical  Association. 

Walter  B.  Martin,  Chairman. 


Membership 

To  the  House  of  Delegates: 

All  members  were  admitted  to  the  Society  this  year 
through  component  societies  and  are  as  follows: 

Dr.  John  McL.  Adams,  Winchester. 

Dr.  William  M.  Anderson,  Richmond. 

Dr.  Theodore  C.  Andrew,  Norton. 

Dr.  Richard  A.  Bagby,  Tampa,  Florida. 

Dr.  William  O.  Bailey,  Jr.,  Leesburg. 

Dr.  Thomas  Beath,  Richmond. 

Dr.  Bradford  S.  Bennett,  Winchester. 

Dr.  James  H.  Bocock,  Norfolk. 

Dr.  Robert  F.  Bondurant,  Roanoke. 

Dr.  Sam  C.  Bostic,  Chincoteague. 

Dr.  Stephen  M.  Bouton,  Jr.,  Lynchburg. 

Dr.  Robert  W.  Bradley,  Powhatan. 

Dr.  Raymond  S.  Brown,  Gloucester. 

Dr.  James  G.  Bruce,  Jr.,  Gordonsville. 

Dr.  Walter  Buckner,  Roanoke. 

Dr.  Samuel  W.  Budd,  Richmond. 

Dr.  Andrew  K.  Butler,  Newport  News. 

Dr.  William  E.  Byrd,  Norfolk. 

Dr.  Neil  Callahan,  Norfolk. 

Dr.  Earnest  B.  Carpenter,  Richmond. 

Dr.  Christian  V.  Cimmino,  Fredericksburg. 

Dr.  John  L.  Clare,  Danville. 

Dr.  John  R.  Clark,  Jr.,  Martinsville. 

Dr.  Jesse  N.  Clore,  Jr.,  Orange. 

Dr.  Howe  R.  Coleman,  Jr.,  Lynchburg. 

Dr.  Dahar  Cury,  Jr.,  Norton. 

Dr.  Charles  E.  Davis,  Jr.,  Norfolk. 

Dr.  Harry  L.  Day,  Richlands. 

Dr.  Arthur  M.  Dell,  Williamsburg. 

Dr.  Pierson  P.  Deming,  Colonial  Beach. 

Dr.  Henry  P.  Deyerle,  Harrisonburg. 

Dr.  William  D.  R.  Driscoll,  South  Boston. 

Dr.  Isaac  C.  East,  Williamsburg. 

Dr.  William  N.  Eddy,  Suffolk. 

Dr.  Nathaniel  McG.  Ewe'l,  Jr.,  South  Boston. 

Dr.  Leslie  A.  Faudree,  Bassett. 

Dr.  Ponziano  P.  Ferraraccio,  Bluefield. 

Dr.  Willard  M.  Fitch,  Richmond. 

Dr.  Newland  W.  Fountain,  Roanoke. 

Dr.  William  P.  Frazer,  Purcellville. 

Dr.  Richard  W.  Garnett,  Jr.,  Charlottesville. 

Dr.  James  T.  Gianoulis,  Richmond. 

Dr.  John  Russell  Gill,  Mathews. 

Dr.  Donald  L.  Greever,  Chilhowie. 

Dr.  Russell  L.  Haden,  Crozet. 

Dr.  Herbert  D.  Hebei,  Charlottesville. 

Dr.  Robert  A.  Hoffman,  Richmond. 

Dr.  Charles  A.  Hudson,  Alexandria. 

Dr.  Charles  B.  Hughes,  Wytheville. 

Dr.  Julius  C.  Hulcher,  Richmond. 

Dr.  James  B.  Hutcheson,  III,  New  York  City. 

Dr.  Randolph  M.  Jackson,  Richmond. 

Dr.  Reverdy  H.  Jones,  Jr.,  Roanoke. 

Dr.  Henry  W.  Judd,  Mineral. 
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Dr.  Robert  D.  Keeling,  South  Hill. 

Dr.  Harold  Keen,  Clinchco. 

Dr,  Claude  K.  Kelly,  Mechanicsville. 

Dr  Jefferson  D.  Kernodle,  Alexandria. 

Dr.  C.  Cameron  Kress,  Orange. 

Dr,  VVieman  H.  Kretz,  Newport  News. 

Dr.  Meyer  I.  Krischer,  Norfolk. 

Dr.  John  G.  Kroll,  Charlottesville. 

Dr.  Harry  B.  LaFavre,  Virginia  Beach. 

Dr.  Ralph  R.  Landes,  Danville. 

Dr.  Leonidas  R.  Littleton,  Jr.,  Leona  Mines. 
Dr.  Michael  Littner,  Richmond. 

Dr.  Charles  E.  Llewellyn,  Jr.,  Richmond. 

Dr.  John  J.  Marsella,  Danville. 

Dr.  George  S.  Maxwell,  Roanoke. 

Dr.  Charles  E.  S.  McKeown,  Richmond. 

Dr.  John  D.  Middlemas,  Orange. 

Dr.  John  R.  Morris,  Jr.,  Charlottesville. 

Dr.  William  P.  Morrissette,  Midlothian. 

Dr.  Lloyd  F.  Moss,  Fredericksburg. 

Dr.  George  H.  Murphy,  Winchester. 

Dr.  John  C.  Neale,  Jr.,  Richmond. 

Dr.  John  O.  Nestor,  Arlington. 

Dr.  James  A.  Newcome,  Roanoke. 

Dr.  Keith  M.  Oliver,  Purcellville. 

Dr.  Franklin  L.  Overton,  Jr.,  Portsmouth. 
Dr.  Ben  T.  Painter,  Williamsburg. 

Dr.  William  A.  Pennington,  Buckingham. 
Dr.  Woodbury  Perkins,  Charlottesville. 

Dr.  Merle  E.  Pickett,  Raphine. 

Dr.  John  B.  Poore,  Rocky  Mount. 

Dr.  Francis  W.  Porro,  Roanoke. 

Dr.  Charles  D.  Prather,  Leesburg. 

Dr.  Frank  W.  Reynolds,  Richmond. 

Dr.  Wa'ter  Riese,  Richmond. 

Dr.  Louis  P.  Ripley,  Roanoke. 

Dr.  William  H.  Rogers,  Suffolk. 

Dr.  George  R.  Rosenbaum,  Richmond. 

Dr.  William  C.  Schaefer,  Alexandria. 

Dr.  McKelden  Smith,  Staunton. 

Dr.  Stuart  C.  Smith,  Charlottesville. 

Dr.  Russell  N.  Snead,  Columbia. 

Dr.  George  E.  Snider,  Richmond. 

Dr.  John  Edgar  Stevens,  Richmond. 

Dr.  Adney  K.  Sutphin,  Richmond. 

Dr.  Herbert  W.  Swertfeger,  Virginia  Beach. 
Dr.  John  F.  Thornton,  Jr.,  Winchester. 

Dr.  Frederic  P.  Titus,  Alexandria. 

Dr.  Thomas  C.  Todd,  Bristol. 

Dr.  Philip  C.  Trout,  Roanoke. 

Dr.  Dougas  D.  Vance,  Bristol,  Tennessee. 
Dr.  Asa  William  Viccell’o,  Danville. 

Dr.  John  T.  Walke,  Roanoke. 

Dr.  Frederick  J.  Wampler,  Lima,  Peru. 

Dr.  Edgar  N.  Weaver,  Charlottesville. 

Dr.  William  J.  White,  Arlington. 

Dr.  Armistead  D.  Williams,  Richmond. 

Dr.  Carrington  Williams,  Jr.,  Richmond. 


Dr.  George  H.  Williams,  Petersburg. 

Dr.  Guy  Zimmerman,  Mt.  Sterling,  Kentucky. 

Dr.  William  H.  Zimmerman,  Keokee. 

The  names  of  deceased  members  will  be  presented  to 
the  Society  at  the  Monday  evening  meeting. 

Your  Committee  takes  pleasure  in  recommending  for 
Honorary  Membership  our  distinguished  retiring  presi- 
dent, M.  Pierce  Rucker. 

A.  M.  Showalter,  Chairman 

B.  E.  Harrell 

J.  Bolling  Jones 

Ethics 

Several  grievances  were  brought  to  the  attention  of  the 
Ethics  Committee  during  the  past  year.  They  were  of 
minor  and  personal  nature  and  it  was  felt  that  they 
could  best  be  handled  locally.  The  principals  involved 
and  their  respective  Medical  Societies  were  given  the 
facts  and  our  opinion.  Nothing  further  was  heard  from 
them  and  it  is  assumed  that  they  were  satisfactorily  ad- 
justed. 

The  creation  of  a Grievance  Committee  by  the  Medical 
Society  of  Virginia  and  each  of  its  component  Societies 
should  leave  little  for  the  Ethics  Committee  to  do.  The 
Committee  feels  that  the  Committee’s  existence  might  well 
be  terminated. 

K.  D.  Graves 

M.  H.  Harris 

J.  L.  Hamner,  Chairman 

Report  of  Judicial  Committee 

Your  Committ'e  has  carefully  considered  the  merits  and 
implications  of  the  enclosed  proposal  and  recommends 
that  it  be  made  an  amendment  to  the  Constitution  and 
by-laws. 

Article  IX,  Section  9 — Standing  Committees 
Grievance 

The  Committee  on  Grievance  shall  review  problems 
or  misunderstandings  arising  between  doctors  and  pa- 
tients. The  committee  shall  be  composed  of  five  active 
past  presidents  of  the  Medical  Society  of  Virginia,  the 
chairman  to  be  appointed  from  among  this  number  by 
the  president  of  the  Medical  Society  of  Virginia.  Any 
three  members  of  the  committee  may  be  designated  by  the 
chairman  to  act  as  the  reviewing  panel  to  hear  a par- 
ticular case. 

Charges  shall  be  submitted  to  the  chairman  of  the 
Grievance  Conimittee  in  writing.  The  committee  shall 
have  jurisdiction  over  those  cases  which  are  appealed 
from  the  decisions  of  the  Grievance  Committees  of  the 
County  or  Component  societies,  and  in  cases  of  alleged 
grievances  originating  in  areas  in  which  there  is  no 
functioning  county  society,  or  in  instances  where  the  coun- 
ty Grievance  Committee  has  not  been  appointed  or  does 
not  function. 

The  chairman  shall  call  a meeting  of  the  Grievance 
Committee  at  his  discretion  or  upon  written  request  of  any 
three  members  of  the  committee.  Three  members  shall 
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constitute  a quorum  for  the  transaction  of  business  or 
the  hearing  of  cases.  The  time  and  place  of  the  meeting 
shall  be  designated  by  the  chairman.  Hearings  shall  be 
conducted  in  private  with  both  the  complainant  and  the 
defendant  present,  and  both  shall  have  the  privilege  of 
counsel  if  either  or  both  so  elect.  Previous  written  notice, 
mailed  by  registered,  return  receipt  letter,  shall  be  sent 
both  parties  at  least  fifteen  days  in  advance  of  the  meet- 
ing date,  designating  the  time  and  place  of  the  meeting. 
A panel  committee  of  at  least  three  members  of  the 
Grievance  Committee  shall  be  required  for  hearings.  The 
complainant,  the  defendant,  and  the  chairman  of  the 
Grievance  Committee  shall  have  the  right  to  summon  wit- 
nesses. If  both  the  claimant  and  the  defendant  so  elect  in 
writing,  the  hearing  may  be  based  entirely  on  the  written 
allegation  of  fault,  and  the  written  defense. 

Decisions  of  the  Grievance  Committee  shall  be  by  two- 
thirds  vote.  The  decision  shall  determine  the  guilt  or 
innocence  of  the  accused  and,  if  guilty,  shall  reprimand 
the  offender.  If  indicated  by  the  seriousness  of  the  situa- 
tion or  practices  involved,  the  case  shall  be  referred  to 
the  Ethics  Committee  for  appropriate  action. 

The  Grievance  Committee  shall  have  authority  to  evolve 
its  own  rules  of  procedure.  Expenses  of  the  Grievance 
Committee  incurred  in  the  performance  of  the  duties  herein 
outlined  shall  be  paid  out  of  the  general  funds  of  the 
Medical  Society  of  Virginia.  Expense  accounts  shall  be 
submitted  by  the  chairman  of  the  committee  to  the  treas- 
urer of  the  Medical  Society  of  Virginia. 

P.  St.  L.  Moncure 

Hugh  H.  Trout 

J.  Morrison  Hutcheson,  Chairman 

Public  Relations  and  Medical  Service 

In  making  this  report,  your  committee  is  conscious  of 
its  responsibilities  in  connection  with  the  policies,  pro- 
gram, specific  activities,  budget  and  personnel  of  the 
department  of  public  relations. 

In  discharging  these  responsibilities,  your  committee  has 
made  every  effort  to  solicit  the  advice  and  guidance  from 
groups  and  individuals  within  the  Society,  with  the  view 
of  incorporating  these  in  our  functional  program. 

Perhaps  no  other  committee  of  the  Medical  Society  of 
Virginia  meets  more  frequently  to  discuss  matters  of  its 
concern  or  gives  any  more  time  to  the  consideration  of 
detailed  items  of  a public  relations  nature. 

While  regular  meetings  are  scheduled,  frequently  in- 
viting in  other  officers  of  the  Society  and  leaders  in  the 
medical  profession,  each  member  of  the  committee  is  called 
upon  from  time  to  time  for  advice  to  the  department. 
Five  regular  meetings  were  held  during  the  current  year. 

In  construing  medical  public  relations  to  be  those  func- 
tions that  bring  into  ever  closer  focus  the  points  of  view 
held  by  the  medical  profession  and  those  held  by  the  lay- 
public  to  the  end  that  high  quality  medical  care  is  made 
available  to  more  of  our  people  who  need  it,  your  com- 
mittee is  naturally  concerned  with  the  service  attitude  on 
the  part  of  the  doctor  and  understanding  on  the  part  of 


the  public  of  some  of  the  problems  of  medicine  and  pro- 
fessional relations  that  exist  between  and  among  doctors. 

The  general  pattern  of  our  program  for  the  past  year 
has  for  the  most  part,  been  very  similar  to  that  of  the 
past.  As  in  any  program  of  public  relations,  revision, 
innovations  and  new  devices  appear  to  be  desirable.  It 
is  sometimes  difficult  for  the  committee  to  determine  six, 
nine,  to  twelve  months  in  advance  just  what  should  be 
done,  exactly  what  means  should  be  employed  or  what 
the  employment  of  those  means  would  cost  to  the  penny. 
But  your  committee  is  pleased  to  report  that  it  believes 
that  your  program  has  been  sound,  reasonably  progres- 
siv'e  and  alert  to  day  to  day  items,  circumstances  and 
conditions  that  should  be  observed. 

Recognition  of  your  organizational  set-up  and  of  your 
public  relations  program  itself  has  come  from  many  states. 
We  point  with  pride  to  the  references  made  by  the  offi- 
cials of  the  American  Medical  Association  to  what  has 
been  done  and  to  what  is  being  done  in  Virginia  in  this 
regard.  The  head  of  the  Public  Relations  Department  of 
the  American  Medical  Association  has  stated  publicly  that 
if  every  state  medical  society  were  as  well  organized  and 
had  in  operation  such  a program  of  public  relations  as 
Virginia,  we  could  worry  less  over  reaching  our  objec- 
tives. 

If  you  will  read  pages  of  references  and  see  the  ex- 
hibit in  the  public  relations  bulletin  put  out  by  the  Amer- 
ican Medical  Association  on  the  work  in  Virginia,  it  will 
perhaps  help  you  better  get  a concept  of  what  others 
think  of  what  we  are  doing. 

One  distinct  departure  this  year  is  represented  in  an 
effort  to  have  your  program  fit  in  with  the  National 
Education  Campaign  sponsored  by  the  American  Medical 
Association.  This  has  required  planning,  organizing  and 
detaihd  effort. 

The  President  of  the  Medical  Society  of  Virginia  has 
appointed  as  director  of  this  campaign.  Dr.  John  T.  T. 
Hundley,  Lynchburg,  with  the  understanding  that  the  Pub- 
lic Relations  Department  would  be  used  in  any  manner 
deemed  advisable  in  this  connection.  It  naturally  follows 
that  the  department  has  been  concerned  with  resolutions 
opposing  compulsory  health  insurance,  speakers  bureaus, 
public  relations  committees  of  local  medical  societies,  the 
distribution  of  posters,  literature  and  information. 

To  date,  every  request  for  literature  has  been  filled 
and  every  opportunity  for  a speaking  engagement  has 
been  sought  and  accepted.  This  is  a program  well  begun 
this  year  which  is  to  continue  certainly  over  the  latter  part 
of  next  year. 

A Public  Relations  exhibit  is  being  planned  for  the 
Virginia  Education  Association  convention  in  November 
and  for  other  state  conventions  during  the  year. 

The  Committee,  upon  the  endorsement  of  the  Council 
has  been  inte.-ested  in  the  establishment  of  grievance  com- 
mittees for  local  medical  societies  and  for  the  state.  The 
state  grievance  committee  will  be  ready  to  report  to  the 
House  of  Delegates  on  the  matter  in  October.  Much 
criticism  has  been  heard  in  the  past  over  the  lack  of  unity 
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of  thinking  and  the  individual  efforts  of  the  members  of 
the  medical  society  as  such.  Athough  encouraging  prog- 
ress is  noticeable  in  the  improvement  of  this,  there  are 
still  those  who  feel  very  strongly  that  the  development  of 
an  esprit  de  corps  within  the  society  is  one  of  our  greatest 
professional  relations  problems. 

Someone  has  pointed  out  that  the  fine  relationship  be- 
tween our  specialists  and  general  practitioners  is  one  that 
we  must  not  lose  at  any  cost. 

The  committee  feels  that  the  extension  of  prepayment 
medical  care  and  hospitalization,  should  be  one  of  our  most 
important  objectives;  it  believes  that  more  frequent  meet- 
ings of  local  medical  societies  than  is  found  in  some  in- 
stances is  highly  desirable;  it  feels  that  a special  meeting 
in  each  local  medical  society  during  the  year  is  impor- 
tant. The  committee,  is  conscious  of  the  value  of  fea- 
turing the  socioeconomic  aspects  of  medicine  at  this  spe- 
cial meeting,  to  which  members  of  other  professions,  busi- 
ness, the  Church,  the  school  and  civic  groups  should  be 
invited. 

Public  Relations  Committees  have  been  appointed  in 
many  of  the  larger  local  medical  societies,  speakers  bu- 
reaus are  being  set  up,  literature  is  being  distributed, 
posters  are  being  placed  in  hospitals,  drug  stores,  etc., 
materials  are  going  to  public  libraries  as  well  as  those 
of  higher  institutions  of  learning,  and  they  will  also  be 
sent  to  high  school  libraries  in  the  early  part  of  the 
1949-1950  school  session. 

In  reporting  this  progress,  the  committee  wishes  to  thank 
the  officers  of  the  state  society  and  of  local  medical  so- 
cieties as  well  as  interested  individual  members  who 
have  been  so  interested  and  helpful  in  your  public  rela- 
tions program. 

A reference  is  made  below  to  some  of  the  specific  ac- 
tivities of  the  department  during  the  last  year. 

1.  Annual  Public  Relations  Conference,  January  15,  to 
which  the  Council  and  all  Members  of  the  District 
Council  were  invited.  Ninety-seven  presidents  or 
leaders  of  local  business  and  civic  groups  were  asked 
in  for  the  afternoon  session  to  hear  eminent  speakers, 
including  a U.  S.  Senator  (who  was  introduced  by 
the  Congressman  of  this  District).  These  two  speeches 
are  recorded  and  available. 

2.  Copy  of  Lawrence  Sullivan’s  book,  “The  Case  Against 
Socialized  Medicine”  was  sent  to  the  Council  and 
Members  of  the  District  Council  and  to  any  local 
medical  society  requesting  it. 

3.  Copy  of  Senator  Robertson’s  speech  was  sent  to  ev^ery 
member  of  the  Medical  Society  of  Virginia. 

4.  Memoranda  were  sent  to  all  officers  of  the  Women’s 
Auxiliary  on  the  educational  campaign  in  coopera- 
tion with  the  President  of  the  Women’s  Auxiliary. 

5.  Report  No.  5 of  the  Virginia  Council  on  Health  and 
Medical  Care  was  sent  to  all  Members. 

6.  A kit  of  materials  mainly  concerned  with  the  educa- 
tional campaign  and  the  public  relations  materials 
was  provided. 

7.  Specific  suggestions  were  given  to  members  of  the 


District  Council  and  letters  to  the  full  membership 
pertaining  to  the  education  campaign  were  sent. 

8.  Contact  was  made  with  delegates  to  National  Con- 
ventions such  as  the  National  Federation  of  Woman’s 
Clubs  and  the  National  Congress  of  Parents  and 
Teachers. 

9.  Conferences  for  members  of  the  District  Council  were 
held  in  each  district  except  the  7th  and  8th  Con- 
gressional Districts. 

10.  A dinner  conference  with  our  Senators  and  Con- 
gressmen in  Washington  was  arranged. 

11.  Speaking  engagements  (including  two  state  medical 
societies  outside  of  Virginia)  and  the  Middle  Atlantic 
Conference,  Philadelphia;  more  than  twenty  medical 
societies  and  over  fifty  talks  to  professional,  business, 
civic,  fraternal  and  church  groups,  including  annual 
convention  of  the  Virginia  Pharmaceutical  Associa- 
tion, indicate  other  activities. 

12.  A Newsletter  was  developed. 

13.  A Public  Relations  Department  has  been  arranged  in 
the  Virginia  Medical  Monthly. 

14.  Much  time  has  been  spent  with  the  Veterans  Affairs 
Committee  and  the  Committee  on  Applications  in  the 
Veterans  Medical  Care  Program. 

15.  There  were  frequent  communications  with  our  Con- 
gressmen and  Senators  in  Washington,  as  well  as 
communications  with  them  on  current  legislation,  such 
as  opposition  to  compulsory  health  insurance,  HR 
2892  and  2893  and  Senate  Bill  1411,  etc. 

16.  Letters,  posters  and  literature  were  sent  to  all  Phar- 
macists, with  a plan  for  their  distribution. 

17.  Letters  and  posters  were  sent  to  all  hospital  admin- 
istrators. 

18.  Work  with  the  Committee  to  Survey  Areas  in  Need 
of  Doctors  has  been  under  way. 

19.  Participation  in  the  work  of  the  Governor’s  Economy 
Advisory  Committee  has  taken  time. 

20.  We  have  been  interested  in  the  Promotion  of  Blue 
Shield  and  Blue  Cross. 

21.  We  have  been  active  in  the  work  of  the  Virginia 
Division  of  the  American  Cancer  Society. 

In  making  this  rather  detailed  report,  it  is  the  con- 
census of  the  committee  that  it  serves  the  purpose  best  as 
a joint  report  from  both  the  committee  and  the  Depart- 
ment of  Public  Relations,  the  budget  being  presented  else- 
where, with  the  budget  of  the  Society.  The  Committee 
also  wishes  to  pledge  their  best  efforts  to  a sound  pro- 
gram of  progress,  and  they  wish  to  suggest,  as  someone 
has  well  said,  that  it  is  now  apparent  that  this  whole 
problem  of  government  or  political  medicine  is  not  a prob- 
lem alone  of  the  medical  profession,  but  one  of  society. 
It  naturally  follows  that  we  should  invite  and  engage 
the  interest  of  other  professions,  business,  the  Church,  the 
school  and  civic  groups  in  all  out  effort  to  defeat  once 
and  for  all,  any  American  inclination  toward  the  ac- 
ceptance of  socialism. 

This  does  not  mean  that  any  doctor  of  medicine  can 
afford  to  think  of  it  as  a battle  for  someone  else.  We 
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have  the  happy  privilege  of  leading  in  this  and  we  must 
have  the  help  of  all  if  we  are  to  succeed. 

Respectfully,  • 

J.  M.  Emmett,  Chairman 
H.  B.  Mulholland 
L.  J.  Roper 

Educational  Program 

Under  the  supervision  of  the  Public  Relations  Commit- 
tee of  the  Medical  Society  of  Virginia,  and  with  the  con- 
stant and  able  assistance  of  Henry  S.  Johnson,  Public 
Relations  Director,  I have  been  serving  as  Virginia  Chair- 
man of  the  Educational  Program  of  the  A.M.A. 

After  consultation  with  the  Council  and  the  Public  Rela- 
tions Committee,  it  was  decided  to  use  the  existing  organi- 
zation of  the  Medical  Society  of  Virginia  and  the  local 
societies,  rather  than  to  create  a new  organization  for  the 
purpose.  Efforts  have  been  made  to  strengthen  the  or- 
ganization where  necessary.  In  the  main  there  has  been 
full  and  effectiv'e  cooperation. 

Believing  that  the  Medical  Society  of  Virginia  had  al- 
ready established  a foundation  for  an  effective  program, 
no  drastic  changes  were  made.  Renewed  emphasis  was 
placed  on  Public  Relations  meetings  in  the  local  societies 
and  in  every  District.  Efforts  were  made  to  have  active 
Public  Relations  Committees  appointed  in  every  Society. 
The  appointment  of  interested  and  energetic  District  Coun- 
cilors was  stressed.  Arrangements  for  Public  Relations 
meetings  with  lay  participation  was  emphasized.  Speakers 
Bureaus  were  organized  and  efforts  made  to  get  speakers 
before  lay  groups.  Lay  and  medical  organizations  were 
encouraged  to  pass  resolutions  opposing  Compulsory 
Health  Insurance  legislation.  Friendly  contacts  were  made 
and  maintained  with  our  Senators  and  Congressmen,  and 
letters  and  resolutions  to  our  representatives  were  encour- 


aged from  organizations  and  individuals.  Printed  mate- 
rials of  a wide  variety  were  made  available  to  the  med- 
ical profession  and  the  laity. 

In  a quiet,  but  we  believe,  effective  way,  much  has  been 
accomplished.  However,  it  should  be  realized  that  our 
efforts  have  won  an  armistice,  but  not  the  war.  The  fight 
must  go  on,  and  will  be  won  only  if  every  doctor  and 
every  organization  can  be  made  to  realize  that  the  cam- 
paign is  an  educational  one,  that  is  designed  to  preserve 
our  American  way  of  life  and  to  prevent  the  inroads  of 
alien  philosophies  which  destroy  individual  initiative,  and 
would  substitute  for  it  the  planned  economy  of  the  Wel- 
fare State. 

I beseech  from  you  continued,  renewed,  and  even  more 
effective  cooperation.  We  are  fighting  for  ourselves,  but 
more  importantly,  we  are  fighting  for  a “way  of  life” 
which  will  determine  the  pattern  of  American  life  for 
generations  to  come. 

John  T.  T.  Hundley, 

State  Educational  Chairman. 

Mental  Hygiene 

This  Committee  has  had  no  meetings  and,  therefore, 
has  no  report  to  make. 

James  B.  Pettis,  Chairman. 

Rural  Health 

This  Committee  has  had  no  meeting  and  there  is  no 
report.  n 

H.  B.  Mulholland,  Chairman. 

Maternal  Health 

The  Maternal  Health  Committee  met  at  the  Academy 
of  Medicine,  Richmond,  Friday,  January  21,  1949.  Those 
attending  were:  Dr.  Walter  McMann,  Dr.  G.  N.  Carter, 
Dr.  A.  L.  Carson,  Jr.,  Dr.  A.  M.  Groseclose,  Dr.  L.  L. 
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Shamburger.  Dr.  McMann  was  elected  acting  chairman 
when  Dr.  M.  P.  Rucker  reported  that  Dr.  Andrews  would 
be  absent  from  the  meeting.  Dr.  Shamburger  acted  as 
secretary. 

The  secretary  reported  that  there  were  148  maternal 
deaths  in  V'irginia  during  the  year  1947  with  a rate  of 
1.7  per  1000  live  births  as  compared  with  a rate  of  1.6 
for  the  United  States.  During  the  first  eleven  months  of 
1948  there  were  100  maternal  deaths  in  Virginia.  The 
leading  causes  of  deaths  were:  Septicemia — 44,  Toxemia 
— 38,  and  Hemorrhage — 36. 

Following  a discussion  of  the  survey  of  maternal  deaths 
now  being  carried  on  by  mail  it  was  decided  that: 

1.  The  survey  as  now  conducted  be  continued. 

2.  A Committee  be  appointed  to  select  a suitable  case 
for  an  occasional  report  in  the  Virginia  Medical 
Monthly.  Lack  of  sufficient  clerical  help  has  cur- 
tailed the  work  in  this  survey. 

Infant  mortality  as  shown  on  the  accompanying  map 
by  the  county  of  residence  of  the  mother  reveals  a rate 
of  less  than  25  to  more  than  50  with  a state  rate  of  37 
per  1000  live  births. 

The  average  maternal  mortality  rate  in  Virginia  cover- 
ing a five-year  period  shows  many  counties  with  less  than 
2 and  a rather  small  number  with  more  than  6 deaths 
per  thousand  live  births. 

The  Committee  approved  the  resurvey  of  hospitals  for 
license  under  the  Maternity  Hospital  Law. 

Forms  now  in  use  for  summarizing  the  obstetrical  serv- 


ices of  hospitals  in  other  areas  are  to  be  submitted  for 
examination  and  study  at  the  next  meeting  of  the  Com- 
mittee. This  is  to  be  done  with  the  possibility  of  hav- 
ing a brief  report  from  the  obstetrical  service  of  hospitals 
in  Virginia. 

The  Emergency  and  Infant  Care  Program,  financed  by 
the  federal  government  and  administered  through  the 
Bureau  of  Maternal  and  Child  Health  of  the  State  De- 
partment of  Health  is  to  be  discontinued  as  of  April  8, 
1949,  insofar  as  authorizing  cases  is  concerned.  During 
the  period  of  its  operation  since  August  1943,  30,495 
obstetric  and  pediatric  cases  received  medical  and  hos- 
pital care  with  an  approximate  expenditure  of  $1,500,000 
in  Virginia. 

Walter  McMann,  Acting  Chairman. 

Child  Welfare 

This  Committee  has  not  had  a formal  meeting.  By 
correspondence  it  has  considered  various  phases  of  child 
care  problems,  and  submits  the  following  report,  based 
largely  on  data  collected  in  the  American  Academy  of 
Pediatrics’  Survey  of  Child  Health  Services. 

The  study  of  available  facilities  for  medical  and  health 
care  of  children  in  Virginia,  shows  that  although  much 
progress  has  been  made,  many  deficiencies  and  inequalities 
still  exist.  Within  the  state  there  are  wide  variations  in 
the  availability  of  medical  care  in  different  localities.  The 
deficiencies  are  most  striking  in  the  isolated  rural  coun- 
ties. 
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Physicians’  Services  in  Private  Practice 

The  number  of  children  per  physician  in  Virginia  is 
thirty-five  per  cent  greater  than  the  average  for  the 
United  States.  There  are  approximately  twice  as  many 
children  per  physician  in  the  rural  counties  as  there  are 
in  the  metropolitan  ones.  Nearly  three-fourths  of  the 
medical  care  received  by  children  in  Virginia  is  provided 
by  general  practitioners.  They  also  provide  sixty-seven 
per  cent  of  the  total  visits  for  health  supervision  of  chil- 
dren, but  less  than  one-third  of  their  services  to  children 
is  for  this  purpose.  Compared  to  this,  nearly  two-thirds 
of  the  pediatricians’  service  to  children  is  for  health 
supervision.  Since  health  supervision  covers  the  broad 
aspects  of  preventive  medicine,  as  well  as  specific  im- 
munizations, it  seems  highly  desirable  that  physicians  in 
general  practice  be  encouraged  to  take  more  interest  in 
routine  examinations  and  health  supervision  of  children, 
as  well  as  in  more  universal  use  of  specific  immunizations 
against  whooping  cough,  diphtheria,  tetanus,  smallpox 
and  typhoid  fever.  Education  of  the  public  in  regard 
to  the  above  procedures  is  also  important,  since  the  need 
for  these  preventive  measures  far  exceeds  the  demands 
and  available  services  too  often  are  not  utilized. 

It  is  believed  that  the  establishment  of  hospital  and 
laboratory  facilities  within  the  reach  of  rural  counties  will 
do  much  to  relieve  the  present  shortage  of  physicians  in 
these  areas. 

Community  Health  Services 

Many  counties  have  no  well-child  conferences,  no  school 
medical  services  and  no  public  health  nurses.  In  clinics 
where  routine  immunizations  against  specific  diseases  have 
been  the  policy,  many  of  those  attending  are  not  im- 
munized at  all,  or  the  immunizations  are  not  completed. 
There  is  need  for  education  of  the  public  as  to  the  im- 
portance of  these  immunizations.  Not  only  should  the 
public  be  better  informed,  but  the  number  of  well-child 
clinics  for  the  supervision  of  medically  indigent  children, 
from  the  ages  of  1 month  to  5 years,  should  be  increased, 
and  so  distributed  as  to  be  within  the  reach  of  all  those 
needing  this  service. 

There  is  need  for  extension  of  programs  for  the  ex- 
amination of  pre-school  and  elementary  school  children 
by  private  physicians,  and,  in  the  case  of  the  medically 
indigent,  by  public  health  agencies,  with  immunizations 
and  correction  of  defects  being  carried  out  when  needed. 

Rheumatic  Fever 

The  rheumatic  fever  program  organized  within  the 
State  Health  Department  in  1941  and  operating  under  the 
Crippled  Children’s  Bureau  has  gone  forward  in  a con- 
structive way.  Through  the  work  of  these  clinics  many 
previously  unsuspected  cases  of  rheumatic  heart  disease 
have  been  brought  to  light  and  given  appropriate  care. 
It  is  highly  desirable  that  the  rheumatic  fever  program 
be  extended  to  cover  all  localities  within  the  state  and 
also  that  more  provision  be  made  for  the  hospital  or 
convalescent  home  treatment  of  convalescent  cases  of 
rheumatic  heart  disease. 


Hospital  Facilities 

Virginia  is  below  the  average  for  the  United  States  in 
the  number  of  hospital  beds  relative  to  child  population 
(9.3  beds  per  1000  children  compared  to  12.8  for  the 
United  States).  This  shortage  is  most  striking  in  isolated 
rural  counties. 

An  increase  in  hospital  beds  is  needed  if  children  are 
to  receive  adequate  hospital  care.  It  is  recommended 
that  in  any  new  hospital  construction,  whether  private 
or  public,  provision  be  made  for  an  equitable  propor- 
tion of  beds  for  children,  non-white  as  well  as  white. 

There  is  a deplorable  lack  of  facilities  in  the  state  for 
the  care  of  mentally  defective  children.  This  group  of 
hopelessly  defective  and  incurable  children  have  a dis- 
rupting influence  on  the  family  life.  The  effort  to  pro- 
vide for  them  often  results  in  the  lack  of  proper  physical 
care  of  normal  children  in  the  family,  and  the  presence 
of  defectives  in  the  home  is  apt  to  have  a most  unfavor- 
able effect  on  the  emotional  life  of  normal  brothers  and 
sisters.  It  is  recommended  that  the  state  make  further 
provision  for  the  custodial  care  of  this  unfortunate  group. 

Premature  Infants 

Since  prematurity  accounts  for  about  half  of  the  neonatal 
deaths  in  the  state,  the  importance  of  better  care  for  these 
infants  is  evident.  The  Bureau  of  Maternal  and  Child 
Health  has  been  active  in  its  efforts  to  improve  facilities 
for  the  care  of  premature  infants,  and  much  progress  has 
been  made.  To  further  implement  the  program  there  is 
need  for  increased  facilities  for  training  graduate  nurses 
for  this  highly  specialized  type  of  care. 

The  American  Academy  of  Pediatrics,  through  its  Com- 
mittee on  the  Fetus  and  Newborn  is  endeavoring  to  im- 
prove the  standards  of  hospitals  care  of  newborn  and 
premature  infants.  In  Virginia  a sub-committee  has  been 
appointed  to  promote  this  objective,  not  by  any  dictatorial 
policy,  but  by  an  educational  program  aimed  at  stimulat- 
ing interest  and  ultimately  improving  the  hospital  care 
of  these  infants. 

The  support  and  cooperation  of  the  medical  profession 
in  this  program  will  go  far  toward  improving  existing 
conditions. 

Dental  Service  for  Children 

There  is  a close  correlation  between  good  health  and 
good  teeth.  A dental  health  program  to  be  effective  should 
be  educational  and  corrective.  Every  effort  should  be  made 
to  have  children  see  their  dentist  at  an  early  age  and 
emphasis  be  placed  on  prevention,  as  well  as  on  early 
correction  of  defects. 

More  provision  should  be  made  for  dental  care  of  in- 
digent and  semi-indigent  children,  preferably,  in  con- 
nection with  the  school  health  program.  At  the  present 
time  such  facilities  are  grossly  inadequate. 

Future  Outlook 

It  is  believed  that  improvement  in  child  health  services 
will  evolve  gradually  with  the  enlightenment  of  the  pub- 
lic and  the  medical  profession  regarding  the  needs  that 
now  exist,  and  the  creation  of  an  interest  in  the  promotion 
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of  better  health.  The  number  of  physicians  and  dentists 
has  increased  since  the  war.  There  has  been  expansion 
of  public  health  nursing  and  school  health  programs,  as 
well  as  a large  increase  in  the  number  of  counties  with 
full  time  health  departments. 

Cooperation  of  practicing  physicians  and  the  public  with 
official  agencies  will  go  far  in  the  promotion  of  their 
common  objective  in  the  field  of  child  health. 

James  B.  Stone,  Chairman 
Emily  Gardner 
J.  M.  Bishop 
W.  W.  Waddell,  Jr. 

E.  A.  Harper 
H.  H.  Henderson 
C.  C.  POWEL 
Charles  P.  Brown 

Confer  with  State  Board  of  Nurse  Examiners 

I wish  to  state  that  there  has  been  no  occasion  for  a 
meeting  of  this  committee.  As  a result  there  is  no  report 
to  be  made. 

Frank  S.  Johns,  Chairman. 

Venereal  Disease  Control 

The  Committee  of  "Venerea!  Disease  Control"  appointed 
by  the  President  of  the  Medical  Society  of  Virginia  wishes 
to  make  the  following  report  to  the  President  and  the 
House  of  Delegates  of  the  Society.  This  committee  met  in 
Richmond  on  July  29,  1949. 

Scientific  knowledge  in  the  fields  of  diagnosis  and 
therapy  of  most  of  the  venereal  diseases  has  now  reached 
a state  whereby  most  of  these  abnormalities  can  be  com- 
pletely eradicated.  The  effectiveness  and  ease  of  admin- 
istration of  modern  preparations  of  penicillin  should, 
if  applied  in  a widespread  way,  completely  solve  the 
problem  of  acquired  and  congenital  syphilis.  The  effec- 
tiveness of  penicillin  and  other  antibiotics  in  gonorrheal 
infections  is  in  some  ways  more  miraculous.  The  handi- 
capping and  persistent  infection,  granuloma  inguinale,  is 
now  easily  cured  with  either  streptomycin  or  aureomycin. 

Agents  available  at  the  present  time  in  the  management 
of  lymphopathia  venereum  and  chancroidal  infection  are 
not  so  effective  as  the  above;  however,  with  proper  man- 
agement these  conditions  can  be  modified.  There  have 
been  conflicting  reports  in  regard  to  the  effectiveness  of 
aureomycin  in  lymphopathia  venereum.  It  was  hoped 
that  since  this  disease  is  due  to  a virus  that  one  of  the 
newer  antibiotics  used  in  the  treatment  of  this  group  of 
diseases  might  be  effective. 

The  medical  profession  of  the  state  of  Virginia  should 
use  to  the  fullest  extent  their  influence  and  knowledge  in 
taking  the  leadership  in  the  proper  management  and  final 
stamping  out  of  these  transmissible  diseases. 

An  important  item  in  increasing  the  physicians  in- 
terest and  efficiency  in  this  field  of  medicine  would  be  to 
have  special  graduate  seminars  on  the  diagnosis  and  man- 
agement of  the  venereal  diseases  in  several  districts  of 
the  state  at  intervals  during  the  year.  These  continuation 
educational  meetings  could  be  arranged  in  collaboration 


with  the  State  Health  Department.  There  is  scheduled 
such  a meeting  in  Roanoke  for  December  5th,  6th  and  7th 
this  year. 

We  also  recommend  that  the  State  Medical  Society  re- 
quest the  State  Health  Department  to  furnish  penicillin  in 
the  treatment  of  infectious  syphilis  and  acute  gonorrhea 
and  streptomycin  in  the  treatment  of  granuloma  inguinale 
to  the  physicians  of  the  state.  This,  of  course,  would 
require  an  increased  appropriation  of  funds  by  the  State 
Legislature,  or  the  rearrangement  of  the  allotment  of  funds 
now  available. 

Tbe  effectiveness  of  penicillin  in  the  prevention  of 
hereditary  syphilis,  even  in  the  late  stages  of  pregnancy  is 
so  outstanding  that  we  believe  that  every  effort  should  be 
made  to  recognize  syphilis  in  the  prospective  mother  and 
follow  this  with  adequate  treatment.  This  purpose  could 
be  facilitated  if  the  State  of  Virginia  had  a reasonable 
law  requiring  the  physicians  and  others  seeing  pregnant 
women  to  procure  serologic  tests  for  this  disease  at  the 
time  of  their  first  observation  of  the  patient,  or  shortly 
thereafter.  There  are  thirty-six  states  in  this  country 
who  have  already  enacted  prenatal  laws.  This  Committee 
would  like  to  request  that  the  officers  and  members  of 
the  House  of  Delegates  of  the  Medical  Society  of  Virginia 
recommend  to  the  legislature  of  the  State  of  Virginia  that 
such  a law  be  enacted.  This  Committee  and  the  Com- 
mittee on  Child  and  Maternal  Welfare  should  act  as 
consultants  with  members  of  the  State  Legislature  in  the 
preparation  of  such  a statute. 

After  careful  study,  this  Committee  feels  that  the  pre- 
marital law  has  served  a very  useful  purpose  in  the  fields 
of  preventive  medicine  and  education. 

D.  C.  Smith,  Chairman 
W.  W.  S.  Butler 

E.  M.  Holmes 
John  L.  Jennings 
R.  W.  Fowlkes 
M.  S.  Fitchett 
James  W.  Love 

Tuberculosis 

This  is  the  fortieth  anniversary  of  the  opening  of  a 
sanatorium  in  this  State  for  the  treatment  of  tuberculosis. 
We  thought  it  worthwhile  to  give  a summary  of  what 
has  been  accomplished  during  that  period.  Since,  un- 
fortunately, there  has  not  been  a complete  follow-up  sys- 
tem of  the  patients  after  they  have  been  discharged  from 
the  sanatorium,  we  will  have  to  base  our  information 
from  the  discharge  notes. 

Virginia  has  three  institutions  for  the  treatment  of 
tuberculosis:  Catawba,  Blue  Ridge  and  Piedmont.  Ca- 
tawba opened  its  doors  for  the  reception  of  patients  on 
July  30,  1909,  with  a capacity  of  30  patients.  It  was 
located  in  the  Catawba  Valley,  about  20  miles  northwest 
of  Roanoke  on  the  site  of  Roanoke  Sulfur  Springs  Hotel. 
It  is  well  situated  to  serve  the  southwest  portion  of  the 
State.  This  had  formerly  been  used  as  a health  resort. 
A pavilion  type  of  building  with  four  tents  was  used  to 
accommodate  the  patients.  The  institution  has  been  grad- 
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ualty  enlarged  over  the  years  until  in  1942  it  had  a capac- 
ity of  400  patients.  The  heaviest  load  was  reached  June 
30,  1942,  with  a daily  average  of  385  for  the  previous 
twelve  months.  It  became  necessary  after  this  date  to 
begin  curtailing  the  number  of  admissions  for  two  reasons. 
First,  the  old  original  buildings  had  become  unsuitable 
for  the  modern  treatment  of  tuberculous  patients;  second- 
ly, the  shortage  of  help,  both  professional  and  civilian. 
The  present  capacity  is  around  300  patients. 

Since  the  Office  of  Vital  Statistics  was  not  opened  in 
Virginia  until  1913,  we  must  base  our  records  from  this 
date.  W''e  had  3,591  deaths  from  tuberculosis  in  that  year, 
with  a rate  of  167.5.  The  white  rate  was  117.1  and 
colored  276.5. 

The  last  annual  report  from  Catawba  was  June  30, 
1948.  Since  the  opening  of  the  institution  in  1909  there 
have  been  16,553  patients  treated  and  discharged  from 
the  sanatorium.  The  classifications  of  patients  discharged 
were  as  follows:  minimal,  15  per  cent;  moderately  ad- 
vanced, 25  per  cent;  far  advanced,  60  per  cent.  Of  the 
minimal  cases,  probably  80  per  cent  may  look  for  re- 
covery; of  the  moderately  advanced  cases  50  per  cent 
may  expect  to  obtain  good  permanent  results.  Under  the 
new  building  program,  the  capacity  will  be  increased  to 
500.  These  new  buildings  will  be  of  the  modern  hospital 
type  of  construction.  All  old  pavilions  will  be  aban- 
doned. Catawba  Sanatorium  also  carries  on  a nurse  train- 
ing program  and  maintains  a rehabilitation  staff. 

Realizing  the  need  for  another  sanatorium  in  the  State 
for  the  treatment  of  tuberculosis,  the  General  Assembly 
in  1918  levied  a special  tax  known  as  the  “Mill  Tax” 
whereby  funds  would  be  available  for  the  erection  of 
another  institution.  A site  near  Charlottesville  was  finally 
selected  because  of  its  proximity  to  the  University  of  Vir- 
ginia. This  was  to  be  called  Blue  Ridge  Sanatorium. 
Construction  of  the  sanatorium  was  started  during  the 
summer  of  1919,  and  on  April  26,  1920,  it  was  opened  for 
the  reception  of  patients  with  a capacity  of  120  beds. 
They  were  still  adhering  to  the  old  pavilion  type  of 
construction  and  had  three  pavilions  of  40  beds  each.  It 
soon  became  necessary  to  enlarge  the  institution,  so  in 
1922  an  infirmary  was  built  with  a 50-bed  capacity,  mak- 
ing a total  of  170  beds.  In  1925  work  was  begun  on  a 
Children’s  Unit  consisting  of  a 40-bed  pavilion.  This  was 
opened  in  April,  1926,  for  the  treatment  of  children  with 
early  forms  of  childhood  tuberculosis.  A school  is  main- 
tained for  the  children  by  the  State  Department  of  Educa- 
tion. The  Grand  Lodge  of  Masons  in  Virginia  in  1927 
erected  a building  known  as  the  “George  W.  Wright  Me- 
morial Pavilion”  and  presented  it  to  the  State  for  the  treat- 
ment of  Masons  in  the  State  with  tuberculosis.  This 
building  was  of  the  infirmary  type,  fire-proof  construction, 
with  a 60-bed  capacity,  and  increased  the  capacity  of  the 
Sanatorium  to  270. 

The  demand  for  more  beds  continued  to  increase.  In 
1939  a 100-bed  fire-proof  infirmary  and  culinary  depart- 
ment were  completed  which  brought  the  capacity  to  370 
beds. 


Blue  Ridge  Sanatorium  maintains  a Training  School  for 
Nurses,  giving  a two-year  course.  To  date  190  nurses 
have  been  graduated.  The  third  year  is  usually  given 
at  the  University  of  Virginia  Hospital  or  Medical  College 
of  Virginia  hospital.  Third  year  medical  students  from 
the  University  of  Virginia  come  to  the  Sanatorium  for  a 
course  of  instruction  in  the  diagnosis  and  treatment  of 
tuberculosis. 

Realizing  the  part  surgery  plays  in  the  restoration  to 
health  of  people  suffering  with  tuberculosis,  an  arrange- 
ment was  worked  out  several  years  ago  whereby  patients 
who  came  to  the  University  of  Virginia  Hospital  for  this 
work  from  Catawba,  the  municipal  sanatoria,  or  from 
their  homes  in  the  State,  could  be  transferred  to  Blue 
Ridge  for  a period  of  convalescence  between  stages  and 
following  completion  of  surgery  until  they  were  in  con- 
dition to  return  to  their  respective  places.  This  plan 
releases  beds  available  at  the  hospital  for  thoracic  sur- 
gery in  a relatively  short  time,  and  enables  more  people 
to  have  this  service.  To  date  approximately  250  pa- 
tients have  been  cared  for  in  this  manner. 

In  1940  Blue  Ridge  decided  to  admit  pregnant  women 
with  tuberculosis.  These  cases  are  given  the  usual  re- 
quired treatment  until  they  come  to  term,  then  are  sent 
to  the  University  of  Virginia  Hospital  for  delivery,  fol- 
lowing which  they  return  to  the  Sanatorium  to  continue 
their  treatment,  but  the  child  must  be  taken  by  the  family 
or  some  social  agency. 

In  1937  an  Adult  Education  Program  was  started,  and 
at  present,  in  addition  to  the  teacher  in  the  Children’s 
Building  we  have  two  teachers  with  the  Adult  Education 
and  one  Rehabilitation  Counselor.  These  people  play  an 
important  part  in  the  treatment  schedule  of  the  patients, 
and  their  services  are  continually  growing. 

Since  the  opening  of  the  Sanatorium  on  April  26,  1920, 
through  May  15,  1949,  11,275  patients  have  been  admitted, 
and  10,949  discharged  with  the  following  results:  Ar- 
rested— 360;  Apparently  Arrested — 644;  Quiescent — 2402; 
Improved — 5208;  Unimproved — 834;  Died — 663;  and  842 
were  classified  as  “Untreated”,  that  is,  remained  in  the 
Sanatorium  less  than  28  days. 

At  the  last  session  of  the  General  Assembly  of  Virginia, 
there  was  an  appropriation  of  $8,500,000  for  remodeling 
and  expansion  of  the  three  sanatoria,  and  for  the  con- 
struction of  a second  institution  for  the  treatment  of 
negroes.  This  money  was  fairly  evenly  distributed  among 
the  three  existing  sanatoria  with  about  $2,500,000  set  up 
for  the  new  negro  institution  to  have  a bed  capacity  of 
250  to  300.  New  construction  is  at  present  well  under 
way  at  the  three  sanatoria,  and  architects’  plans  are  being 
prepared  for  the  new  negro  sanatorium. 

This  program  will  entirely  change  the  present  out- 
moded facilities  to  those  of  new  modern  up-to-date  hospital 
type  of  buildings  suitable  for  the  treatment  of  ill  patients. 
About  80  per  cent  of  the  beds  will  be  in  structures  of  the 
infirmary  type. 

Tuberculosis  in  the  Negro  race  has  been,  and  still  is, 
one  of  our  greatest  problems.  The  mortality  rate  in  1913 
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was  276.5  per  100,000,  reaching  a peak  of  309.9  in  1918. 
Seeing  the  dire  need  of  a place  to  treat  negroes  suffering 
from  tuberculosis.  Dr.  Ennion  G.  Williams,  the  State 
Health  Commissioner,  with  the  help  of  a few  interested 
negro  citizens  and  the  Negro  Organization  Society,  after 
several  years  effort,  succeeded  in  obtaining  an  appropria- 
tion for  the  construction  of  a Sanatorium  for  negroes. 

In  April  1918  this  institution  (Piedmont  Sanatorium) 
was  opened  with  a capacity  of  25  beds.  This  was  in- 
creased to  98  in  1921,  150  in  1926  and  269  in  19+0. 
Buildings  under  construction  at  the  present  time  will  in- 
crease this  capacity  to  320  beds.  This  will  also  replace 
three  wooden  structures  that  are  not  fireproof  and  no 
longer  fit  to  care  for  the  patients. 

A Training  School  for  young  negro  nurses  has  been 
maintained  since  soon  after  the  institution  was  opened. 
From  this,  179  nurses  have  graduated,  many  of  whom 
occupy  responsible  positions  in  tuberculosis  and  general 
hospitals  in  the  north  and  middle  west  where  salaries  are 
higher  than  in  the  south.  A new  fireproof  Nurses’  Home 
to  accommodate  90  nurses  is  now  under  construction. 

Occupational  Therapy  has  been  taught  for  many  years. 
At  present  there  are  two  teachers,  one  for  children  and 
one  for  adults,  providing  instruction  for  the  patients  who 
wish  to  further  their  education.  This  and  rehabilitation 
work  are  carried  on  with  the  assistance  of  the  State  De- 
partment of  Education. 

Since  April  1918,  7,568  patients  have  been  admitted  for 
treatment.  They  have  been  discharged  with  the  follow- 
ing results:  Arrested — 19;  Apparently  Arrested — 1+3; 
Quiescent — 1+32;  Improved — 2369;  Unimproved — 1797; 
Died— 1778. 

Patients  with  all  types  of  complications,  including  dia- 
betes, pregnancy  and  others,  are  admitted  as  their  names 
are  reached  on  the  Waiting  List.  The  percentage  of 
syphilis  varied  from  12  per  cent  in  19+2  to  17.2  per  cent 
in  19+8. 

Although  the  majority  of  patients  are  unable  to  pay,  no 
one  has  been  denied  admission  or  sent  home  for  this 
reason.  Therefore,  some  bills  are  unpaid.  Since  it  is 
noticeably  more  difficult  to  collect  these  bills,  the  number 
of  free  beds  should  be  increased  from  120  to  2+0,  or  all 
made  free.  The  mortality  rate  for  tuberculosis  in  the 
Negro  race  in  Virginia  gradually  dropped  from  309.9  in 
1918  to  77.8  in  19+8. 

These  results  prove  that  these  patients  can  be  success- 
fully treated.  However,  there  is  a waiting  list  of  17+ 
patients,  all  of  which  should  be  admitted  at  once.  There 
are  +41  hospital  beds  for  tuberculous  negro  patients  in  the 
State,  which  is  inadequate.  Ninety  per  cent  or  more  are 
far  advanced  or  moderately  advanced  when  the  diagnosis 
is  made  and  applications  filed.  This  enables  them  to 
sow  the  seeds  of  infection  that  will  bear  the  next  crop 
of  tuberculosis  cases  before  treatment  is  started.  To 
further  reduce  the  high  mortality  rate  of  tuberculosis  in 
this  race,  with  its  impending  danger  to  the  whites,  it  is 
necessary  to  make  a much  greater  effort  to  obtain  a diag- 
nosis in  the  early  stage  and  provide  treatment  before  they 


infect  others.  This  means  more  effort  on  the  part  of  the 
family  physicians,  health  departments,  and  the  individuals 
to  see  that  these  people  are  x-rayed  at  yearly  intervals, 
or  more  often,  and  hospital  beds  provided  for  their  care. 
The  300-bed  hospital  for  negro  patients  planned  for  con- 
struction in  the  near  future  should  care  for  the  needs  if 
the  mortality  rate  continues  to  decline  as  it  should,  but 
more  beds  may  prove  necessary.  It  will  be  necessary 
also  to  increase  the  local  facilities  for  the  diagnosis  of 
these  cases  and  the  proper  supervision  after  discharge 
from  the  tuberculosis  hospitals.  Far  too  many  cases  re- 
lapse soon  after  returning  home  due  to  inadequate  care. 
A large  portion  of  the  early  cases  admitted  to  Piedmont 
Sanatorium  are  found  through  its  own  Out-Patient  De- 
partment, which  cares  for  more  white  than  colored  pa- 
tients. 

Thus  we  see  that  the  three  sanatoria  have  been  and 
still  are  a great  asset  to  the  State  and  a great  help  in 
the  fight  against  tuberculosis.  For  a long  time  there  was 
no  place  in  the  State  where  a diabetic  patient  with  tuber- 
culosis could  get  treatment.  They  had  to  be  taken  care 
of  in  the  homes.  After  many  years  of  begging  and  per- 
suading, the  health  commissioner  changed  the  policy.  In 
October,  19+7,  the  doors  of  all  three  sanatoria  were  thrown 
open  to  tuberculous  patients  with  diabetes  to  receive  treat- 
ment necessary  to  restore  them  to  health.  This  should 
prove  a great  help  in  combating  tuberculosis. 

We  therefore  feel  that  these  three  institutions,  Catawba, 
Blue  Ridge  and  Piedmont,  have  made  a great  contribu- 
tion to  the  State  in  the  past  forty  years.  It  would  be 
impossible  to  estimate  the  economic  value  to  public  health. 
Not  only  have  a large  number  of  people  been  restored  to 
health  and  been  changed  from  a consumer  to  a producer, 
but  also  the  education  and  training  they  received  in  the 
respective  sanatoria,  as  to  how  to  check  the  spread  of 
the  disease  to  members  of  the  family  and  to  others,  is 
beyond  comprehension.  They  may  be  compared  favorably 
with  our  colleges  and  other  institutions  of  learning.  This 
speaks  well  for  the  personnel  of  all  the  sanatoria  and 
those  in  charge  who  made  the  job  possible.  Without  good 
intelligent  leadership  it  would  have  been  impossible.  Your 
chairman  feels  that  the  medical  profession  and  the  State 
owe  these  men  a vote  of  thanks  for  a big  job  well  done. 
No  doubt  it  was  performed  under  hardships  and  with 
great  sacrifice.  We  wish  them  a brighter  and  more  suc- 
cessful future  in  the  fight  against  the  White  Plague. 

Aggressive  case-finding  under  the  personal  supervision 
of  the  Director,  Division  of  Tuberculosis  Control,  con- 
tinued to  be  an  essential  part  of  the  State  Health  Depart- 
ment’s tuberculosis  eradication  program. 

To  the  routine  practice  of  seeking  new  cases  among  the 
clinically  suspicious  and  from  close  contacts  to  known 
tuberculous  patients,  x-ray  screening  of  large  groups  of 
apparently  healthy  persons  by  micro-film,  has  been  added 
— upon  an  ever-increasing  scale.  From  a very  small  be- 
ginning eight  years  ago  the  State  Health  Department  now 
has  a fleet  of  eleven  machines  which  are,  one  by  one, 
being  activated  as  full-time  mobile  units. 
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It  is  the  expectation  of  the  Division  of  Tuberculosis 
Control  that  adequate  x-ray  coverage  can,  from  now 
on,  be  provided  to  every  community  as  rapidly  as  the 
latter  completes  the  extensive  preliminary  groundwork 
which  experience  has  shown  invariably  must  be  complied 
with  before  the  newer  high-percentage  type  of  mass  x-ray 
survey  can  be  assured  of  a degree  of  success  sufficient  to 
justify  priority  consideration  and  the  expense  incident  to 
assignment  of  appropriate  state  equipment  and  personnel. 
Surveys  of  the  newer  all-out  type  envisage  the  screening 
of  80  to  90  per  cent  of  a given  population  group,  rural 
and/or  urban,  colored  and/or  white,  by  which  it  is  hoped 
eventually  to  bring  to  diagnosis  a great  majority  of  active 
cases  of  tuberculosis  in  this  State,  most  of  whom  will  be 
in  an  early  curable  stage. 

In  the  meantime,  units  now  fully  staffed  and  activated 
will  continue  to  be  employed,  as  to  date,  in  screening 
special  groups,  colleges,  industries,  school  teachers,  inmates 
of  state  institutions,  state  employees,  foodhandlers,  etc. 
Also  will  be  x-rayed  as  many  of  the  general  public  as  can 
be  induced  to  participate  (generally  less  than  5 to  10  per 
cent)  without  benefit  of  the  special  “standardized”  promo- 
tional and  community  organizational  techniques  required 
for  the  high-percentage  survey.  Approximately  200,000 
films  were  taken  during  the  past  year.  An  average  of 
3 per  cent  were  referred  for  further  study,  “tuberculosis 
to  be  ruled  out”  in  54  of  these  or  154  per  cent. 

Complete  activation  of  all  x-ray  survey  equipment  is 
timed  to  integrate  with  completion  of  the  alteration  and 
expansion  program  for  the  State  sanatoria,  as  well  as 
with  completion  of  orientation  of  all  public  health  workers 
in  educational  and  administrative  and  registry  techniques, 
more  effectively  to  bind  every  part  of  the  overall  tuber- 
culosis eradication  program  into  one  cohesive  whole. 

To  assist  in  the  carrying  out  of  this  extensive  program, 
the  State  Health  Department  solicits  the  cooperation  of 
every  physician  in  the  State. 

I long  to  see  the  day  when  we  will  have  sufficient  beds 
to  take  care  of  all  the  cases  of  tuberculosis  in  the  State 
and  to  be  able  to  keep  them  until  they  are  no  longer  a 
menace  to  the  community;  and,  furthermore,  to  have  free 
beds  for  all  that  are  unable  to  pay. 

We  feel  that  tuberculosis  in  the  negro  is  the  Number 
One  health  problem  of  today.  Tuberculosis  in  the  Aged 
is  the  Number  Two  problem.  Not  only  are  more  people 
living  to  be  old  with  tuberculosis  than  ever  before,  but 
also  more  people  are  developing  tuberculosis  in  old  age 
than  previously.  These  old  people  are  much  more  difficult 
to  treat  and  to  handle  than  young  people.  Since  they 
cannot  be  cured,  the  only  solution  that  we  know  at  present 
is  to  confine  them  either  in  a sanatorium  or  a convalescent 
home.  These  are  the  ones  that  unknowingly  spread  the 
disease  more  than  any  others,  and  the  public  must  be 
protected  from  them  if  we  wish  to  eradicate  Tuberculosis. 

C.  L.  Harrell,  Chairman 
J.  B.  Nicholls 
C.  W.  Scott 
F.  B.  Stafford 


Cancer 

During  the  past  year,  the  following  new  tumor  clinics 
have  been  approved,  pending  investigation  by  the  Amer- 
ican College  of  Surgeons — 

The  Memorial  Hospital  Tumor  Clinic,  Winchester, 
Director,  Dr.  George  Murphy. 

The  Eastern  Shore  of  Virginia  Tumor  Clinic,  North- 
ampton-Accomack  Memorial  Hospital,  Nassawadox, 
Director,  Dr.  John  Rogers  Mapp. 

The  Clinch  Valley  Diagnostic  Tumor  Clinic,  Clinch 
Valley  Hospital,  Richlands,  Director,  Dr.  George 
Vermilya. 

This  brings  the  number  of  approved  clinics  to  fourteen, 
a new  high.  More  important,  the  geographic  distribution 
of  the  clinics  is  now  such  that  only  the  southwestern 
portion  of  the  State  is  still  incompletely  serviced. 

The  Committee  has  published  Cancer  Bulletins  and  Case 
Repoits  in  the  Virginia  Medical  Monthly.  It  has  served 
as  liaison  between  the  State  Health  Department,  lay  or- 
ganizations, and  the  Medical  Society  of  Virginia.  It  has 
consulted  on  various  problems  with  the  Bureau  of  Cancer 
Control  of  the  State  Health  Department  and  with  the 
Virginia  Division  of  the  American  Cancer  Society. 

I.  A.  Bigger 
Clayton  W.  Eley 
Arthur  Gathright,  Jr. 

Edwin  P.  Lehman 
Wm.  H.  Parker 
Mason  Romaine 
L.  J.  Roper 
George  Williams 
Herbert  Wolff,  Jr. 

Guy  Fisher  ] Ex-officio 
Pierce  Rucker  ( 

George  Cooper,  Jr.,  Chairman 

Nutrition 

Only  one  matter  has  been  brought  to  our  attention  since 
the  formation  of  this  committee.  The  Executive  Council 
of  the  State  Nutrition  Committee  met  on  March  18,  19+9, 
at  the  Medical  College  of  Virginia  and  we  were  repre- 
sented on  the  Council  by  the  undersigned  chairman. 

At  this  meeting  mention  was  made  of  the  participation 
of  the  State  Nutrition  Committee  in 

(a)  The  promotion  of  the  flour  enrichment  legislation, 

(b)  The  dissemination  of  information  in  regard  to  nu- 
trition, 

(c)  The  continuation  of  support  of  home  production  and 
conservation  of  food,  and 

(d)  The  continuation  of  its  service  as  a clearing  hcuse 
for  information  on  nutrition  in  general. 

This  represents  the  activity  of  the  undersigned  Nutri- 
tion Committee  to  date. 

William  R.  Jordan,  Chairman 
McLemore  Birdsong 
William  Grossmann 
A.  B.  Hodges 
C.  L.  OUTLAND 
E.  G.  Scott 
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Advisory  to  Woman’s  Auxiliary 

Early  in  the  year,  the  Council  was  consulted  regarding 
giving  money  to  a patient  with  T.  B.  who  had  been  in  a 
sanatorium  but  had  been  released  and  had  a relapse. 
Inasmuch  as  the  laws  regarding  this  money  state  the 
patient  should  be  in  an  institution,  there  was  some  ques- 
tion as  to  giving  this  money.  The  Council  approved  the 
giving  of  this  money  as  the  patient  had  been  under  the 
care  of  the  Auxiliary  and  a check  for  $100.00  was  sent 
him  in  December. 

On  the  advice  of  the  Educational  Committee  to  Combat 
Compulsory  Health  Insurance,  letters  with  sample  reso- 
lutions were  sent  to  Women’s  Organizations  throughout 
the  State,  some  500  in  all.  Prior  to  the  National  Conven- 
tion of  the  General  Federation  of  Women’s  Clubs,  and  the 
National  Conference  to  the  Parent-Teacher  Group,  dele- 
gates were  contacted  and  sent  literature  regarding  Com- 
pulsory Health  Insurance,  and  requested  to  oppose  such 
measures. 

At  the  Board  meeting  of  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  Virginia  in  March  it  was  decided  to 
participate  in  a Nurse  Recruitment  program. 

B.  R.  Kennon,  III,  Chairman. 

National  Emergency  Medical  Service 

Your  Committee  on  National  Emergency  Medical  Serv- 
ice has  had  a busy  time  during  the  past  year.  Whereas, 
our  first  consideration  during  the  previous  12-month  period 
had  been  Civilian  Defense,  the  development  of  an  emer- 
gency situation  in  the  Medical  Corps  of  the  Armed  Forces 
shifted  the  emphasis  almost  entirely  to  the  military  field. 

To  take  up  unfinished  business  first,  the  recommenda- 
tions of  your  Committee  which  were  passed  by  the  House 
of  DelegaTes,  as  to  the  advisability  of  reactivation  of  the 
Red  Cross  training  program  for  nurses  aids  and  as  to 
the  strategic  location  of  blood  banks  in  the  State  as  mat- 
ters directly  related  to  Civilian  Defense  as  well  as  to  im- 
provement in  medical  services  in  time  of  peace,  were 
transmitted  to  Mr.  Julian  Brooks,  State  Relations  Officer, 
American  Red  Cross. 

Mr.  Brooks’  reply  was  to  the  effect  that  until  the  Na- 
tional master  plan  and  the  subsidiary  State  setup  was 
established,  the  Red  Cross  could  act  only  in  response  to 
local  requests  and  not  on  a State-wide  basis.  The  master 
plan  which  is  being  developed  by  the  National  Security 
Resource  Board  has  not  yet  been  presented  and  published, 
and  State-wide  organization  will  probably  have  to  await 
this.  On  the  other  hand,  Mr.  Brooks  would  be  glad  to 
cooperate  to  the  fullest  extent  with  any  local  application 
for  assistance  along  these  lines. 

You  will  recall  that  last  year  it  was  noted  that  the 
armed  services  had  reported  a dangerous  shortage  of 
medical  officers  which  was  increasing  with  little  immediate 
prospect  of  relief.  Apparently  this  situation  worsened 
rapidly  and  by  the  end  of  the  year,  the  Secretary  of  De- 
fense sent  out  letters  to  all  doctors  who  had  received  their 
medical  education  at  the  expense  of  the  Government  but 
who  had  never  served  in  the  Armed  Forces,  urging  them 
to  volunteer  for  a period  of  two  years  of  service. 


This  appeal  accomplished  very  little,  so  early  this  year 
the  Council  on  National  Emergency  Medical  Service  of 
the  American  Medical  Association  was  called  on  for  help. 
First,  the  President  of  the  American  Medical  Association 
addressed  a letter  to  this  group  of  men,  stating  that 
unless  they  volunteered  in  sufficient  numbers  to  meet  the 
emergency  which  the  American  Medical  Association  from 
its  own  investigation  knew  to  be  real,  the  only  alternative 
would  be  to  procure  medical  officers  by  a special  draft 
which  the  A.M.A.  would  be  in  no  position  to  combat 
and  would  have  to  endorse  as  a last  resort. 

This  appeal  also  accomplished  little,  so  the  whole  mat- 
ter was  then  referred  by  Dr.  Sargeant,  Secretary  of  the 
Council  on  Emergency  Medical  Service  to  the  various  State 
Committees  with  the  request  that  the  individual  members 
of  this  group  be  personally  interviewed,  the  urgency  of 
the  situation  explained,  and  the  adverse  precedent  of  the 
only  alternative  to  a failure  of  the  volunteer  method,  i.e., 
a special  draft  of  doctors,  stressed. 

An  analysis  of  the  long  list  of  young  doctors  who  had 
received  either  deferment  or  both  Government  aid  and 
deferment  for  medical  education  and  who  had  not  ren- 
dered service,  showed  that  the  great  majority  were  lo- 
cated in  Richmond  or  Charlottesville,  chiefly  in  the  two 
schools,  or  in  Norfolk,  so  the  President  of  our  Society 
was  requested  to  add  to  our  Committee  Dr.  Walter  P. 
Adams  of  Norfolk  and  Dr.  Staige  D.  Blackford  of  the 
University  of  Virginia. 

A further  study  of  the  situation  showed  that  by  far  the 
majority  of  these  young  doctors  were  already  bound  by 
contract  to  various  hospitals  for  residency  training.  For 
instance,  18  of  them  had  agreed  to  serve  as  either  junior 
or  senior  assistant  residents  at  the  Medical  College  of 
Virginia  during  the  year  July  1949-1950,  and  14  of  them 
were  in  a similar  position  to  the  University.  It  was  fur- 
ther found  that  at  the  time  that  appointments  had  been 
made  by  the  civilian  hospitals  and  schools,  the  unsuccessful 
applicants  had  been  notified  and  that  few  if  any  replace- 
ments were  available. 

Under  these  circumstances,  it  was  obvious  that  hap- 
hazard depletions  either  by  volunteering  or  by  an  in- 
discriminate “draft”  would  almost  certainly  cripple  se- 
riously the  health  services  of  the  State.  Both  schools  felt 
that  one  of  the  first  results  would  be  either  a marked 
curtailment  or  possibly  abolition  of  their  programs  for 
aid  to  outlying  hospitals  serving  rural  areas. 

In  the  meantime,  the  situation  had  been  further  ag- 
gravated by  communications  of  the  Secretary  of  Defense 
to  hospitals  and  schools,  urging  that  they  refuse  to  accept 
men  from  this  group  as  residents  in  spite  of  the  fact  that 
most  of  the  agreements  had  already  been  consummated. 

After  several  conferences  with  faculty  representatives 
of  our  two  schools,  the  following  policy  was  agreed  upon; 

1.  The  medical  profession  of  the  State  recognized  the 
emergent  situation  which  existed  in  the  Medical 
Corps  of  the  Armed  Forces  and  would  do  all  in  their 
power  to  alleviate  it. 

2.  They  also  recognized  their  own  obligations,  both  con- 
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tractual  and  moral,  to  individuals  and  to  the  civilian 
population  of  the  State  of  Virginia  and  that  these 
obligations  would  of  necessity  impose  certain  restric- 
tions on  the  fulfillment  of  the  all-out  demands  being 
made  upon  them. 

3.  Since  indiscriminate  depletion  of  the  number  of  avail- 
able residents  either  by  volunteering  or  by  draft  would 
certainly  create  hardships  in  certain  localities,  this 
should  be  guarded  against  by  the  establishment  of 
State  quotas  as  was  done  under  Procurement  and  As- 
signment. It  must  be  remembered  that  Virginia  and 
the  other  Southern  States  quickly  oversubscribed  their 
respective  quotas  in  World  War  II  while  many  of 
the  large  population  centers  of  the  North  labored  far 
behind  at  the  termination  of  hostilities. 

4.  Any  resident  appointee  who  wished  to  volunteer  for 
service  would  be  released  from  his  contract  if  ade- 
quate replacement  was  available  and  furthermore, 
as  an  inducement  to  volunteering,  those  released  would 
be  given  new  contracts  for  appointment  two  years 
hence  after  service  was  completed. 

5.  It  was  urged  that  lists  of  possible  replacements  from 
medical  officers  to  be  separated  with  dates  of  avail- 
ability be  supplied  by  the  Armed  Forces  since  local 
replacements  were  few. 

6.  It  was  felt  both  unwise  and  unfair  to  accede  to  the 
request  that  this  group  of  men  be  barred  from  resi- 
dencies until  they  had  rendered  service,  especially  in 
view  of  the  fact  that  only  about  3,000  out  of  a total 
of  18,000  were  desired  by  the  armed  services.  On 
the  other  hand,  the  man  whose  patriotism  demands 
of  him  that  he  serve  his  country  should  suffer  no 
hardship  because  of  it,  but  rather  be  given  due  credit 
for  this  obvious  evidence  of  good  citizenship  and  will- 
ingness to  sacrifice  himself  for  the  general  good.  This 
could  be  accomplished  by  showing  preference  to  doc- 
tors who  had  seen  service  in  making  residency  ap- 
pointments. The  A.M.A.  should  be  urged  to  accept 
and  propagate  this  principle  as  a national  policy  of 
the  medical  profession. 

In  view  of  the  adverse  publicity  which  this  small  group 
of  young  doctors  have  received,  the  following  should  be 
recorded  to  keep  the  record  straight. 

1.  Of  the  many  interviewed,  there  was  only  one  who 
did  not  fully  recognize  his  moral  obligation  to  the 
country. 

2.  They  were  also  well  aware  of  the  fact  that  the  Armed 
Forces  required  only  one  of  each  six  of  them  and 
that  in  volunteering,  the  one  would  discharge  the 
obligation  of  five  others  who  might  have  done  so 
themselves. 

3.  None  of  them  had  any  apprehension  about  a “draft” 
or  any  other  fair  method  of  selection,  as  a matter  of 
fact,  this  was  exactly  what  they  wanted  with  great 
unanimity  and  gave  good  reasons  for  this  point  of 
view.  Some  of  these  reasons  were  as  follows:  “If  I 
break  my  residency  contract  to  volunteer,  what  chance 
would  there  be  for  reappointment  at  the  institution 


I had  left  in  the  lurch?”  or  “What  would  be  my 
wife’s  attitude  if  I volunteered  and  left  her  and  the 
children  while  my  colleagues  stayed  at  home?  If 
Uncle  Sam  would  just  put  the  finger  on  me,  it  would 
be  entirely  different  and  the  whole  family  would 
spend  two  years  in  Hawaii  or  Japan  and  enjoy  it.” 
or  “I  have  obligations  other  than  personal  which  I 
cannot  voluntarily  lay  down.  If  I were  selected,  it 
would  be  entirely  different.”  With  the  one  exception 
noted,  I found  none  of  them  who  would  not  have 
gone  willingly  if  drafted. 

In  the  preliminary  checking  of  the  large  list  of  110 
doctors,  it  was  found  that  10  were  already  listed  as  hav- 
ing mailed  in  post  cards  showing  intention  to  volunteer. 
Of  the  group  of  20  sent  to  Dr.  Walter  Adams,  5 were 
already  in  the  Service,  3 had  taken  the  examination  for 
the  regular  Navy  and  would  begin  active  duty  on  July  1 
and  1 was  physically  unacceptable.  At  Charlottesville, 
there  were  3 who  were  to  start  service  in  the  Navy  in 
July  and  1 physically  unacceptable.  In  Richmond,  there 
were  7 who  were  already  in  the  Service  planning  to  vol- 
unteer for  July.  This  made  a total  of  28  for  preliminary 
report  to  the  meeting  of  the  Council  on  National  Emer- 
gency Medical  Service  in  Chicago  on  March  21,  1949. 

This  meeting  began  with  the  report  of  the  Council  by 
the  Acting  Secretary,  Dr.  Ernest  B.  Howard,  which  was 
published  in  the  Journal. 

Dr.  Norvin  C.  Kiefer,  Medical  Services  Advisor,  Civil 
Defense  Planning,  Office  of  the  Secretary  of  Defense,  dis- 
cussed the  continuing  necessity  for  thorough  civilian  train- 
ing and  called  attention  to  the  fact  that  the  British  took 
five  years  and  did  a good  job,  but  the  Germans  and 
Japanese  who  had  three  to  seven  years,  respectively,  did 
not  feel  the  necessity  for  thorough  organization  and  their 
plans  broke  down.  With  development  of  atomic  warfare, 
this  planning  becomes  all  the  more  imperative  and  because 
of  the  utter  devastation  of  the  struck  area,  must  be  in- 
terlocking. He  stated  that  where  field  trials  of  Civilian 
Defense  measures  had  been  undertaken,  the  chief  de- 
ficiencies had  always  been  doctors,  nurses,  and  blood,  and 
again  stressed  the  need  for  many  more  nurses’  aids  and 
adequate  development  of  blood  banks.  He  also  confirmed 
what  Mr.  Brooks  had  said,  that  as  yet  no  enabling  legis- 
lation had  been  passed  putting  the  overall  master  defense 
plan  into  operation. 

The  next  report  was  from  Dr.  Richard  L.  Meiling, 
former  Secretary  of  the  Council  and  now  member  of  the 
Armed  Services  Medical  Advisory  Committee,  Office  of 
Secretary  of  Defense  (The  Cooper  Committee).  This 
Committee  had  been  set  up  by  the  Secretary  of  Defense 
to  study  and  develop  the  recommendations  of  the  Hawley 
Committee  mentioned  in  the  last  report.  The  consolida- 
tion of  the  Medical  Corps  of  the  various  branches  of  the 
Armed  Forces  was  one  of  their  primary  concerns.  After 
surveys  by  this  Committee,  various  economies  in  medical 
functions  and  personnel  had  been  effected  by  mutual  agree- 
ment and  executive  orders  without  awaiting  enabling  leg- 
islation based  on  the  Hawley  report.  Examples  are  as 
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follows:  1.  In  the  Panama  Canal  Zone  where  there  were 
previously  three  general  hospitals  operated  by  the  dif- 
ferent Services,  two  have  been  closed,  the  personnel  of  the 
third  augmented  as  necessary  and  the  personnel  thus  made 
surplus  transferred  to  other  assignments.  2.  The  same 
thing  has  been  done  in  Guam  where  the  Navy  takes  over 
and  Army  personnel  are  shunted  to  Japan.  3.  In  Hawaii 
the  Army  takes  over  and  the  Navy  personnel  are  trans- 
ferred to  the  Orient.  The  Surgeon  General’s  Library  is 
now  the  Armed  Forces  Library.  The  Army  Institute  of 
Pathology  is  now  the  Armed  Forces  Institute  of  Path- 
ology, etc.,  etc.  In  other  words,  in  spite  of  the  criti- 
cism and  propaganda  which  appears  in  the  daily  papers, 
serious  efforts  at  medical  economies  are  actually  being 
made  by  the  various  Armed  Services  by  mutual  consent 
and  before  the  enforcing  legislation  is  passed.  This  report 
is  the  more  important  because  it  comes  from  a civilian 
committee  nominated  by  the  A.M.A.  and  not  from  the 
Secretary  of  the  Armed  Forces. 

Another  report  of  this  civilian  committee  seemed  to  your 
representative  to  show  an  important  trend.  Survey  teams 
were  sent  out  to  all  areas  occupied  by  the  Armed  Forces, 
both  at  home  and  abroad,  to  see  whether  medical  per- 
sonnel were  being  utilized  to  the  fullest  advantage.  These 
teams  reported  only  five  instances  of  misassignment  in  the 
whole  military  establishment  which  seems  remarkable  in 
the  light  of  our  experience  in  World  War  11.  It  must 
be  added  that  this  statement  was  questioned  by  a young 
doctor  who  had  recently  returned  from  Gaum,  who  stated 
that  the  better  part  of  his  time  was  spent  sun  bathing  on 
the  beaches,  but  confirmed  by  another  young  doctor  on  the 
list  who  had  recently  returned  from  an  assignment  to  a 
dispensary  in  Tokj-o  responsible  for  the  care  of  military 
personnel  and  their  families,  who  reported  that  hours  of 
overtime  work  were  the  rule  rather  than  the  exception. 

The  next  subject  for  discussion  was  the  Medical  Officer 
Procurement  Program  which  was  opened  by  the  various 
representatives  of  the  Armed  Services,  each  telling  his  tale 
of  woe  which  was  definitely  more  desperate  than  last 
year.  The  things  of  importance  which  were  brought  out 
were  the  following: 

1.  Their  critical  period  would  be  during  the  next  two 
years,  starting  with  December  1949  when  they  would 
be  about  3,000  doctors  short  of  the  quotas  set  by  the 
(Civilian)  Medical  Advisory  Committee. 

2.  Ratios  as  known  during  the  war  (6  or  8 per  1,000 
troops)  had  been  abandoned  and  the  recommenda- 
tions of  the  Committee  had  been  accepted  without 
reservation.  Expressed  as  a ratio,  the  Army’s  medical 
strength  was  now  below  2 per  1,000.  Many  doctors 
were  working  14  and  16  hours  per  day. 

3.  In  addition  to  this,  any  civilian  doctor  available  was 
being  hired  to  help  out,  even  from  displaced  persons’ 
camps  and  there  had  been  complaints  about  this  from 
the  troops  overseas. 

4.  In  this  country,  doctors  were  being  hired  through  Civil 
Service  to  displace  Medical  Corps  personnel  where 


possible  for  transfer  overseas  to  relieve  men  who  had 
completed  their  tours  of  duty. 

5.  The  .Armed  Forces  had  eight  Training  Centers  al- 
ready in  operation  and  a ninth  about  to  open.  .About 
200  internes  and  600  to  700  residents  were  already  in 
training  under  an  agreement  which  gave  the  .Armed 
Forces  one  year  of  service  for  each  year  of  training. 
The  supply  seemed  to  be  abundant  and  it  was  pos- 
sible that  the  ratio  would  be  raised  to  two  years  of 
service  for  each  year  of  training.  When  these  men 
began  to  come  off  the  production  line  two  years  hence, 
the  .Army’s  trouble  would  be  over  and  the  quality  of 
the  medicine  generally  within  the  Medical  Corps 
would  he  greatly  improved. 

6.  One  last  thing  of  interest  which  offered  further  proof 
that  unification  and  cooperation  had  made  great 
strides  in  the  Medical  Corps  was  the  categorical  state- 
ment that  the  men  obtained  by  volunteering  or  draft 
would  be  used  interchangeably  by  the  services.  That 
is,  if  the  Navy  procurement  produced  a surplus,  these 
officers  would  be  transferred  to  the  other  services  and 
vice  versa. 

7.  Finally,  it  was  stated  that  volunteers  need  not  expect 
assignment  to  a training  center  because  there  were  no 
places  for  them.  Most  of  them  would  receive  over- 
seas assignments  as  hard  working  doctors  with  troops 
to  hold  things  together  until  the  present  trainees  were 
ready.  These  men  could  also  count  on  it  that  they 
would  be  separated  at  the  end  of  two  years  unless 
they  chose  to  volunteer  for  a longer  period. 

Following  this,  the  meeting  was  thrown  open  for  gen- 
eral discussion  by  the  State  representatives  but  the  time 
was  very  short  and  there  were  more  than  40  represen- 
tatives. A'our  representative  finally  obtained  the  floor  and 
attempted  to  explain  the  position  in  Virginia,  especially  as 
regards  our  two  schools.  The  .Air  Corps  doubted  the 
validity  of  the  resident  contracts  and  had  it  not  been  for 
the  presence  of  Dr.  Hugh  Morgan  as  a member  of  the 
Council,  this  might  have  passed  without  discussion,  but 
the  Chairman  of  the  Council  of  Medical  Education  and 
Hospitals  was  called  and  interrogated.  He  stated,  “The 
attitude  of  the  .A.M.A.  has  always  been  that  these  con- 
tracts were  equally  binding  on  both  parties.”  .A  little 
later,  your  representative  was  able  to  stir  up  a discussion 
on  the  “quota”  question,  but  no  vote  was  taken  in  the 
open  meeting. 

I was  also  asked  to  find  out  why  these  doctors  who  had 
been  educated  by  the  Government  were  released  outright 
rather  than  put  on  indefinite  leave  without  pay  so  that 
they  might  be  called  back  when  and  as  needed.  None  of 
Armed  Services  representatives  seemed  to  know  the  an- 
swer, but  Col.  Dick  Eanes,  second  in  command  of  Selec- 
tive Service,  a Virginian,  and  a graduate  of  the  Medical 
College  of  Virginia,  gave  what  seemed  to  me  to  be  a per- 
fectly adequate  explanation.  He  stated  that  immediately 
after  V-J  Day,  pressure  began  to  build  up  to  “bring  the 
boys  home”.  This  demand  soon  amounted  to  national 
hysteria  and  terrific  pressure  was  brought  to  bear  through 
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every  Senator  and  Representative  and  even  the  President 
himself.  Since  we  live  in  a democracy,  the  result  was 
inevitable.  In  retrospect  we  can  all  see  now  that  our 
hasty  and  indiscriminate  demobilization  was  a big  mis- 
take, and  what  happened  with  this  small  group  was  a 
very  minor  portion  of  the  much  larger  error.  The  civilian 
population  of  America  must  bear  the  largest  part  of  what- 
ever blame  may  be  assessed. 

Since  there  had  been  no  real  opportunity  to  discuss  the 
Virginia  policy,  your  representative  made  an  appointment 
with  General  Lull,  Dr.  Sargeant  and  the  Secretary  of  the 
Council  of  Medical  Education  and  Hospitals  for  the  fol- 
lowing morning  with  ample  time  for  free  discussion. 
These  gentlemen  agreed  fully  with  the  policy  and  the  re- 
sult was  the  editorial  in  the  journal  two  weeks  later,  urg- 
ing the  acceptance  of  the  policy  of  preference  for  service 
men  in  residency  appointments  on  a national  basis.  The 
“quota”  system  was  also  accepted  by  the  Council  and  the 
recognition  of  contracts  and  the  need  of  lists  of  replace- 
ments from  the  Armed  Services  established. 

On  May  2,  1949,  another  communication  was  received 


by  the  State  Society  from  Secretary  of  Defense,  Louis 
Johnson,  fixing  the  “quota”  for  the  State  at  33  and  en- 
closing a list  of  11  men  who  had  volunteered  since  the 
original  communication.  We  have  not  yet  received  a list 
of  possible  replacements  for  residents  now  under  contract. 

Since  the  Chicago  meeting,  further  conferences  with 
these  young  doctors  at  our  two  schools  have  been  held, 
both  in  Charlottesville  and  Richmond,  but  a supplemental 
report  on  the  final  results  of  these  efforts  will  have  to  be 
delayed  until  October. 

John  P.  Williams,  Chairman. 

Blue  Cross-Blue  Shield 

The  Committee  regrets  that  it  is  impossible  at  this  time 
to  give  a report  but  hopes  to  have  one  later. 

Wm.  R.  Pretlow',  Chairman. 

House  of  Delegates  Procedure 

It  has  been  impossible  to  get  this  committee  together 
but  a report  will  be  made  to  the  House  of  Delegates. 

H.  B.  Mulholland,  Chairman. 


DELEGATES  TO  1949  MEETING 
MEDICAL  SOCIETY  OF  VIRGINIA 


Names  of  delegates  and  alternates  which  have  been 
reported  for  the  meeting  at  the  Chamberlin  are  given  be- 
low. Societies  which  are  not  included  are  asked  to  send 
names  to  the  Secretary  before  October  9th — the  date  for 
the  first  meeting  of  the  House  of  Delegates. 


Delegates 

Accomac 

Dr.  J.  L.  DeCormis 
Albemarle 

Dr.  R.  G.  Magruder 
Dr.  H.  B.  Mulholland 
Dr.  Percy  Harris 
Dr.  A.  M.  Smith 
Dr.  T.  S.  Edwards 
Alexandria 
Dr.  J.  W.  Love 
Alleghany-Bath 
Dr.  S.  P.  Hileman 
Dr.  J.  R.  Beckwith 
Arlington 

Dr.  W.  C.  Welburn 
Dr.  John  B.  Leary 
Augusta 

Dr.  Leland  C.  Brown 
Dr.  Guy  Fisher 
Bedford 
Dr.  C.  R.  Titus 
Buchanan-Dickenson 
Dr.  J.  C.  Moore 
Dr.  T.  C.  Sutherland 


Alternates 

Dr.  J.  F.  Edmcnds 

Dr.  Frank  Daniel 
Dr.  McLemore  Birdsong 
Dr.  E.  D.  Davis 
Dr.  Harry  Lee  Archer 
Dr.  James  Twyman 

Dr.  C.  E.  Arnette 

Dr.  1.  T.  Hornbarger 
Dr.  M.  1.  Hanna 

Dr.  William  Dolan 
Dr.  John  T.  Hazel 

Dr.  J.  T.  Obenschain 
Dr.  S.  G.  Saunders 

Dr.  W.  G.  Hardy 

Dr.  James  Williams 
Dr.  R.  L.  Phipps 


Delegates 

Charlotte 

Dr.  Stuart  Wilson  Tuggle 
Culpeper 

Dr.  J.  L.  Stringfellow 
Elizabeth  City 
Dr.  Robert  H.  Wright,  Jr. 
Fauquier 

Dr.  William  R.  Pretlow 

Fourth  District 
Dr.  J.  M.  Habel 
Dr.  C.  G.  O’Brien 
Dr.  T.  H.  Anderson 
Dr.  Meade  Edmunds 
Dr.  C.  E.  Martin 
Dr.  H.  E.  Whaley 
Dr.  W.  J.  Ozlin 
Dr.  William  Terry 
Dr.  R.  W.  Bradley 
Dr.  J.  G.  Graziani 
Dr.  Lee  S.  Barksdale 
Dr.  F.  E.  Steere 
Dr.  M.  Rosenberg 

Fredericksburg 
Dr.  W.  W.  Butzner 

Halifax 

Dr.  W.  Lloyd  Eastlack 
Isle  of  Wight 
Dr.  Ivan  Steele 


Alternates 

Dr.  Thomas  Watkins 
Dr.  J.  B.  Jones 
Dr.  B.  E.  Hunt 
Dr.  V.  L.  McCullers 

Dr.  J.  T.  O’Neal 

Dr.  W.  C.  Harman 
Dr.  T.  B.  Pope 
Dr.  G.  M.  Naff 
Dr.  K.  S.  Freeman 
Dr.  H.  H.  Braxton 
Dr.  J.  A.  B.  Lowry 

Dr.  R.  A.  Moore 
Dr.  A.  T.  Brickhouse 
Dr.  B.  H.  Knight 
Dr.  F.  J.  Clements 

Dr.  Lloyd  F.  Moss 

Dr.  L.  P.  Bailey 

Dr.  Rea  Parker,  Jr. 
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James  River 

Dr.  W.  A.  Pennington 
Dr.  E.  B.  Nuckols 
Dr.  A.  C.  Whitley 

Lee 

Dr.  G.  B.  Setzler 

Loudoun 

Dr.  W.  O.  Bailey,  Sr. 
Louisa 

Dr.  J.  Langdon  Moss 

Lynchburg 
Dr.  E.  G.  Scott 
Dr.  S.  E.  Oglesby 

Mid-Tidewater 
Dr.  T.  E.  Smith 
Dr.  R.  D.  Bates 
Dr.  J.  M.  Gouldin 
Dr.  John  R.  Gill 
Dr.  A.  W.  Lewis,  Jr. 
Dr.  A.  L.  Van  Name 
Dr.  C.  Campbell 

Nansemond 

Dr.  J.  R.  Ellison,  Jr. 

Nelson 

Dr.  Estes  Kidd 

Norfolk 

Dr.  George  A.  Duncan 
Dr.  H.  W.  Rogers 
Dr.  Walter  P.  Adams 
Dr.  George  Schenck 
Dr.  Frank  P.  Smart 
Dr.  J.  F.  Waddill 
Dr.  W.  C.  Salley 

Northampton 

Dr.  W.  J.  Sturgis,  Jr. 

Northern  Neck 
Dr.  Lee  S.  Liggan 
Dr.  J.  Motley  Booker 
Dr.  Paul  C.  Pearson 
Dr.  P.  P.  Deming 

Northern  Virginia 
Dr.  Frank  Tappan 
Dr.  John  B.  McKee 
Dr.  Harold  Miller 
Dr.  George  Long 
Dr.  E.  L.  Grubbs 
Dr.  Jas.  G.  Brown 


Dr.  E.  J.  Haden 
Dr.  N.  P.  Snead 
Dr.  J.  H.  Yeatman 

Dr.  Thomas  S.  Ely 


Dr.  Keith  M.  Oliver 


Dr.  H.  S.  Daniel 


Dr.  L.  R.  O’Brian,  Jr. 
Dr.  C.  E.  Keefer 


Dr.  E.  C.  Joyner 

Dr.  H.  G.  Dickie 


Dr.  C.  C.  Smith 
Dr.  W.  B.  Hoover 
Dr.  R.  B.  Grinnan 
Dr.  N.  F.  Rodman 
Dr.  W.  P.  Moore 
Dr.  R.  L.  Payne,  J r, 
Dr.  Brock  D.  Jones. 


Dr.  H.  L.  Denoon 


Dr.  A.  B.  Gravatt,  Jr. 

Dr.  M.  Mercer  Neale,  Jr. 
Dr.  H.  E.  Sisson 
Dr.  Harper  C.  Ward 


Dr.  C.  H.  Iden 
Dr.  B.  B.  Dutton 
Dr.  F.  W.  Gearing,  Jr. 
Dr.  Elizabeth  Cover 
Dr.  D.  M.  Kipps 
Dr.  John  P.  Snead 


Orange 

Dr.  H.  C.  McCoy 

Patrick-Henry 
Dr.  H.  M.  Price 
Dr.  B.  A.  Hopkins 

Princess  Anne 
Dr.  I.  L.  Hancock 

Richmond 

Dr.  J.  Morrison  Hutcheson 
Dr.  Richard  Michaux 
Dr.  W.  T.  Thompson,  Jr. 
Dr.  T.  B.  Washington 
Dr.  Edward  E.  Haddock 
Dr.  Douglas  G.  Chapman 
Dr.  Turner  S.  Shelton 
Dr.  Wm.  H.  Higgins,  Sr. 
Dr.  C.  Williams,  Sr. 

Dr.  Ed.  M.  Holmes,  Jr. 

Dr.  B.  W.  Rawles,  Jr. 

Dr.  H.  H.  Ware,  Jr. 

Dr.  Emily  Gardner 
Dr.  H.  J.  Warthen,  Jr. 

Roanoke 

Dr.  Chas.  H.  Peterson 
Dr.  M.  A.  Johnson,  Jr. 

Dr.  George  S.  Hurt 
Dr.  T.  J.  Humphries 
Dr.  W.  F.  Hatcher 

Rockingham 
Dr.  Galen  G.  Craun 

Russell 

Dr.  R.  F.  Gillespie 

Scott 

Dr.  G.  C.  Honeycutt 

Southwestern  Virginia 
Dr.  Glenn  Cox 
Dr.  S.  A.  Tuck 
Dr.  A.  F.  Giesen 
Dr.  D.  S.  Divers 
Dr.  R.  D.  Campbell 
Dr.  Harry  Hayter 
Dr.  C.  D.  Moore 
Dr.  E.  S.  Elliott 

Tazewell 

Dr.  Mary  E.  Johnston 

Williamsburg-James  City 

Dr.  Joseph  E.  Barrett 

Wise 

Dr.  L.  N.  Waters 


Dr.  W.  N.  Thompson 
Dr.  J.  H.  Irby 

Dr.  H.  B.  LaFavre 

Dr.  Donald  S.  Daniel 
Dr.  Spotswood  Robins 
Dr.  John  R.  Massie,  Jr. 
Dr.  A.  L.  Herring,  Jr. 
Dr.  R.  F.  Simms 
Dr.  Leroy  Smith 
Dr.  Chas.  G.  Young 
Dr.  Wm.  T.  Moore 
Dr.  Rudolph  Thomason 

Dr.  R.  D.  Butterworth 
Dr.  Elam  C.  Toone 
Dr.  James  B.  Stone 
Dr.  DuPont  Guerry,  III. 

Dr.  F.  A.  Farmer 
Dr.  Charles  Irvin 
Dr.  Homer  Bartley 
Dr.  David  S.  Garner 
Dr.  William  L.  Sibley 

Dr.  Hollen  G.  Helbert 


Dr.  G.  Q.  Gilmer 

Dr.  A.  McG.  Wallace 


Dr.  T.  H.  Worrell 
Dr.  M.  C.  Newton 
Dr.  S.  J.  Beeken 
Dr.  F.  W.  Delp 
Dr.  J.  J.  Eller 
Dr.  C.  J.  Harkrader,  Jr. 
Dr.  S.  W.  Huddle 
Dr.  Beverley  Eckles 


Dr.  Hugh  Stokes 


Dr.  T.  J.  Tudor 
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WOMAN’S  AUXILIARY 
TO  THE 

MEDICAL  SOCIETY  OF  VIRGINIA 

President Mrs.  R.  M.  Reynolds,  Norfolk 

President-Elect Mrs.  C.  E.  Holderby,  Hilton  Village 

Recording  Secretary Mrs.  T.  S.  Chalkley,  Richmond 

Corresponding  Secretary Charles  Lupton,  Norfolk 

Treasurer Mrs.  Reuben  Simms,  Richmond 

Parliamentarian Mrs.  H.  W.  Rogers,  Norfolk 

Historian Mrs.  M.  H.  Harris,  West  Point 

The  twenty-seventh  annual  meeting  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  Virginia  will  be  held 
at  the  Chamberlin  Hotel,  Old  Point  Comfort,  on  Tuesday, 
October  11th,  at  9 A.M. 

A most  cordial  invitation  is  extended  to  all  women  who 
are  Auxiliary  members  or  guests  of  physicians  attending 
the  Convention  of  the  Medical  Society  of  Virginia,  to 
participate  in  all  social  functions  and  attend  the  general 
session.  Auxiliary  members  or  not,  wives  of  doctors  will 
be  most  welcome. 

Each  lady  is  urged  to  register  promptly  upon  arrival 
in  Old  Point  Comfort. 

PROGRAM 

Twenty-seventh  Annual  Meeting 
Old  Point  Comfort  October  9-12,  1949 

Headquarters:  Chamberlin  Hotel 
Registration  Booth  open  Monday  and  Tuesday. 
Chairman  of  Arrangements: 

Mrs.  Chester  D.  Bradley,  President  Woman’s  Auxiliary 
to  the  Warwick  County  Medical  Society. 

Co-Chairmen  : 

Mrs.  William  A.  Read. 

Mrs.  Frederick  Nimrod  Thompson. 

Mrs.  Guy  C.  Amory. 

Mrs.  J.  W.  Carney. 

Mrs.  William  A.  Mitchell. 

Mrs.  Russel  Von  Lehn  Buxton. 

Mrs.  Paul  Hogg 
Mrs.  Barnes  Gillespie. 

Mrs.  Louis  Richman. 

Mrs.  Thomas  N.  Hunnicutt,  Jr. 

Monday,  October  10 

Registration  Booth  open  all  day. 

1:00  P.  M. — Trip  to  Mariners  Museum. 

4:00  P.  M. — Pre-Convention  B'ard  Meeting. 

Presidents  and  Presidents-Elect  of  County  Auxil- 
iaries; State  Officers  and  Chairmen  of  all  Com- 
mittees are  expected  to  attend. 


Tuesday,  October  11 

General  Annual  Meeting 
9:00  A.M. — Chamberlin  Hotel. 

All  women  attending  the  Convention  are  cordially 
invited  to  attend. 

Mrs.  R.  M.  Reynolds,  President,  presiding. 
Invocation. 

Address  of  Welcome — Mrs.  Thomas  N.  Hunnicutt, 
Jr.,  Warwick  County. 

Response — Mrs.  M.  W.  Glover,  Arlington. 

Report  of  Committee  on  Arrangements— Mrs.  Ches- 
ter D.  Bradley. 

In  Memoriam — Mrs.  Lee  S.  Liggan,  Irvington. 
Minutes  of  the  twenty-sixth  annual  meeting. 

Minutes  of  the  Post  Convention  Board  meeting. 
Minutes  of  the  Winter  Board  meeting. 

Roll  Call. 

Presentation  of  Honored  Guests — Mrs.  David  B. 
Allman,  President  of  the  Woman’s  Auxiliary 
to  the  American  Medical  Association. 

Mrs.  Joseph  W.  Kelso,  President  of  Woman’s 
Auxiliary  to  the  Southern  Medical  Association. 
President’s  Report — Mrs.  R.  M.  Reynolds. 

Reports  of  Officers. 

Reports  of  Chairmen  of  Standing  and  Special  Com- 
mittees. 

Reports  of  County  Auxiliary  Presidents. 

Guest  Speakers — Mrs.  David  B.  Allman  and  Mrs. 
Joseph  W.  Kelso. 

Report  of  the  Council  to  the  Woman’s  Auxiliary 
to  the  Southern  Medical  Association — Mrs.  P.  M. 
Chichester,  Richmond. 

Report  of  the  Annual  Convention  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association — 
Mrs.  Mallory  S.  Andrews,  Norfolk. 

Unfinished  Business. 

New  Business. 

Recommendations  from  the  Board. 

Reports. 

Committee  on  Resolutions. 

Report  of  the  Nominating  Committee — Mrs.  J.  L. 

De  Cormis,  Chairman. 

Election  of  officers. 

Installation  of  officers — Mrs.  H.  W.  Rogers,  Par- 
liamentarian. 

Presentation  of  Gavel. 

Acceptance  of  Gavel — Mrs.  C.  E.  Holderby.. 
Adjournment. 

Luncheon 

1:00  P.  M. — Chamberlin  Hotel.  Honoring  especially  in- 
vited guests  of  the  Medical  Society  and  Auxiliary 
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with  their  husbands  and  wives;  Honorary  Mem- 
bers; Past  Presidents  of  the  Auxiliary;  the  retiring 
and  incoming  presidents  of  the  Medical  Society 
and  their  wives;  the  Presidents  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association, 
and  the  Southern  Medical  Association;  and  the 
members  of  the  Advisory  Council  and  their  wives. 
Greetings — Dr.  Pierce  Rucker,  President  of  the  Medical 
Society  of  Virginia. 

Program — Nurse  Recruitment — Mrs.  Herbert  W.  Rogers, 
Chairman  of  Program. 

Dr.  W.  C.  Sally,  Speaker. 

Other  speaker  to  be  announced. 

3:30  P.  M. — Adjournment. 

Boat  ride  around  the  harbor  by  the  Hostess  Auxil- 
iary. 

Wednesday,  October  12 

8:30  A.  M. — Past  President  Breakfast — Chamberlin  Hotel. 
9:30  A.  M. — Post  Convention  Board  Meeting. 

Cuts  From  Fluorescent  Lights. 

Beryllium  introduced  into  the  body  by  cuts  from 
fluorescent  light  tubes  apparently  does  not  cause 
generalized  lung  disease,  which  is  believed  to  re- 
sult from  inhaling  ber}dlium  compounds,  accord- 
ing to  two  doctors  from  the  Divisions  of  Medicine 
and  Laboratories,  St.  Luke’s  Hospital,  Cleveland, 
Ohio. 

\\'riting  in  the  July  9th  Journal  of  the  Americav 
Medical  Association,  Drs.  A.  D.  Nichol  and  Raphael 
Dominguez  say  that  “generalized  pulmonar\’  granu- 
lomatosis has  not  been  reported  to  follow  the  ac- 
cidental introduction  of  beryllium  into  the  skin  or 
subcutaneous  tissues.  Although  chronic  pulmonary 
granulomatous  disease  has  not  been  produced  ex- 
perimentally, w’e  believe  that  the  study  of  instances 
of  cutaneous  involvement  lends  additional  support 
to  the  clinical  evidence  that  berjdlium  is  at  least  a 
major  factor  in  the  causation  of  a disease  which 
may  cause  extensive  change  in  several  structures  of 
the  body.” 

“Chronic  persistent  granulomatous  inflammation 
of  the  skin  with  ulceration  [skin  tumors]  may  fol- 
low accidental  lacerations  by  the  present  type  of 


fluorescent  light  bulbs.  Prevention  of  the  cutaneous 
lesions  can  be  accomplished  only  by  wide  excision.” 

Northampton-Accomac. 

The  Auxiliary  to  the  Northampton-Accomac 
Medical  Society  held  its  annual  summer  outing  and 
picnic  as  guests  of  Mrs.  Joseph  E.  Gladstone  at  her 
new  cottage  at  Silver  Beach,  with  sixteen  members 
and  one  guest  present.  Follow'ing  luncheon,  a short 
I'lusiness  meeting  was  held.  A check  for  $20.00  for 
the  Leigh-Hodges-Wright  Memorial  Fund  was  sent 
the  State  .Auxiliary  and  it  was  moved  that  the  use 
of  the  Grace  Wilkins  Holland  iMemorial  Fund  be 
decided  at  the  Fall  meeting.  The  speaker  for  the 
afternoon  was  Mrs.  Odessa  Bailey,  Judge  of  the 
Juvenile  Court  of  Roanoke. 

Catherine  R.  Trower  (iMrs.  Holland) 
Chairman,  Press  and  Publicity 

Warwick. 

x\t  the  June  meeting  of  this  Auxiliary  held  at  the 
James  River  Country  Club,  the  following  officers 
were  elected:  President,  Mrs.  Louis  J.  Richman; 
vice-president,  Mrs.  William  A.  Read;  recording 
secretary,  Mrs.  J.  W.  Carney;  treasurer,  Mrs.  Vin- 
cent E.  Lascara;  and  historian,  Mrs.  Paul  Hogg. 
They  will  be  installed  at  the  September  meeting. 

Northern  Neck. 

This  Auxiliarj'  held  its  bi-annual  meeting  at 
The  New  Atlantic  Hotel,  Colonial  Beach.  Mrs. 
Deming  of  Colonial  Beach  extended  a most  cordial 
welcome  to  the  Auxiliary  members,  after  w'hich 
the  morning  session  was  devoted  to  business.  The 
President,  Mrs.  Gravatt,  gave  an  excellent  report 
of  her  work  of  the  past  seven  months. 

The  afternoon  session  was  turned  over  to  the 
two  guest  speakers,  Mrs.  R.  M.  Reynolds,  Norfolk, 
President  of  the  State  Auxiliary,  and  Mrs.  E.  La- 
tane  Flanagan  of  Richmond.  Both  speakers  w'ere 
well  versed  in  their  subjects  and  most  interesting. 

The  fall  meeting  of  the  Auxiliary  will  be  held 
at  the  Tides  Inn,  Irvington,  on  October  27th,  1949. 

Mrs.  WiM.  H.  Mattheavs 
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THE  CLINICAL  ASPECTS  OF  ELECTROENCEPHALOGRAPHY=*= 


James  B.  Funkhouser,  M.D., 
Richmond,  Virginia. 


Since  there  has  been  a rather  rapid  postwar  de- 
velopment of  electroencephalography,  and  because 
the  doctor  in  practice  has  so  little  time  to  sift 
through  the  large,  accumulating,  mass  of  technical 
literature,  it  may  be  worth  while,  at  this  time,  to 
review  the  whole  subject  from  a practical  stand- 
point, emphasizing  how  “brain  waves”  may  be  of 
use  to  the  general  practitioner. 

The  electroencephalogram  stands  in  about  the 
same  relation  to  the  brain  cortex  as  the  electro- 
cardiogram to  heart  muscle.  Though  this  compari- 
son is  not  appropriate  in  every  respect,  it  is  a use- 
ful concept  for  those  who  are  already  familiar  with 
the  principles  and  technics  involved  in  electrically 
recording  the  heart  beat. 

Actually  the  electroencephalograph  is  about  five 
times  as  sensitive  and  much  more  complicated  than 
the  electrocardiograph.  However,  discussion  of  in- 
strumental technicalities  will  be  omitted  for  the 
sake  of  brevity. 

Simply  stated,  the  EEG,  clinically  is  an  elec- 
trical recording  of  the  fluctuations  in  brain  poten- 
tials registered  from  the  scalp  surface,  where  the 
original  impulse  is  about  one  5 millionths  of  a volt. 
To  bring  this  minute  signal  within  range  of  the 
human  eye  it  must  be  magnified  one  or  two  million 
times  and,  to  avoid  distortion,  this  must  be  done 
through  successive  stages  of  separate  amplification. 

Such  amplification  is  subject  to  much  adventitious 
electrical  artifact  and  requires  an  elaborate  and  ex- 
pensive layout,  but  the  EEG  is  no  longer  merely  a 
neurophysiological  laboratory  experiment.  It  has  al- 
most suddenly  become  a practical  aid  in  the  diag- 
nosis, classification,  and  treatment  of  epilepsy  and 
also  in  localizing  certain  focal  diseases  of  the  brain 
surface  such  as  tumor,  abscess,  hemorrhage,  etc. 

EEG  machines  are  available  in  nearly  all  medi- 
cal schools  today.  As  rapidly  as  postwar  manu- 
facturing limitations  permit  they  are  appearing  in 
the  offices  of  certain  specialists,  particularly  pedia- 
tricians, neurosurgeons,  neurologists  and  psychia- 
trists. 

Historically,  brain  waves  are  not  new.  In  1875, 

•Read  before  the  annual  meeting  of  the  Medical  Society 
of  Virginia,  in  Richmond,  October  18-20,  1948. 


Caton,  an  English  investigator  was  disturbed  by 
random,  irregular  movements  of  his  apparatus; 
they  interferred  with  his  study  of  “evoked”  poten- 
tials on  the  exposed  brains  of  laboratory  animals. 
He  was  studying  the  electric  effect  on  the  cortex  of 
stimuli  to  the  peripheral  nerves.  He  reported  these 
crude  spontaneous  movements  but  did  not  guess 
their  significance.  Following  him,  for  many  years, 
there  were  recurrent  reports  of  this  same  phenome- 
non, but  generally  these  “spontaneous”  potentials 
were  thought  to  be  some  sort  of  artifact.  Only  a 
few  maintained  interest  in  these  strange  move- 
ments until  1906  when  the  invention  of  the  string 
galvanometer  by  Einthoven  gave  new  stimulus  to 
neurophysiological  investigation.  About  this  time 
Hans  Berger  in  Germany  began  his  studies  of 
brain  waves.  He  spent  nearly  25  years  trying  to 
persuade  men  of  larger  reputation  and  with  bigger 
laboratories  to  give  scientific  attention  to  the  matter. 
Ridiculed  by  his  contemporaries,  his  work  found 
publication  only  in  obscure  psychiatric  journals 
until  Adrian,  in  England  in  1936,  critically  re- 
viewed Berger’s  experiments  and  data  and  publicly 
apologized  for  his  earlier  skepticism.  He  proposed 
the  name  of  “Berger  rh}4hm”  for  the  “brain  waves” 
and  set  his  owm  assistants  to  investigating  the  phe- 
nomenon. Berger  had  already  named  the  normal 
brain  waves  “alpha  activity”.  Incidentally  the 
nomenclature  is  not  universally  standardized  even 
today.  Many  investigators  use  the  words  “alpha”, 
“beta”,  “delta”,  and  even  “theta”  activity.  This 
has  led  to  a confusion  which  may  only  be  avoided 
by  rather  loyal  adherence  to  one  or  another  of  the 
various  “schools”.  I will  use  terminology  largely 
originating  with  Frederick  A.  and  Erna  L.  Gibbs, 
since  their  classification  of  epilepsy  has  won  the 
widest  acceptance  in  the  United  States.  Their  clas- 
sification was  expressly  designed  to  relate  charac- 
teristic electrico-physical  phenomena  with  already 
established  clinical  epileptic  patterns.  However,  Jas- 
per’s classification,^  which  is  much  more  elaborate, 
has  much  to  recommend  it. 

In  America,  Jasper,  Gibbs,  Pacella,  Lindsley 
and  Knott  all  began  their  studies  about  the  same 
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time  (in  1936)  stimulated  by  Adrian’s  announce- 
ment. 

The  Gibbs  classification  of  epilepsy  appeared  in 
1943  only  5 years  ago.  Most  of  the  clinical  litera- 
ture dates  from  that  report.^  Since  that  time  the 
journals  have  burgeoned  with  poorly  and  improp- 
erly controlled  experimental  studies,  written  by 
nearly  ever\-one  who  had  access  to  a machine.  Con- 
sequently it  has  grown  increasingly  difficult  to 
separate  the  chaff  from  the  wheat,  particularly  in 
the  psychiatric  journals. 

It  is  well  known  that  the  passage  of  an  electrical 
impulse  along  the  course  of  a single  nerve  fiber 
gives  rise  to  changes  in  the  electrical  potential 
measured  on  the  surface  of  the  nerve.  This  is 
called  the  “action  current”  or  “action  potential”. 
Actually  a wave  of  negativity  passes  along  the 
course  of  the  nerve  at  the  time  of  the  nerve  impulse. 
Whether  this  is  primarily  an  electrical  or  a chemi- 
cal phenomenon  is  still  an  unsolved  physiological 
polemic. 

However,  for  the  purpose  of  this  discussion,  it 
is  only  necessary-  to  know  that  when  this  diphasic 
alternation  of  potential  is  proprerly  amplified  and 
recorded,  the  “action  potential”  appears  on  paper 
(or  photographic  film)  as  a sinusoidal  or  diphasic 
wave.  Although,  even  in  mixed  nerves,  the  action 
potentials  are  of  much  higher  frequency  than  brain 
waves,  it  has  been  proposed  (since  the  brain  is  a 
complex  bundle  of  ner^’e  fibers  and  cell  bodies) 
that  “brain  waves”  are  “summated  action  poten- 
tials” or  possibly  summated  cell  respiration.  The 
parallelism  between  respirograms  and  electroen- 
cephalograms is  intriguing.  Just  as  a very  fast,  a 
ver}’  slow,  or  a gasping  respiration  may  indicate 
disease  or  physico-chemical  change  of  brain,  so 
may  very  fast,  very  slow,  or  a “gasping”  EEG  re- 
flect disease  of  brain. 

The  normal  beat  or  rhythm  of  the  brain  is  some- 
where between  8 and  12  waves  per  second.  How- 
ever, the  rate  and  amplitude  varies  with  age,  at- 
tention, drugs,  sleep,  disease,  and  many  unexplored 
factors — just  as  respiration  may  vaiy^  in  sleep,  or 
with  emotion  or  with  drugs.  There  is  not  space  to 
discuss  here  the  details  of  recording,  since  it  is 
intended  to  go  into  considerable  detail  about  the 
electroencephalographic  diagnosis  of  epilepsy. 

The  development  of  new  and  better  anticonvul- 
sant drugs,  some  of  which  are  nearly  specific  (for 
example,  tridione)  has  made  the  clinical  classifi- 


cation of  the  epilepsies  of  more  than  academic  in- 
terest. We,  therefore,  turn  now  our  attention  to 
Gibbs’  EEG  classification  Plate  #1  (published 
in  1943). 2 

This  frequency  table  of  brain  waves  of  nor- 

Plate  I 
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raal  persons  and  epileptics  finds  the  normal  sub- 
jects ranging  in  the  center  of  this  spectrum  with 
both  the  fast  and  slow  waves  coinciding  either  with 
epileptic  subjects,  or  subjects  with  convulsion-pro- 
ducing diseases  such  as  hemorrhage,  tumor,  infec- 
tion. Very  fast  or  very  slow  brain  waves  are  usually 
found  to  be  associated  with  patients  who  have  clini- 
cal evidence  of  brain  disease  and  epilepsy. 

Incidentally,  since  this  table  was  published  the 
Gibbs  have  shown  that  it  is  not  so  much  the  saw- 
toothed, flat-topped  waves  formed  by  the  slow  posi- 
tive spiking  that  is  diagnostic  of  psychomotor  epi- 
lepsy, but  the  negative  spike  occurring  simultane- 
ously in  the  anterior  temporal  lead. 

Gibbs  found  (Plate  #2)  in  the  study  of  750 
adult  epileptics  that  most  of  them  either  had  very 
fast  or  very  slow  waves.  A fairly  sizable  number 
(approximately  15%),  however,  had  brain  records 
within  normal  frequency  ranges.^ 
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On  the  other  hand  (Plate  #3)  thousand  nor- 
mal controls  show  a small  percentage  (approximate- 
ly 15%)  of  abnormality  without  any  history  of 
ever  having  had  clinical  seizures.^  It  is  presumed 
by  some  epileptologists  that  these  normal  subjects 
who  have  abnormal  brain  waves  may  have  a latent 
convulsive  diathesis,  and  that  under  stress  of  dis- 

Plate  II 
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ease  or  injury  they  may  develop  clinical  seizures. 
Certainly,  the  non-epileptic  siblings  and  the  par- 
ents of  clinically  manifest  epileptics  show  a much 
higher  percentage  of  such  latent  abnormality  than 
do  those  whose  family  history  is  clear  of  epilepsy. 
Ninety-eight  per  cent  of  the  cotwins  of  epileptics 
have  abnormal  EEGs  and  85%  of  the  parents  of 
epileptics  have  abnormal  EEGs. 

Those  who  are  mathematically  inclined  can  de- 
duce from  these  tables  that  a paroxysmal  EEG,  that 
is,  one  in  which  the  normal  rhythm  is  suddenly  in- 


terrupted with  spikes,  large  slow  waves,  or  combi- 
nations of  slow  waves  and  spikes,  is  33  times  as 
common  in  epileptics  as  it  is  in  normal  controls, 
because  paroxysmal  EEGs  occur  here  in  only 
point  9 per  cent  of  these  normal  controls,  but 
showed  up  in  30%  of  the  records  of  epileptics. 
Differently  stated,  in  any  given  case  with  such  a 
spike,  spike  and  wave,  or  slow  waves,  there  is  a 33 
to  1 chance  that  the  subject  has  clinical  epilepsy. 
Such  a record  is  therefore  said  to  be  extremely  ab- 
normal and  indicates  epilepsy  or  an  epileptic  dia- 
thesis. 

Again  referring  to  these  tables,  we  find  that  in 
any  given  case  with  extremely  slow  or  fast  waves 
there  is  a 20  to  1 chance  that  the  subject  has  epi- 
lepsy. Such  records  are  therefore  said  to  be  sug- 
gestive of  epilepsy  and  related  disorders,  and,  simi- 
larly, in  a case  with  a mild  slowing  or  mild  fast 
record  the  chances  are  only  2 to  1 that  the  subject 
is  epileptic.  Such  records  are  reported  to  be  con- 
sistent with  such  a diagnosis  but  not  suggestive. 
Finally,  a normal  EEG  is  presumptive  evidence  of 
normalcy  on  an  actuarial  basis. 

Nonetheless,  we  are  faced  with  the  fact  that  any 
given  epileptic  may  have  a normal  brain  wave  and 
a non-epileptic  may  have  an  abnormal  one.  This, 
has  certainly  limited  the  usefulness  of  the  EEG 
considerably  for  diagnostic  purposes.  Recently, 
however,  sleep  studies  have  nearly  doubled  the  va- 
lidity of  EEG  and  triples  it  in  certain  categories. 

Because  normal  sleep  and  drug-sleep  had  not 
been  completely  studied  and  there  were  not  enough 
controls  at  the  time  of  the  original  work,  the  changes 
of  sleep  were  poorly  understood.  Subjects  were  not 
permitted  to  sleep  during  the  early  days  of  brain 
wave  study.  (Sleep  introduced  confusing  slow  waves 
and  lowered  amplitudes.)  Only  recently  have  large 
enough  controlled  sleep  series  of  normals  and  epi- 
leptics been  analyzed  to  make  possible  a revision 
of  these  original  tables. 

In  Plate  #4  you  see  that  sleep  has  doubled  the 
validity  of  the  EEG  so  far  as  epilepsy  in  general 
is  concerned  and  nearly  tripled  the  “take”  in  psy- 
chomotor. Now  it  may  be  stated  that  over  90%  of 
petit  mal  and  98%  of  psychomotors  will  show  up 
in  the  EEG.'*  We  are  still,  however,  even  with 
sleep,  only  able  to  detect  idiopathic  grand  mal  in 
65%  of  the  cases.  Possibly  the  “activated  EEG” 
recently  reported®  will  raise  these  percentages  even 
higher.  I wish  to  emphasize  one  important  point 
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here.  These  tabulations  are  based  on  large  series  of 
epileptics  of  varying  severity  and  frequency  of 
seizures.  Since  petit  mal  seizures  occur  several 
times  daily,  the  validity  is  extremely  high  even  for 
a 20  minute  standard  recording.  If  these  idiopathic 
grand  mal  epileptics  had  several  seizures  a day, 
probably  over  90%  of  their  records  would  show 
abnormality.  Usually,  however,  grand  mal  fits  do  not 
occur  daily.  Studies  have  been  made  which  show 
that  when  grand  mal  seizures  do  occur  daily  nearly 
a hundred  per  cent  have  abnormal  brain  waves.  For 
example,  in  those  epileptics  who  have  grand  mal 
seizures  once  a month,  30%  show  abnormal  EEGs, 
whereas,  in  those  who  have  a grand  mal  seizure 
only  once  a year  only  1 5 % show  an  abnormal  EEG. 

Plate  IV 


Nt  OF  CASES  <3  S3  32  96  CO  62  174  900 


In  view  of  these  tabulations  we  should  not  be 
surprised  to  find  a normal  EEG  in  a patient  who 
has  only  had  a single  epileptic  seizure  in  his  life 
or  who  only  has  seizures  once  a year. 

Thus,  even  a negative  EEG  has  some  prognostic 
value,  indicating  at  least  that  the  epilepsy  even 
when  present  is  not  extreme  or  severe.  Since  se- 
vere epilepsy  was  detected  by  draft  boards,  20% 
of  the  army’s  epileptics  had  normal  EEGs,  whereas 
only  15%  of  clinic  patients  in  the  same  age  group 
had  normal  EEGs,  and  only  5%  of  institutional- 
ized epileptics  had  normal  EEG.  Again  we  see 
where  severity  or  frequency  of  epilepsy  is  a tre- 
mendous factor  in  the  estimation  of  its  validity. 

This  is  shown  in  the  latest  published^  sleep 
study  (Plate  #5). 

Cerebral  localization  has  not  yet  reached  the  high 
development  as  has  the  detection  and  classification 


of  epilepsy.  Possibly  too  much  is  expected  of  gen- 
erally inadequate  apparatus  and  poorly  trained 
technicians.  In  some  large  medical  centers,  how- 
ever, it  has  won  the  respect  of  neurosurgeons  by  a 
high  degree  of  accuracy,  equaling  (according  to 
some  reports)  the  clinical  neurological  examina- 
tion. It  cannot  at  the  present  time,  of  course,  re- 
place the  pneumo-encephalogram  or  any  Roentgen 
technic  with  contrast  substances,  but  certainly, 
since  it  is  a painless  and  harmless  procedure  with 
no  mortality,  it  will  find  growing  popularity  as 
efficiency  increases.  Since  the  principle  involved 
in  all  localizing  techniques  is  to  compare  the  elec- 
trical activity  over  one  area  with  the  electrical  ac- 
tivity over  an  homologous  area,  there  are  some  defi- 
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nite  limitations.  For  example:  Tumors  deep  in  the 
substance  of  the  brain,  cerebellar  tumors,  and  those 
on  the  under  surface  are  not  as  yet  accessible,  elec- 
trically speaking,  to  the  scalp  electrodes.  Sagittal 
and  midline  tumors  furnish  no  homologous  area  for 
reference.  A mirror-like  reflection  of  abnormal  ac- 
tivity to  the  opposite  pole  of  the  brain  may  lead  to 
gross  errors  in  diagnosis.  Also  the  machine  may 
record  normal  activity  through  a thin,  electrically- 
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inactive  area  of  diseased  cortex,  such  as  atrophy. 

Even  in  the  face  of  these  obstacles,  the  electro- 
encephalographer  may  localize  cortical  tumor  and 
disease  from  the  aberrant  electrical  impulses.  The 
activity  itself  is  not  specific  of  any  certain  disease; 
it  may  be  slow  or  fast,  or  it  may  be  combinations 
of  slow  and  fast  activity,  resulting  in  grand  mal, 
petit  mal,  petit  mal  varient,  or  psychomotor  type  of 
waves  and  spikes,  such  as  are  shown  in  Plate  #1. 
Usually  the  activity  over  a tumor  is  irregular  and 
extremely  slow.  Such  irregular  slow  waves  are 
called  “delta”  waves  by  Gray  Walter  and  other  in- 
vestigators. 

The  foregoing  plates  and  discussion  are  mislead- 
ing in  one  very  important  respect.  They  would 
seem  to  imply  that  any  given  case  of  epilepsy  is 
either  grand  mal  or  petit  mal,  or  psychomotor,  but, 
certainly,  as  any  clinician  knows,  the  various  forms 
of  epilepsy  are  not  mutually  exclusive.  As  a matter 
of  fact,  many  grand  mal  epileptics  may  have  psy- 
chomotor seizures  unrecognized  or  disguised  as  epi- 
leptic “psychoses”  or  “furor  states”  or  epileptic 
“deterioration”.  EEG  is  of  definite  value  in  such 
a case.  The  unrecognized  psychomotor  component 
may  be  picked  up  in  the  routine  EEG.  In  some  in- 
stances, where  a grand  mal  case  has  latent  petit  mal 
epilepsy,  unrecognized  clinically,  suppressing  the 
grand  mal  by  dilantin  may  give  rise  to  an  increase 
in  petit  mal  seizures,  even  precipitating  a petit  mal 
status.  Then  the  patient  may  appear  absent-minded, 
stupid,  sluggish.  This  reaction  in  the  absence  of  the 
EEG  might  be  mistakenly  attributed  to  an  idio- 
syncrasy of  the  drug,  causing  it  to  be  withdrawn. 
However,  an  EEG  showing  petit  mal  in  a case  of 
grand  mal  would  indicate  that  tridione  should  be 
added  rather  than  the  dilantin  withdrawn.  Of  more 
importance  would  be  an  EEG  in  a case  of  clinical 
petit  mal  showing  a strong  latent  grand  mal  com- 
ponent. One  would  be  wary  of  tridione  in  such  a 
case  because  it  might  precipitate  grand  mal.  The 
EEG  in  this  case  would  indicate  dilantin  and  the 
discontinuation  of  tridione. 

In  the  case  of  grand  mal  epilepsy  with  unrecog- 
nized psychomotor  attacks  the  patient  may  have 
episodes  of  dream-like  stumbling,  incoordination 
and  amnesia.  Often  such  attacks  are  blamed  on 
phenobarbital,  whereas  an  EEG  would  show  the 
real  nature  of  the  condition.  Certainly,  the  EEG 
has  enabled  us  to  make  definite  diagnoses  of  petit 
mal  and  psychomotor  epilepsy  where,  before,  atypi- 


cal clinical  symptomatology  has  been  mistaken  for 
“behavior  disorder”,  “hysteria”,  “malingering’*  or 
“psychosis”.  In  fact,  psychomotor  epilepsy  (par- 
ticularly in  those  cases  who  did  not  have  grand 
mal  seizures  in  addition)  was,  before  the  days  of 
EEG,  rather  a confused  problem  embracing  and 
combining  the  “furor  state”,  the  “equivalents”,  and 
post-epileptic  “confusion  states”.  Psychomotor  epi- 
lepsy in  particular  had  a rather  dubious  standing 
in  medico-legal  circles  where  the  question  of  crimi- 
nal responsibility  for  a certain  act  was  involved. 
We  now  have  an  objective  laboratory  test  which  will 
show  (in  over  90%  of  the  cases)  whether  a 
period  of  violence  with  amnesia  is  really  an  epi- 
leptic equivalent  or  whether  it  is  hysteria  or  a 
feigned  device  to  avoid  punishment.  Such  an  in- 
strument is  a considerable  comfort  to  the  medical 
witness  in  court.  In  accident  and  injury  cases 
where  brain  damage  or  post-traumatic  epilepsy  is 
claimed,  and  EEG  is  proving  to  be,  when  positive, 
a formidable  exhibit  for  the  plaintiff  and  is  often 
more  convincing  than  a host  of  expert  opinions. 

The  medicolegal  value  of  electroencephalography 
(as  with  any  objective  “lab.”  procedures)  prom- 
ises to  be  one  of  great  importance.  A few  introduc- 
tory remarks  are  necessary  to  explain  how  it  may 
be  helpful  in  an  accident  case  for  example.  First, 
focal  encephalographic  abnormality  is  nearly  al- 
ways “symptomatic”  or  secondary  to  trauma,  or 
focal  disease,  whereas  generalized  EEG  abnormality, 
appearing  all  over  the  cortex,  is  nearly  always  due 
to  idiopathic,  cryptogenic  or  hereditary  epilepsy. 
Secondly,  after  90  days  EEG  abnormality  from  in- 
jury is  most  likely  to  have  disappeared  unless  clini- 
cal seizures  have  developed.  It  could  be  logically 
stated,  then,  in  court  that  if  a patient  has  general- 
ized spikes  over  all  of  the  cortex  and  this  phenome- 
non is  present,  say,  15  weeks  after  the  injury  that 
the  brain  waves  were  probably  abnormal  before  the 
injury  because  it  has  been  shown  (in  the  absence 
clinical  epileptic  seizures  developing)  that  post- 
traumatic  cases  are  focal  and  have  normal  brain 
waves  after  90  days.  However,  on  the  other  hand, 
a focal  abnormality  in  the  brain  waves  of  a person 
who  has  suffered  a head  injury  is  likely  to  have  been 
caused  by  the  injury,  because  idiopathic  or  heredi- 
tary epilepsy  tends  to  be  generalized.  Focal  abnor- 
malities in  the  brain  waves  are  never  found  in  a 
thousand  normal  controls.  Therefore,  to  assume 
that  such  a focal  finding  was  not  due  to  the  given 


1949] 


Virginia  Medical  Monthly 


477 


head  injury  would  be  the  same  as  assuming  that  an 
orthopedic  patient  had  broken  his  arm  before  he 
fell.6 

However  valuable,  the  electroencephalograph  is 
not  a “diagnosis  machine”.  It  still  has  very  con- 
siderable limitations.  It  is  of  practically  no  value 
in  the  study  of  psychoneuroses,  dementia  praecox, 
and  manic  depressive  psychoses  except  to  separate 
those  cases  who  are  actually  suffering  from  organic 
brain  disease  and  whose  symptomatology  has  led  to 
erroneous  diagnosis. 

As  it  stands  today,  the  deeper  structures  of  the 
brain,  the  cerebellum  and  the  base  of  the  brain,  are 
inaccessible  to  routine  recording  technics  though 
this  may  not  be  true  for  long. 

.'\bnormal  brain  w’aves  are  not  specific  for  any 
certain  disease.  They  will  not  distinguish  a malig- 
nancy from  an  abscess  or  a hemorrhage,  for  ex- 
ample. 

Many  errors  in  localization  are  made  through  the 
insufficient  training  and  experience  of  technicians 
and  because  of  instrumental  inadequacies.  The  bet- 
ter instruments  are  still  priority  items  and  very  ex- 
pensive. 

Nevertheless,  the  EEG  can  give  extremely  valu- 
able information  about  epilepsy  and  furnish  useful 
corroboration  in  the  matter  of  cerebral  localization. 

In  conclusion,  I make  apologies  for  presenting 
nothing  original.  It  is  admitted  a complete  bibliog- 
raphy for  this  review  would  almost  exclusively 
feature  the  name  of  Frederick  A.  Gibbs,  his  wife, 
and  associates.  The  plates  I have  shown  and  the 
percentages  quoted  are  nearly  all  derived  from  their 
work. 

I have  left  out  mention  of  many  very  important 
studies  and  glossed  over  controversial  issues.  My 
intention  was  to  review  the  w'hole  subject  of  en- 
cephalography briefly,  but  emphasizing  what  has 
seemed  most  valuable  from  a practical  clinical 
standpoint. 
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Discussion 

Dr.  I.  S.  Zfass,  Richmond:  When  an  essayist  presents 
a “bouquet  composed  of  other  men’s  flowers”  I suppose 
it  follows  that  a discussant  should  tie  a ribbon  around 
the  bouquet  and  wrap  it  in  cellophane.  Dr.  Funkhouser, 
however,  has  done  such  a complete  job,  considering  the 
limitations  of  time,  that  there  really  isn't  very  much  to 
discuss  and  it  might  be  sufficient  only  to  say  “ditto”.  I 
want  to  congratulate  the  author  for  his  successful  separa- 
tion of  the  chaff  from  the  wheat.  In  any  new  develop- 
ment in  medical  science  the  initial  enthusiasm  of  the  many 
workers  and,  their  desires  to  get  into  print  quickly  in- 
variably produces  more  chaff  than  wheat. 

It  is  quite  obvious  from  the  views  expressed  that  the 
author  considers  himself  a disciple  of  the  school  of  Dr. 
Gibbs  and  his  wife.  Inasmuch  as  my  affiliations  and 
identifications  are  more  with  the  schools  of  Hoefer  and 
Jasper,  my  general  acceptance  of  the  author’s  views  in- 
dicate that  the  differences  between  the  various  schools 
is  really  only  one  of  terminology  and  emphasis  on  dif- 
ferent techniques  of  electroencephalography.  The  goal 
is  certainly  the  same  one. 

I would  question  the  advisability  of  referring  to  a 
“20-minute  standard  recording”.  Although  it  is  fre- 
quently necessary  in  obviously  normal  recordings  to  limit 
the  time  spent,  it  should  be  emphasized  that,  generally 
speaking,  the  information  obtainable  is  directly  propor- 
tional to  the  thoroughness  of  the  technique.  With  the  use 
of  more  electrodes,  longer  runs  of  monopolar,  bipolar,  and 
triangulation  recordings,  more  information  is  obtained. 
Basal  or  nasopharyngeal  leads  have  increased  consid- 
erably the  value  of  the  EEG  in  detecting  tumors  and  other 
pathology  in  the  deeper  structures  of  the  brain.  It  is  also 
true  that  the  amount  of  time  spent  in  recording  is  de- 
pendent upon  the  number  of  oscillograph  channels  avail- 
able. Although  most  electroencephalographic  laboratories 
today  have  six-channel  EEG  equipment,  more  and  more 
laboratories  are  finding  eight-channel  equipment  indis- 
pensable; that  is,  when  that  equipment  can  be  obtained. 
In  my  own  laboratory,  we  routinely  use  a sixteen  electrode 
placement  and  record  with  eight-channel  equipment. 

The  author  has  surveyed  the  role  of  the  electro- 
encephalograph in  epilepsy  fairly  completely.  He  has 
pointed  out  rather  definitely  how  impossible  it  is  to  man- 
age and  treat  intelligently  a case  of  epilepsy  without  the 
advantage  of  EEG  findings.  Indeed,  to  try  to  treat  pa- 
tients with  convulsive  phenomena  without  EEG  findings 
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is  equivalent  to  the  practice  of  cardiology  without  the  aid 
of  the  EKG.  The  author  has  mentioned  the  newer  trends 
in  the  use  of  sleep  records  and  the  activated  EEG  as  an 
aid  in  increasing  the  reliability  of  the  EEG  in  epilepsy. 
It  might  also  be  mentioned  that  interrupted  photic  stimu- 
lation of  the  retina  is  another  one  of  the  newer  methods 
used  to  increase  the  incidence  in  degree  of  abnormality 
found  in  the  EEG  records  of  epileptics. 

It  has  been  pointed  out  that  the  EEG  will  not  replace 
the  pneumoencephalogram,  but  in  more  and  more  neuro- 
surgical clinics  the  EEG  is  being  used  as  another  impor- 
tant technique  for  better  localization.  Indeed,  it  is  routine 
in  many  neurosurgical  clinics  to  record  directly  from  the 
cortex  during  operations.  This  is  called  electrocortico- 
graphy.  Such  a technique  has  helped  to  localize  more 
accurately  the  presence  of  a tumor  or  an  epileptogenic 
focus,  thus  avoiding  unnecessary  and  more  extensive  sur- 
gical manipulation.  With  this  technique  it  is  possible 
to  localize  abnormal  activity  within  34  cm.  In  a similar 
way,  electromyography,  a technique  of  recording  muscle 
action  potentials  with  the  EEG  equipment  is  proving 
helpful  to  the  neurologists  and  the  neurosurgeons  in  the 
localization  of  spinal  cord  lesions. 

I should  like  to  point  out  that  although  it  is  true  that 
the  activity  recorded  by  the  electroencephalograph  is  not 
specific,  that  great  progress  is  being  made  in  the  informa- 
tion obtained  from  the  EEG  in  cerebral  localization.  I 
have  recently  completed  a survey  at  the  New  York  Neuro- 
logical Institute,  in  collaboration  with  Dr.  Paul  Hoefer, 
of  43+  cases  of  non-traumatic  cerebro-vascular  lesions. 


It  was  found  that  the  EEG,  when  correlated  with  clinical 
and  pathological  findings,  proved  in  many  cases  to  be  of 
considerable  help  in  the  differential  diagnosis  between 
cerebral  hemorrhage,  cerebral  thrombosis  and  cerebral 
erhbolism. 

It  is  important  to  reemphasize  one  of  the  author’s  clos- 
ing statements,  namely,  “many  errors  in  localization  are 
made  through  insufficient  training,  inexperienced  tech- 
nicians, and  instrumental  insufficiencies.”  This  is  true, 
not  only  in  localization,  but  in  general  use  of  electro- 
encephalography. Just  as  it  is  impossible  to  obtain  ac- 
curate and  reliable  information  from  inadequate  x-ray 
and  electrocardiographic  equipment  and  with  inadequate 
technicians,  so  is  the  value  of  the  EEG  dependent  upon 
these  same  factors.  Also,  it  is  imperative  that  every  EEG 
recording  be  interpreted  not  by  a technician  but  by  either 
a physician  or  a neurophysiologist  properly  trained  and 
experienced  in  this  field.  Just  as  a properly  qualified 
roentgenologist  is  required  to  report  on  x-ray  findings, 
so  should  every  EEG  report  be  written  by  a properly 
qualified  and  experienced  electroencephalographer.  With 
this  type  of  set-up  and  with  the  cooperative  efforts  of 
general  practitioners  and  specialists  in  other  fields,  great 
progress  will  be  made  in  electroencephalography.  I be- 
lieve that  it  is  quite  safe  to  predict  that  in  the  very  near 
future  this  new  technique  in  the  physician’s  diagnostic 
armamentarium  will  be  more  widely  used  and  that  the 
EEG  laboratory  will  be  just  as  important  in  the  well 
equipped  general  hospital  as  the  electrocardiographic 
laboratory  and  the  x-ray  department. 


Rimless  Spectacles  May  Cause  Cancer  of 

Face. 

Rimless  spectacles  that  focus  light  on  the  face 
may  cause  cancer,  according  to  four  doctors  from 
the  Department  of  Dermatology,  Jefferson  Medical 
College,  Philadelphia. 

Twelve  cases  in  which  skin  conditions  near  the 
eyes  were  believed  to  have  been  caused  by  the  heat 
or  chemical  rays  conducted  by  spectacle  lenses  are 
reported  by  Drs.  Edward  F.  Corson,  George  M. 
Knoll,  Herbert  A.  Luscombe,  and  Henry  B.  Decker 
in  a current  issue  of  Archives  of  Dermatology  and 
Syphilology,  published  by  the  American  Medical 
Association. 

In  nine  of  these  patients  the  condition  was  diag- 
nosed as  cancer,  and  in  another  patient  as  keratoses, 
premalignant  growths  caused  by  radiation.  The  re- 
maining two  patients  were  believed  to  have  chronic 
actinic  dermatitis,  a skin  disturbance  caused  by 
light  rays.  .'\11  the  patients  were  white.  The  doc- 


tors say  they  have  not  observed  similar  conditions 
in  Negroes. 

“In  our  investigations  it  was  found  that  certain 
tyj>es  of  spectacle  frames  were  especially  respon- 
sible for  transmission  of  light  and  its  focusing  on 
the  skin  below  the  lower  edge  of  the  lens.  These 
were,  above  all,  the  rimless  spectacles  with  lenses 
of  round  or  elliptic  [oval]  outline.  While  the  char- 
acter of  the  lens — whether  thick  or  thin,  sphere, 
cylinder,  or  prism — was  responsible  for  a certain 
difference,  the  same  principle  existed  in  all  cases 
in  which  a wholly  or  partially  unobstructed  rim  of 
the  lens  was  present.  The  route  traversed  by  the 
light  beam  could  be  blocked  readily  at  either  edge 
by  the  use  of  a lacquer  employed  by  the  optical 
trade  and  known  as  rim  black.  When  carefully  ap- 
plied either  to  the  upper  or  the  lower  rim  of  the 
lens  it  was  hardly  noticeable  and  the  rays  we  deemed 
important  in  their  effects  on  the  skin  were  entirely 
cut  off.” 
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RICKETTSIAL  DISEASES  OF  PROBABLE  INTEREST  IN  VIRGINIA* 


V.  A.  Turner,  M.D., 

Abingdon,  Virginia. 


Rickettsial  diseases  in  Southwest  Virginia  pre- 
sent more  of  a potential  than  an  existing  problem 
at  the  present  time.  None  of  these  diseases  are 
seen  often  enough  in  this  area  for  physicians  to  be 
particularly  on  the  alert  for  them.  In  the  case  of 
Rocky  Mountain  spotted  fever  and  endemic  typhus 
it  is  now  extremely  important  that  an  early  diag- 
nosis be  made  because  of  recent  improvements  in 
treatment  methods.  There  are  at  least  nine  dis- 
tinct rickettsial  diseases  known,  but  only  four  are 
of  any  interest  to  us  here  in  Virginia  and  one  of 
these  (Rickettsialpox)  has  not  yet  been  reported  in 
the  State. 

The  four  rickettsial  diseases  which  are  worth  con- 
sideration are  in  order  of  importance  as  follows: 

1.  Rocky  Mountain  Spotted  Fever 

2.  Endemic  (Murine)  Typhus 

3.  “Q”  Fever 

4.  Rickettsialpox 

“Q”  fever  and  rickettsialpox  are  briefly  described 
because  medical  textbooks  do  not  yet  carry  adequate 
information  on  them  and  because  references  in 
medical  journals  are  too  widely  scattered  to  be 
easily  accessible. 

Rocky  Mountain  Spotted  Fever 

In  1945  and  1946  Virginia  led  every  other  State 
in  the  incidence  of  Rocky  Mountain  spotted  fever. 
There  were  99  and  92  cases  reported,  respectively, 
with  a death  rate  of  20%.  For  some  unknown  rea- 
son the  greater  amount  of  this  disease  has  occurred 
east  of  the  Blue  Ridge  mountains.  Of  the  ten  coun- 
ties which  have  never  reported  Rocky  Mountain 
Spotted  Fever,  six  of  them  lie  in  Southwest  Virginia; 
Bland,  Craig,  Floyd,  Giles,  Pulaski,  Washington. 

The  others  from  which  physicians  have  never 
reported  cases  are:  Bath,  Highland,  Mathews, 
N orthumberland. 

Dog  ticks  are  responsible  for  transmission  of  the 
disease  in  this  area.  In  connection  with  ticks,  one 
should  also  remember  that  tick  paralysis  has  been 
known  to  occur  in  a number  of  places  in  Virginia. 
Last  year  a child  in  one  large  hospital  was  placed 

*Read  before  the  Southwestern  Virginia  Medical  So- 
ciety in  Pulaski,  October  7,  1948. 


in  a respirator  with  diagnosis  of  bulbar  poliomye- 
litis until  an  engorged  tick  was  found  embedded  in 
the  scalp  of  the  occipital  area.  After  removal  of 
the  tick  recovery  was  surprisingly  rapid. 

To  return  to  Rocky  Mountain  spotted  fever,  it 
is  frequently  very  difficult  to  differentiate  from 
endemic  typhus.  Both  exist  in  at  least  twenty-three 
States.  The  signs  and  symptoms  are  similar  to  those 
in  many  other  acute  infectious  diseases,  so  they 
are  not  very  helpful  in  differential  diagnosis  prior 
to  the  appearance  of  the  rash.  The  outstanding 
clinical  difference  is  in  the  evolution  and  distribu- 
tion of  the  rash.  In  Rocky  Mountain  spotted  fever 
it  usually  appears  first  on  the  wrists  and  ankles.  In 
endemic  typhus  it  appears  first  on  the  chest  and 
upper  abdomen  and  frequently  spares  the  palms  and 
soles  and  rarely  involves  the  face,  neck,  wrists, 
and  ankles. 

The  significance  of  laboratory  tests  in  diagnos- 
ing rickettsial  diseases  will  be  discussed  in  a later 
paragraph.  It  is  more  important  to  watch  for  a 
rise  in  titre  in  making  diagnosis  than  to  wait  for  a 
high  titre  agglutination. 

As  soon  as  a diagnosis  of  either  Rocky  Mountain 
spotted  fever  or  typhus  seems  reasonably  likely, 
and  without  waiting  for  laboratory  proof,  para- 
aminobenzoic  acid  (PABA)  should  be  immediately 
started.  Reported  results  with  this  drug  have  been 
quite  good  where  it  has  been  started  during  the  first 
week  of  illness.h^ 

The  only  discouraging  report  which  I have  seen 
on  use  of  PABA  comes  from  Kelsey  and  Harrell  in 
Whnston- Salem,  North  Carolina,  and  they  admitted 
that  adequate  trial  had  not  been  given  in  their  lim- 
ited series  of  cases.®  Use  of  specific  hyperimmune 
rabbit  serum  for  Rocky  Mountain  spotted  fever  has 
been  very  disappointing  unless  given  by  the  second 
day  of  rash.  The  adult  dosage  on  sodium  para- 
aminobenzoate  as  now  given  in  New  and  Nonofficial 
Remedies  is  4-6  Gm.,  followed  by  2-3  Gm.  every 
2 hours.  There  are  certain  precautions  and  blood 
levels  which  should  be  kept  in  mind.  PABA  should 
not  be  given  along  with  sulfonamide  drugs  because 
it  inhibits  their  antibacterial  effect,  but  it  is  not 
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antagonistic  to  penicillin.  A new  drug,  Chloromyce- 
tin, gives  promise  of  being  effective  in  treating 
Rocky  Mountain  spotted  fever  and  appears  to  have 
no  harmful  side  effects.  Aureomycin  may  also  prove 
to  be  beneficial  in  treatment  of  certain  rickettsial 
diseases. 

Rocky  Mountain  spotted  fever  vaccine  has  proven 
quite  effective  in  prevention  but  has  the  disadvan- 
tage of  having  to  be  repeated  yearly.  For  persons 
sensitive  to  egg  protein  a special  t>q5e  vaccine  should 
be  used  which  has  been  prepared  from  macerated 
tick  tissue. 

Endemic  (Murine)  Typhus 

Dr.  Kenneth  Maxey  in  1926  discovered  that  en- 
demic typhus  in  the  Southern  U.  S.  was  carried 
to  man  by  the  rat  flea.  This  flea  also  carries  the  dis- 
ease from  rat  to  rat  and  remains  alive  and  infectious 
for  several  months. 

Some  may  be  surprised  to  know  that  several 
thousand  cases  of  endemic  typhus  occur  ever)^  year 
in  the  nine  Southeastern  States  just  south  of  Vir- 
ginia.^ These  are:  Alabama,  Florida,  Georgia, 
Louisiana,  ^Mississippi,  North  Carolina,  South 
Carolina,  Tennessee,  Texas. 

Virginia  has  a five  year  average  of  eighteen  cases 
per  year,  with  largest  concentration  in  the  city  of 
Norfolk  area  and  secondarily  around  Richmond. 
Rodent  and  rat  flea  control  programs  have  been  in 
operation  in  each  area  for  the  past  several  years. 
The  U.  S.  Public  Health  Service  is  helping  in  ex- 
tensive control  programs  in  the  nine  Southeastern 
States  mentioned.  We,  of  course,  hope  that  Virginia 
will  continue  to  have  so  few  cases.  Endemic  typhus 
should  certainly  be  thought  of  as  a possible  diag- 
nosis when  treating  visiting  patients  from  the  in- 
volved areas.  Although  the  treatment  is  similar  it 
is  important  that  endemic  typhus  be  distinguished 
from  Rocky  Mountain  spotted  fever  so  that  proper 
control  measures  can  be  instituted  in  any  area  where 
typhus  makes  its  appearance. 

Description  of  rash  and  treatment  for  typhus 
were  covered  in  discussing  Rocky  Mountain  spotted 
fever.  The  U.  S.  Typhus  Commission  doctors  who 
proved  the  effectiveness  of  PABA  in  treating  typhus 
in  Egypt  stressed  the  importance  of  starting  treat- 
ment during  the  first  week  of  illness.^ 

“Q”  Fever 

“Q”  fever  is  a disease  which  has  been  diagnosed 
in  a number  of  places  in  the  United  States  and  has 


been  found  to  be  caused  by  the  Rickettsia  burneti. 
“Q”  fever  must  be  seriously  considered  in  the  dif- 
ferentiation of  atypical  and  non-bacterial  pneu- 
monias and  in  undiagnosed  acute  febrile  illnesses. 
It  varies  in  severity  from  a mild,  influenza-like 
illness  to  a very  serious,  sometimes  fatal  illness. 
In  all  sizeable  outbreaks  there  has  been  a definite 
connection  with  handling  of  cattle  or  some  associa- 
tion with  cattle  or  cattle  barns. 

There  was  in  1946  an  outbreak  of  fifty-five  cases 
with  two  deaths  in  Amarillo,  Texas,  with  a definite 
association  of  all  patients  with  the  handling  of 
Texas  livestock.^  The  cattle  showed  no  evidence  of 
sickness.  We  should  remember  that  many  Texas 
cattle  are  shipped  to  Southwest  Virginia. 

Ticks  have  been  suspected  of  being  a possible 
vector  and  in  many  parts  of  the  U.  S.  have  been 
found  infected  with  R.  burneti.  Again,  we  must  re- 
member that  we  have  a full  quota  of  various  tick 
varieties  in  this  area.  The  one  case  of  “Q”  fever 
reported  in  Virginia  at  McGuire  Veterans  Hospital 
was  known  to  have  had  a tick  bite  in  Texas  or  en- 
route  to  Virginia  something  like  two  weeks  before 
onset  of  symptoms.® 

In  a Los  Angeles  county,  California,  outbreal 
a little  over  a year  ago  the  rickettsia  were  recovered 
from  raw  milk.  All  but  two  of  the  117  diagnosed 
patients  had  either  visited  or  lived  near  dairies.  As 
yet  the  exact  method  of  human  infection  has  not 
been  proven.®-'^ 

The  typical  clinical  picture  of  “Q”  fever  has. 
been  described  as  follows:  Patients  seen  by  physi- 
cians not  familiar  with  “Q”  fever  are  ordinarily  di- 
agnosed as  “virus”  or  “atypical”  pneumonia.  The 
incubation  p>eriod  is  13-26  days  with  a “flu”  like 
onset  with  headache,  fever,  chilly  sensations,  and 
body  aches  and  pains.  There  may  be  a cough. 
There  may  be  severe  headache,  drenching  sweats 
and  insomnia.  Commonly  there  is  a neuralgic  like 
chest  pain  on  one  side  or  giving  a feeling  of  sub- 
sternal  congestion.  Physical  examination  of  the 
chest  reveals  little,  but  x-ray  shows  evidence  of  a 
pneumonic  process,  usually  described  as  “atypical” 
pneumonia,  when  patchy,  or  “early  lobar”  pneu- 
monia when  diffuse.  There  is  no  rash.  Duration 
is  a few  days  to  a week  or  more.  No  specific  treat- 
ment has  been  shown  to  be  of  value.  Blood  serum 
taken  during  convalescence  or  a few  weeks  after 
recovery  gives  a positive  complement  fixation  test 
for  “Q”  fever. 
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Rickettsialpox 

Doctors  in  Virginia  have  probably  seen  Rick- 
ettsialpox without  recognizing  it  just  as  did  the 
doctors  in  New  York  city  for  several  years  before 
a large  outbreak  in  June  1946  was  thoroughly 
studied.  Cases  had  previously  been  diagnosed  atypi- 
cal chickenpox  or  reported  as  fever  and  rash  of  un- 
known origin. 

Dr.  Robert  J.  Huebner,  of  the  U.  S.  Public  Health 
Service,  has  published  six  papers  on  the  study  of 
the  144  non-fatal  cases  of  this  disease  which  ap- 
peared in  New  York  city.  These  were  in  a single 
housing  development  covering  three  square  blocks. 
The  name  was  given  because  of  a similarity  to  chick- 
enpox lesions.  The  rickettsia,  Rickettsia  akari,  was 
found  to  be  carried  by  mites  from  house  or  field 
mice.* 

Rickettsialpox  starts  with  a single  lesion  de- 
scribed by  the  patient  as  a pimple,  boil,  or  insect 
bite.  This  starts  as  a fairly  round,  firm,  red  papule, 
the  center  of  which  forms  a vesicle  leading  to  a 
firm  black  eschar  and  finally  an  appearance  often 
much  like  a stage  of  vaccinia.  This  initial  lesion 
persists  about  three  weeks  and  leaves  a scar.  About 
one  week  after  the  first  appearance  of  the  initial  le- 
sion the  acute  stage  is  ushered  in  by  sudden  onset 
of  chills,  fever,  sweats,  headache  and  backache,  fol- 
lowed after  several  days  by  appearance  of  a 3-8 
day  rash  which  has  been  described  as  atypical 
chickenpox.  There  are  no  scars  left.  The  lesions  may 
be  very  few  to  very  many,  located  anywhere  on  the 
body,  including  the  tongue,  but  not  observed  on 
palms  or  soles.  Laboratory  findings  are  not  help- 
ful. Treatment  is  symptomatic. 

Whenever  a few  cases  like  this  first  occur  some- 
where in  Virginia  we  should  send  some  blood  speci- 
mens to  the  National  Institute  of  Health  Labora- 
tories, Bethesda,  Md.,  or  the  Army  Medical  School 
for  complement  fixation  tests.  The  same  applies  to 
any  suspected  outbreak  of  “Q”  fever. 

Laboratory  Tests 

Laboratory  tests  are  an  essential  factor  in  final 
diagnosis  of  rickettsial  diseases.  There  are  specific 
complement  fixation  tests  for  diagnosis  of  all  rick- 
ettsial diseases  but  the  material  is  not  yet  generally 
available  (now  available  at  the  Army  Medical 
School  and  the  National  Institute  of  Health  Lab- 
oratories). 

The  Weil-Felix  agglutination  tests  are  run  in  the 


State  Health  Department  laboratories  and  many  pri- 
vate laboratories.  This  test  is  of  value  only  in  di- 
agnosis of  Rocky  Mountain  spKjtted  fever  and  ty- 
phus, but  should  not  be  relied  upon  to  distinguish 
between  them.  A titer  of  1:320  is  considered  diag- 
nostic, 1/160  probably  significant. 

The  Proper  Time  For  Drawing  Blood  Is 
Extremely  Important 

This  time  is  the  same  for  all  Rickettsial  diseases.* 
A rising  titer  is  of  the  greatest  significance.  What 
one  should  obtain  is  a first  blood  showing  little  or 
no  antibody  and  a second  sample  showing  an  ap- 
preciable amount.  In  order  to  get  this  compari- 
son the  proper  time  for  drawing  blood  is  as  follows: 

Weil-Felix  Test 

1st  Blood  2nd  Blood 

Before  7th  day  of  disease  After  11th  day  of  disease 

Complement  Fixation  Test 
1st  Blood  2nd  Blood 

Before  11th  day  of  disease  After  20th  day  of  disease 

Conclusion 

After  a review  of  recent  medical  publications  the 
rickettsial  diseases  now  seen  or  likely  to  be  encoun- 
tered in  Virginia  have  been  briefly  discussed.  Em- 
phasis has  been  placed  on  epidemiological  features, 
points  of  value  in  diagnosis,  and  any  worthwhile 
treatment  of  a specific  nature.  Statistics  for  Vir- 
ginia were  obtained  from  the  Virginia  State  Depart- 
ment of  Health. 

Additional  Note:  Since  preparation  of  this  pa- 
per aureomycin  has  received  very  favorable  reports 
in  treatment  of  Rocky  Mountain  spotted  fever  and 
some  other  rickettsial  diseases.  Possibly  aureomy- 
cin will  soon  replace  para-aminobenzoic  acid  as  the 
drug  of  choice  for  treating  Rocky  Mountain  spotted 
fever. 
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Hamilton,  James  the  younger  (d.l839):  A collection  of  engravings  designed  to 
facilitate  the  study  of  midwifery  explained  and  illustrated,  London:  Printed  for  G.  G. 
and  J.  Robinson.  1796.  59  p.l8  plates,22.3  cm. 

: A letter  to  Sir  William  Garrow,  his  Majesty’s  attorney-general  on  his  proposed 

bill  for  regulating  the  practice  of  surgery  throughout  the  United  Kingdom  of  Great 
Britain  and  Ireland.  2nd  ed.  London  1818,  126-141  pp.  20.5  cm. 

The  collection  of  engravings  is  printed  on  cheap  paper  and  many  of  the  engrav- 
ings are  taken  from  the  magnificent  Atlases  of  Dr.  William  Hunter  and  Dr.  William 
Smellie.  The  book  makes  a poor  appearance. 

The  pen  picture  of  the  author  as  given  in  the  Dictionary  of  National  Biography  is 
not  an  inspiring  one.  He  was  a short  frail  looking  man  with  a quick  nervous  step,  a 
slight  stoop  and  a downward  look,  but  he  had  great  influence  over  his  patients. 

He  was  the  son  of  Alexander  Hamilton  and  was  trained  by  him  as  successor.  From 
his  twenty-first  year  he  assisted  his  father  in  his  practice.  He  was  even  more  pugna- 
cious than  his  father.  In  1792  a pamphlet  appeared  entitled  “A  Guide  for  Gentlemen 
Studying  Medicine  at  the  University  of  Edinburgh”  in  which  the  Hamiltons  were 
praised  and  the  other  professors  censured.  Dr.  James  Gregory  charged  Alexander 
Hamilton  with  its  authorship  which  Dr.  Hamilton  denied.  He  then  charged  the  son 
and  in  the  argument  that  followed,  Gregory  thrashed  James  Hamilton,  whereupon  the 
latter  brought  suit  in  the  courts  and  recovered  100  pounds  damages. 

Our  author  was  an  ill-natured  lecturer  with  a harsh  voice.  Nevertheless  he  attracted 
large  classes,  although  attendance  was  not  required  until  after  1830. 
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Most  psychoneurotic  symptoms  are  indicative  of 
either  tension  or  symbolism.  It  is  with  the  former 
that  we  are  concerned  in  this  paper.  These  tension 
symptoms  may  be  general  or  focal.  The  general 
tense  attitudes  are  manifested  by  anxiety,  irritabil- 
ity, “worry'”,  over-concern  about  one’s  self,  diffi- 
culty in  concentration,  and  apprehension.  Focal 
symptoms  manifest  themselves  in  the  evidences  of 
disturbances  of  the  autonomic  nervous  sy'stem  and, 
although  all  systems  may  be  involved  to  some  de- 
gree, most  focal  symptoms  result  directly  or  indi- 
rectly from  disturbed  activity  of  the  autonomic 
nervous  system.^  For  example:  As  a result  of  focal 
tension  we  may  have  tachycardia,  chest  pain,  vague 
indefinite  symptoms  referable  to  the  gastro-intesti- 
nal  tract  varying  from  simple  nausea  to  the  over- 
worked diagnosis  “mucous  colitis”;  sexual  diffi- 
culties such  as  impxitence,  menstrual  disturbances, 
particularly  dysmenorrhea,  and  others.  In  other 
words,  tension  symptoms  are  widespread  and  oc- 
cur to  some  degree  in  the  majority  of  psychoneu- 
rotics, predominantly  in  those  suffering  from  anx- 
iety' states.  Anxiety  states  are  usually  characterized 
by  extreme  tension,  fearfulness,  apprehensiveness, 
anorexia,  insomnia  and  headaches.  Although  psy- 
chotherapy is  still  our  chief  remedy  for  such  con- 
ditions, insulin  in  sub-shock  dosage  is  now  being 
used  as  an  adjuvant. 

The  use  of  insulin  in  treating  psychiatric  dis- 
orders is  not  new.  As  early  as  1923  it  was  noted 
that  insulin  improved  the  mental  status  of  dia- 
betics who  showed  symptoms  of  depression. ^ 

Sakel  in  1935  introduced  insulin  shock  therapy 
for  psychiatric  disorders,  using  insulin  in  coma 
dosage.  Then  for  several  years  enthusiasm  for  the 
treatment  increased,  but  after  widespread  usage 
this  enthusiasm  waned.  However,  deep  insulin 
shock  is  still  being  used  with  success  in  certain 
types  of  schizophrenia.  In  1940  a report  of  Polatin, 

tRead  before  the  annual  meeting  of  the  Medical  So- 
ciety of  Virginia,  in  Richmond,  October  18-20,  1948. 

•Professor  of  Psychiatry  and  Neurology; 

••Assistant  Professor  of  Psychiatry, 

Medical  College  of  Virginia  Hospital. 


Spotnitz  and  W’ieseF  advanced  the  idea  of  using 
insulin  in  large  enough  dosage  to  produce  hypo- 
glycaemia  but  not  large  enough  to  cause  shock  or 
coma.  In  August,  1941,  Sargant  and  Craske'*  pub- 
lished a paper  on  “Modified  Insulin  Therapy  in 
War  Neuroses.”  They  reported  the  treatment  of 
eighty-two  cases  with  sub-shock  insulin,  describ- 
ing rapid  gains  in  weight,  improved  appetite  and 
improv'ement  in  anxiety  symptoms.  Since  their 
work  was  reported,  there  have  been  a number  of 
publications  appearing  in  the  literature  dealing 
with  sub-shock  insulin  in  the  treatment  of  so-called 
“War  Neuroses.”  Hohman  and  Kline®  in  October, 
1946,  reported  thirty'-seven  cases  with  anxiety 
states,  depression,  and  psychosomatic  disturbances 
successfully  treated  with  thirty  to  sixty  units  of  in- 
sulin daily.  Kelly  and  Thompson®  in  1947,  under 
the  title  “Insulin  as  an  Adjuvant  in  the  Treatment 
of  Anxiety  States,”  discussed  their  experience  dur- 
ing the  last  World  War  in  the  neuroses  hospitals  of 
the  European  Theater.  They  report  having  per- 
sonally seen  more  than  fifteen  thousand  patients 
treated  by  their  modification  of  Sargant’s  method  of 
using  modified  insulin  therapy.  In  January  of  this 
year,  in  the  Canadian  Medical  Association  Journal^, 
Carnat,  Edwards  and  Fletcher  reported  one  hun- 
dred and  ninety-seven  cases  treated  with  modified 
insulin  therapy,  most  of  which  were  cases  of  anx- 
iety state,  with  sixty  per  cent  showing  definite  im- 
provement. 

Before  any  patient  is  given  insulin  for  sub-coma 
therapy  there  are  certain  procedures  that  must  be 
carried  out,  such  as  thorough  physical  examination, 
laboratory'  studies  including  complete  blood  count, 
urinalysis,  blood  sugar  and  blood  bromide  and  writ- 
ten permission  from  the  closest  relative.  In  the  in- 
sulin therapy  room  there  should  be  fifty  per  cent 
dextrose  for  intravenous  administration,  stimulants 
(coramine,  pituitrin,  caffeine  sodio-benzoate  and  ad- 
renalin) , one-tenth  normal  sodium  chloride,  and 
sugar  solution  containing  two-hundred  grams  of 
sugar  per  one  hundred  cubic  centimeters  of  orange 
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juice.  These  are  all  necessary  for  insurance  of  the 
patient’s  safety  during  the  therapeutic  procedure. 

Sub-shock  reaction  is  produced  by  hypodermic 
injection  of  regular  “U-40”  or  “U-80”  insulin,  the 
dosage  varying  from  twenty  units  to  two  hundred  or 
more.  The  patient  is  usually  started  on  twenty  to 
thirty  units  a day  and  the  dosage  is  increased  by 
twenty  to  thirty  units  daily  until  sub-shock  reac- 
tion occurs,  the  response  and  amount  varying  with 
the  patient.  This  is  given  at  7 ;00  A.  M.  six  days 
each  week. 

When  the  dosage  of  insulin  reaches  a high  level 
without  producing  the  desired  effect,  often  by  re- 
ducing the  dosage  the  next  day  by  fifty  units  and 
on  the  following  day  again  increasing  tlie  amount 
fifty  units  the  desired  reaction  is  produced. 

Once  the  sub-shock  level  is  reached,  the  same 
dosage  is  repeated  daily  until  maximum  improve- 
ment is  attained,  at  which  time  the  dosage  is  re- 
duced gradually  twenty  to  fifty  units  a day  rather 
than  terminating  the  course  of  treatment  abruptly. 

Nursing  care  is  of  utmost  importance  during  in- 
sulin sub-shock  therapy.  The  duty  of  the  nurse  is 
to  keep  the  room  as  quiet  as  possible.  She  should 
never  leave  the  patient  alone  after  the  onset  of 
symptoms,  which  occurs  usually  twenty  to  thirty 
minutes  after  the  intromuscular  injection  of  insulin. 
During  the  first  hour  the  patient  is  usually  quiet 
and  drowsy  but  during  the  second  and  third  hours 
the  s)’mptoms  vary  according  to  the  amount  of  in- 
sulin administered  and  the  individual  reaction  to 
the  medication.  The  nurse  should  watch  for  flush- 
ing of  the  face,  profuse  perspiration,  salivation, 
hunger,  slurred  speech,  confusion,  apprehensive 
restlessness,  and  a panicky  demand  for  food.  The 
patient’s  pulse  and  respiration  are  checked  every 
fifteen  minutes.  Any  marked  variations  such  as 
resjnratory  difficulty,  cyanosis,  palor,  strabismus, 
nystagmus,  fibrillary  muscular  twitching  or  convul- 
sions are  reported  to  the  doctor  in  charge  of  the  in- 
sulin room.  Patients  are  watched  closely  for  exces- 
sive salivation  and  turned  on  the  side  to  prevent 
collection  of  mucus  in  the  throat. 

The  insulin  sub-shock  is  terminated  at  the  end 
of  the  second  hour  unless  untoward  reaction  occurs 
and  it  is  deemed  advisable  to  end  the  treatment 
earlier.  If  the  patient  is  able  to  swallow,  four  hun- 
dred cubic  centimeters  of  orange  juice  containing 
four  hundred  grams  of  sugar  is  administered.  If 
the  patient  cannot  be  aroused  enough  to  drink  the 


orange  juice,  thirty  to  fifty  cubic  centimeters  of  fifty 
per  cent  glucose  is  given  intravenously  by  the  phy- 
sician. When  the  patient  responds  enough  to  take 
the  orange  juice  orally,  the  four  hundred  cubic 
centimeters  is  given.  Shortly  after  termination  of 
the  treatment  the  patient  is  served  breakfast.  It  is 
essential  that  he  receive  ample  diet  to  prevent  a de- 
layed insulin  reaction.  A patient  who  has  emerged 
from  sub-shock  after  administration  of  glucose  and 
other  forms  of  sugar  may  suddenly  relapse  into  un- 
consciousness or  portray  symptoms  of  sub-shock 
within  a twenty-four  hour  period.  All  patients  re- 
ceiving insulin  therapy  who  are  permitted  to  go  out 
of  the  hospital  during  the  day  are  instructed  to  take 
some  form  of  sugar  such  as  a bar  of  candy  with 
them,  and  are  instructed  to  return  to  the  hospital 
immediately  if  symptoms  of  weakness  occur.  For 
replenishment  of  the  body’s  salt  content  loss  through 
perspiration  during  therapy,  sodium  chloride  tablets 
are  given. 

Although  the  mode  of  action  of  insulin  on  the 
nervous  system  is  not  definitely  known,  it  is  thought 
that  induced  hypoglycaemia  is  antispasmodic  and 
antagonistic  to  sympathetic  activity.  Hohman 
and  Kline®  have  advanced  the  theory  that  “The 
production  of  hypoglycaemia  by  sub-shock  doses  of 
insulin  stimulates  the  sympathetico-adrenal  mecha- 
nism at  the  hypothalamic  level,  thus  restoring  auto- 
nomic balance,  reestablishing  homeostasis  and  prob- 
ably influencing  the  cortex  by  way  of  the  hypo- 
thalmus.”  Whether  this  is  the  explanation  or  not 
is  not  yet  proven.  However,  insulin  certainly  does 
help  to  rel.'eve  the  physiological  features  in  anxiety 
states.  We  believe  that  there  is  a definite  psycho- 
therapeutic effect  resulting  from  the  fact  that  the 
patient  is  on  a definite  regime  which  causes  physio- 
logical responses  that  are  tangible  and  immediately 
recognized  by  the  patient.  The  gain  in  weight  which 
is  usually  accompanied  by  a feeling  of  physical  well 
being  helps  to  make  him  more  amenable  to  psycho- 
therapy. Of  course,  the  personality  make-up  is  not 
changed  by  insulin,  and  any  good  results  obtained 
are  not  permanent  unless  the  patient  is  made  aware 
of  the  underlying  cause  of  his  symptoms  and  unless 
he  gains' insight  or  understanding  of  the  basic  fac- 
tors in  the  etiology.  In  other  words,  insulin  sub- 
shock cannot  in  any  way  replace  good  sound  practi- 
cal psychotherapy.  If,  however,  it  does  help  to  bring 
the  patient  to  a point  where  he  is  more  amenable  to 
the  psychotherapeutic  aiiproach,  it  serves  its  pur- 
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pose.  As  is  very  well  known,  many  patients  are 
very  resistant  to  all  forms  of  psychotherapy  and  any 
treatment  which  helps  to  break  down  this  resistance 
ser%’es  to  promote  cooperation  and  helps  to  estab- 
lish the  necessar\'  rapport. 

Under  the  above-mentioned  routine,  complica- 
tions are  e.xceedingly  rare.  Occasionally  a patient 
may  lapse  into  a coma  but  with  careful  watching 
this  is  usually  avoided.  When  it  does  occur  the 
treatment  is  terminated  readily,  if  the  signs  of  im- 
pending coma  are  noted  while  tlie  patient  is  able 
to  take  glucose  solution  orally.  If  coma  actually  de- 
velops, glucose  intravenously  or  by  means  of  a nasal 
tube  rouses  the  patient  in  a few  minutes  to  the 
point  where  he  can  take  the  solution  by  mouth. 
Only  rarely  does  a patient  develop  a convulsion 
during  the  course  of  sub-shock  insulin  therapy. 
This  is  usually  prevented  by  terminating  the  treat- 
ment at  the  first  sign  of  muscular  twitching.  Not 
infrequently  a delayed  insulin  reaction  may  occur 
several  hours  after  termination  of  treatment,  wh’ch, 
even  when  v'ery  slight,  gives  the  patient  a great  deal 
of  concern. 

Now  it  is  evident  that  in  sub-shock  insulin  we  do 
not  have  a cure-all  for  all  psychoneuroses  nor  for 
all  tension  states.  A careful  selection  of  cases  is 
necessar}-.  Family  history,  previous  personality, 
intelligence,  physical  status,  duration  of  illness,  and 
so-called  constitutional  psychopathic  factors  all 
must  be  considered.  It  is  not  suitable  for  the  hv- 
peracute  anxiety  state  which  is  best  first  treated 
with  one  of  the  other  sedative  measures  at  our  dis- 
posal.'^ Nor  is  it  suited  for  some  of  the  chronic 
long  standing  jasychoneuroses  which  do  often  man'- 
fest  a limited  degree  of  anxiety  which  is  not  a 
prominent  factor  in  the  illness.  We  fully  realize 
that  a series  of  fifty-eight  cases  is  too  limited  in 
number  to  be  of  any  statistical  value.  However,  a 
brief  discussion  of  these  cases  from  the  statistical 
standpoint  will  serve  to  show  the  type  of  case  which 
we  have  found  to  have  been  benefited  by  this  form 
of  therapy. 

In  this  series  there  were  thirty-five  females  and 
twenty-three  males.  The  lowest  age  was  twenty- 
one  years  and  the  highest  fifty-one,  the  average  age 
being  thirty-four.  The  highest  dosage  of  insulin 
given  was  three  hundred  and  seventy-five  units,  and 
the  lowest  amount  found  to  produce  the  desired  re- 
action was  thirty  units.  The  average  patient  re- 
quired a daily  dosage  of  one  hundred  fifty  units 


before  reaching  the  desired  sub-shcck  state.  One 
patient  received  only  four  treatments  and  was  in  the 
hospital  only  nine  days,  whereas  another  received 
fifty  treatments  and  was  in  the  hospital  ninety  days. 
The  average  patient  received  twenty-two  treatments 
and  had  a total  of  thirty-six  days’  hospitalization. 
This  roughly  corresponds  with  the  findings  of 
Kelly  and  Thompson®  who  reported  that  they  found 
the  optimum  period  of  treatment  to  be  approxi- 
mately twenty-one  days.  In  this  group  of  fifty-eight 
patients  symptoms  most  commonly  found  were  in- 
somnia, anorexia,  crying  spells,  anxiety,  many  and 
varied  fears,  obsessive  ideas,  apprehension,  multi- 
ple somatic  complaints  (from  headaches  to  painful 
feet),  centering  mostly  in  the  chest  and  abdomen; 
weakness  (generalized  and  localized);  fatigue;  feel- 
ings of  insecurity;  tremulousness;  nightmares;  im- 
potency;  frigidity;  “confusion”;  agitation,  and  the 
rather  common  complaint  of  “general  nervousness.” 

Of  these  fifty-eight  cases  fifteen  were  considered 
as  having  recovered  and  thirty-seven  others  were 
much  improved.  The  remaining  six  were  only 
slightly  improved  or  unimproved.  For  the  purpose 
of  emphasis  w'e  must  again  call  attention  to  the 
fact  that  the  sub-shock  insulin  treatment  was  only  a 
part  of  the  total  treatment.  In  addition  to  repeated 
psychotherapeutic  interviews,  other  therajoeutic  pro- 
cedures such  as  occupational  and  recreational  ther- 
apy, and,  when  indicated,  various  forms  of  hydro- 
therapy, were  carried  out.  After  breakfast  all 
patients  were  up  and  occupied  during  the  remainder 
of  the  day. 

Summary 

1.  Sub-shock  insulin  therapy  in  the  psychoneu- 
roses has  been  discussed  from  the  standpoint  of  in- 
dications, technique  and  mode  of  action. 

2.  A series  of  fifty-eight  cases  manifesting  anx- 
iety and  tension  symptoms,  which  have  been  treated 
by  using  this  method  as  an  adjunct  to  other  forms 
of  therapy,  is  discussed. 

3.  Results  suggest  that  this  form  of  therapy  al- 
leviates SATnptoms,  shortens  the  period  of  hospitali- 
zation and  renders  the  patient  more  susceptible  to 
psychotherapy. 
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Discussion 

Dr.  Daniel  Chiles,  Radford:  I would  like  to  con- 
gratulate Dr.  Gayle,  Dr.  Neale  and  Dr.  Cheek  for  a 
very  excellent  paper  on  subshock  insulin  and  for  their 
concise  description  of  the  procedure  and  indications  for 
administration. 

Subshock  insulin  is  gradually  being  used  more  frequent- 
ly in  the  treatment  of  anxiety  tension  states,  particularly 
where  the  period  of  time  available  for  treatment  is  def- 
initely limited.  In  a great  many  instances  in  private 
hospital  practice,  we  have  only  from  four  to  six  weeks 
to  accomplish  what  we  can  in  the  way  of  therapy.  It  is 
necessary  therefore  to  use  every  therapeutic  tool  to  its 
best  advantage  as  quickly  as  possible. 

Insofar  as  procedure  of  administration  is  concerned,  our 
technique  varies  very  little  from  that  described.  We  try 
to  give  a minimum  of  20  treatments.  This,  of  course, 
varies  with  the  individual  case.  With  the  idea  of  pre- 
venting any  delayed  or  irreversible  reaction,  we  increase 
the  dosage  more  slowly  and  permit  the  state  of  hypo- 
glycemia to  last  about  an  hour  longer;  consequently,  we 
use  a slightly  lower  dosage  of  insulin.  The  use  of 
thiamine  chloride  and  sodium  chloride  seems  to  be  in- 
dicated, particularly  during  the  warm  months. 

I would  like  to  emphasize  the  point  that  subshock  in- 
sulin is  only  an  adjunct  in  the  treatment  of  anxiety  states. 
Practical  psychotherapy,  sodium  amytal  interviews,  occu- 
pational and  total  push  therapy  are  to  be  used  in  con- 
junction with  the  insulin  treatment.  There  seems  to  be 
little  question  but  what,  in  most  instances,  rapport  is 
established  more  quickly  and  the  patient  feels  something 
worthwhile  is  being  accomplished.  The  use  of  other 
sedatives  is  displaced  by  the  physiological  sedation  of 
insulin.  Consequently,  such  sedatives  as  barbiturates,  and 
bromides  can  be  eliminated.  Some  psychiatrists  are  re- 
porting the  use  of  subshock  insulin  on  more  than  one 
occasion  during  the  day;  however,  my  experience  in  this 
has  been  quite  limited. 

In  reviewing  the  last  60  cases  in  which  we  have  been 
using  subshock  insulin,  about  two-thirds  have  been  psy- 
choneurotic patients  with  anxiety  as  a prominent  symp- 
tom. Our  results  in  general  are  about  the  same  as 
described  by  Dr.  Neale.  In  addition,  we  have  been  using 
subshock  insulin  in  those  patients  withdrawn  from  habit- 
forming drugs  including  alcohol,  who  show  basic  anxiety 
symptoms.  The  long  range  prognosis  in  this  type  of  pa- 
tient, as  might  be  expected,  is  not  as  favorable;  however, 
this  form  of  therapy  does  shorten  the  period  of  hos- 


pitalization and,  from  a subjective  standpoint,  seems  to 
meet  with  considerable  approval.  It  is  my  impression 
that  more  convulsions  occur  as  a complication  in  this 
group;  however,  no  adequate  control  has  been  obtained. 

Dr.  David  C.  Wilson,  Charlottesville:  I think  the  use 
of  subshock  insulin  in  anxiety  states  is  certainly  an  ad- 
vance. Most  of  us  have  been  using  insulin  almost  en- 
tirely for  schizophrenics.  I should  like  to  ask  Dr.  Neale 
what  is  the  difference  between  the  insulin  treatment  of 
schizophrenics  and  that  of  anxiety  states.  As  I look  at 
this,  it  is  very  close  to  the  treatment  used  for  schizo- 
phrenics. It  seems  to  me  the  patients  are  certainly  shocked 
quite  a good  deal.  This  is  certainly  a different  thing 
entirely  from  the  ambulatory  insulin  treatment,  in  which 
twenty  to  thirty  units  are  used  in  the  treatment  of  anxiety 
states. 

I believe  Dr.  Gayle  talked  on  ambulatory  insulin  a few 
years  ago,  and  I should  like  to  ask  Dr.  Neale  or  Dr. 
Gayle  if  they  think  they  get  better  results  with  this  sub- 
shock insulin  than  they  do  with  the  ambulatory  treatment. 

Dr.  I.  S.  Zfass,  Richmond;  I should  like  to  congratulate 
the  speakers  on  a very  fine  paper,  and  I should  like  to 
know  whether  they  ever  use  insulin  intravenously  for  sub- 
shock. I think  an  important  point  is  that  it  is  one  type 
of  therapy  that  can  be  used  in  the  general  hospital.  I 
think  that  some  of  the  emphasis  the  authors  have  placed 
on  the  possible  complications  has  been  perhaps  overdone. 
I have  found  it  possible  to  take  care  of  patients  receiving 
subshock  insulin  therapy  in  a general  hospital  with  only 
the  general  supervision  of  the  floor  duty  nurse  who  was 
properly  instructed  as  to  the  signs  and  symptoms  that  had 
to  be  watched.  Even  if  an  occasional  patient  does  have 
more  than  a subshock  reaction  and  has  a mild  coma  re- 
sponse it  is  never  proven  deleterious,  but,  to  the  contrary, 
it  is  usually  quite  helpful.  It  is,  of  course,  important 
that  the  nurse  recognize  the  patient’s  condition  and  in- 
stitute proper  care. 

Dr.  Neale,  closing  the  discussion:  In  answer  to  Dr. 
Wilson’s  question  relative  to  the  difference  in  subshock 
insulin  and  shock  insulin,  the  chief  difference  is  we  do 
not  let  the  patient  go  into  “shock.”  We  stop  the  treat- 
ment at  the  first  sign  of  impending  coma.  The  patient  is 
usually  drowzy  at  the  height  of  the  treatment,  but  at 
the  first  sign  of  shock  we  stop  it.  In  schizophrenics  we 
sometimes  use  deep  insulin  shock,  and  the  patient  is  left 
in  shock  for  a couple  of  hours — in  coma.  As  a matter  of 
fact,  this  paper  is  confined  to  the  treatment  of  anxiety 
states,  but  in  some  types  of  schizophrenics  we  have  used 
subshock  insulin  also. 

In  answer  to  Dr.  Zfass,  we  believe  the  complications 
are  of  not  too  great  importance  if  the  patient  is  watched 
carefully,  as  stated — watched  by  a nurse  who  is  trained 
to  look  for  signs  of  approaching  complications.  Out  of 
the  patients  that  we  have  had  there  have  been  only  a 
few  who  have  showed  convulsions.  They  start  with 
muscular  twitchings,  and  the  treatment  is  terminated  as 
soon  as  muscular  twitching  is  noted. 

I want  to  thank  the  discussants.  I appreciated  their 
remarks  very  much. 
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PUBLIC  HEALTH 


L.  J.  Roper,  M.D., 

State  Health  Commissioner  of  Virginia 


'I'he  reix)rt  of  the  Bureau  of  Communicable  Dis- 
ease Control  of  the  State  Department  of  Health  for 
July  1949  as  compared  with  the  same  month  in 
■1948,  and  for  the  period  of  Januarj-  through  July 
1949  compared  with  the  same  period  in  1948,  is 
as  follows : 


J an.- 

Jan.- 

July 

July 

July 

July 

1949 

1948 

1949 

1948 

Typhoid  and  paratyphoid 

28 

19 

70 

80 

Diarrhea  and  dysentery  _ 

,001 

504 

2,512 

2,156 

Measles 

628 

473 

21,101 

5,966 

Scarlet  Fever 

33 

33 

433 

595 

Diphtheria 

11 

15 

83 

133 

Poliomyelitis 

41 

87 

52 

106 

Meningitis 

3 

8 

55 

60 

Undulant  Fever 

9 

10 

38 

57 

Rocky  Mountain  spotted  fever 

29 

17 

59 

39 

Tularemia 

6 

7 

19 

36 

Significance  of  the  Recurring  Pattern  in 
Poliomyelitis  Incidence  ? 

Some  of  the  great  discoveries  in  medicine  have 
been  made  by  men  who  used  their  natural  powers 
of  observation  and  deduction.  Ambrose  Pare  was 
one  such,  who  noted  that  wounded  soldiers  on  the 
battle  field  were  better  off  after  the  use  of  unheated 
oil  than  of  boiling  oil  in  their  wounds,  and  so  a 
cruel  custom  was  discontinued.  Jenner  was  an- 
other, observing  that  milk  maids,  who  contracted 
cowpox  as  a result  of  their  occupation,  did  not  de- 


velop smallpox,  and  so  the  great  boon  of  vaccina- 
tion was  given  to  humanity. 

Fleming,  an  alert  observer,  noted  that  the  growth 
of  streptococci  on  a culture  plate  was  inhibited  by 
a contaminating  mold  and  so  the  train  of  investiga- 
tion was  begun  that  led  to  the  isolation  and  appli- 
cation of  penicillin  and  the  succeeding  “miracle 
drugs”,  the  antibiotics. 

Some  day  somebody  will  tie  together  the  parts 
of  the  epidemiological  puzzle  of  poliomyelitis.  There 
is  an  incidence  pattern  which  because  of  its  con- 
stant recurrence  must  have  significance,  but  so  far 
this  significance  has  eluded  students  of  the  disease. 
This  pattern  concerns  itself  with  seasonal,  race 
and  sex  incidences.  The  seasonal  incidence  is  one 
of  the  many  unexplained  features.  Regularly,  July, 
.\ugust  and  September  are  the  peak  months,  with 
a gradual  decline  to  the  early  winter.  No  confirma- 
tion has  been  established  for  theories  of  higher  in- 
cidence in  wet  or  dry  summers. 

The  following  table  shows  the  race  and  sex  in- 
cidence— the  ratios  repeated  with  such  significant 
regularity  as  to  remove  them  from  the  field  of 
chance : 


No.  of  Cases  Percentage 


Year 

•Reported 

Males 

Female 

White 

Color( 

1944  . 

826 

52.5 

47.5 

90.5 

9.5 

1948  . 

567 

57.8 

42.2 

90.4 

9.6 

1949 

(to  date) 66 

59.0 

41.0 

86.3 

13.7 

When  the  picture  is  finally  revealed  many  will 
say,  “I  saw  the  pattern — Whj'  couldn’t  I figure  the 
underlying  reason?” 
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MEDICAL  SOCIETY  OF  VIRGINIA 
PUBLIC  RELATIONS 


Henry  S.  Johnson,  Director 


Opposition  to  President’s  Reorganization 

Plan  No.  1 Registered. 

Opposition  to  the  President’s  Reorganization 
Plan  No.  1 for  the  creation  of  a Welfare  Depart- 
ment was  registered  by  the  IMedical  Society  of 
Virginia  on  July  28  by  means  of  telegrams  to  Vir- 
ginia’s representation  in  Washington.  Since  Au- 
gust 1,  upon  the  request  of  Dr.  George  F.  Lull, 
Secretary  and  General  Manager  of  the  Ameiican 
Medical  .Association,  telegrams  have  been  sent  to 
more  than  fifty  prominent  laymen  throughout  the 
state,  urging  their  aid  in  the  defeat  of  the  Plan. 
IMany  replies  have  been  received  expressing  the 
willingness  of  these  laymen  to  cooperate  with  the 
Society  in  this  matter. 

Hearings  by  the  Senate  Expenditures  Committee 
on  Plan  No.  1 began  on  July  21  with  the  final 
hearings  on  July  29.  .Among  those  testifying  were 
Dr.  F.  F.  Borzell,  Speaker  of  the  House  of  Dele- 
gates of  the  .American  Medical  .Association,  Robert 
P.  Fischelis,  ^^’ashington  Representative  of  the 
.American  Pharmaceutical  Society,  and  Alarjorie 
Shearon,  Legislative  Consultant. 

It  is  said  that  this  plan,  if  accepted,  w’ould  not 
attempt  to  reorganize  the  Federal  Security  .Agency 
but  would  give  the  entire  agency  departmental 
status  with  its  present  Administrator,  Oscar  R. 
Ewing,  serving  as  the  first  Secretary  of  Welfare. 
This  action  would  also  make  Mr.  Ewing  a .mem- 
ber of  the  President’s  Cabinet.  Is  it  desired  that 
anyone  be  elevated  to  cabinet  rank  who  is  so  strongly 
in  favor  of  compulsory  health  insurance,  or  com- 
mitted to  a government  plan  of  medicine? 

It  is  believed  that  a Department  of  Welfare,  if 
created,  should  be  under  the  leadership  of  one  well 
qualified  to  discharge  the  duties  of  the  office  com- 
petently. Preferably  a j^erson  who  has  worked  ex- 
tensively in  education  or  welfare.  There  is  skep- 
ticism on  the  part  of  many  as  to  the  qualifications 
of  Mr.  Ewing.  Marjorie  Shearon,  Ph.D.,  Legislative 
Consultant  and  Editor  of  “.American  Medicine  and 


the  Political  Scene”  offers  the  following  in  con- 
nection with  Mr.  Ewing’s  ability  as  a Welfare  Ad- 
ministrator: “He  is  not  a welfare  official  in  any 
true  sense  of  the  word,  but  merely  a New  York 
politician  with  political  ambitions  which  would  be 
furthered  if  he  could  get  a better  springboard.” 

It  is  said  that  if  all  programs  and  projects  pro- 
posed by  the  Eederal  Security  Administration  are 
developed  and  go  unchecked,  the  cost  might  be 
expected  to  go  to  $20  billion  in  the  next  ten  years. 

Action  Defeats  Social  Security  Measure. 

The  attempt  to  include  all  self-employed  persons 
under  Social  Security  is  defeated  for  the  time  being. 
It  is  lielieved  that  the  vigorous  protests  from  the 
medical  and  other  professional  groups  were  effec- 
tive in  this.  The  Committee  voted  to  exclude  phy- 
sicians, dentists,  lawyers,  and  other  professional 
groups.  It  is  said  that  small  businesses  were  not  ex- 
cluded because  of  the  lack  of  strong  protest  on 
their  part. 

Doctors  should  be  congratulated  for  their  splen- 
did effort  in  this  regard,  and  should  express  ap- 
preciation to  members  of  other  professions  who 
made  a fine  contribution  in  the  fight. 

Chamber  of  Commerce  Opposes  Socialized 

Medicine. 

.A  fight  against  socialized  medicine  is  being  waged 
by  the  Chamber  of  Commerce  at  all  three  of  its 
organizational  levels — national,  state,  and  local. 
The  United  States  Chamber  of  Commerce  produced 
a pamphlet  (“You  and  Socialized  Medicine”)  which 
is  said  to  be  one  of  the  best  on  the  subject.  This 
is  being  distributed  by  your  Public  Relations  De- 
partment, and  a copy  is  included  in  the  next  news- 
letter to  our  membership. 

Thousands  of  copies  were  supplied  our  State 
Chamber  of  Commerce  which  they  sent  to  their  en- 
tire membership.  Many  replies  are  coming  in  to 
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the  State  Chamber  of  Commerce  requesting  wider 
distribution  at  local  levels. 

The  Medical  Society  of  Virginia  was  commended 
for  this  piece  of  work. 


Doctors  to  Meet  at  Old  Point  Comfort. 

The  Medical  Society  of  Virginia  will  hold  its 
annual  meeting  at  the  Chamberlin  Hotel  on  Old 
Point  Comfort  on  October  9 and  10.  This  will  be 
the  first  time  the  Society  has  met  at  this  hi.storic 
location  in  69  years.  The  last  meeting  held  there 
was  in  the  Hygeia  Hotel — the  predecessor  of  the 
Chamberlin. 

It  is  believed  that  this  meeting  will  be  well  at- 
tended and  indications  are  that  it  should  be  suc- 
cessful. The  hotel  provides  ample  space  for  the 
business  meetings  and  exhibits  and  also  affords 
recreational  facilities  for  leisure  hours. 

Plans  should  be  made  as  far  in  advance  as  pos- 
sible to  secure  the  best  reservations  that  are  left 
in  that  area  if  they  are  not  available  at  the  con- 
vention hotel. 

Announcements  have  been  made  in  earlier  edi- 
tions of  the  Journal  concerning  this  and  it  is  pro- 
posed that  this  will  be  followed  up  with  material 
to  the  Associated  Press  and  all  weekly  papers. 


BOOK  ANNOUNCEMENTS 

The  Practice  of  Refraction.  By  SIR  STEWART 
DUKE-ELDER,  K.C.V.O.,  M.A.,  D.Sc.  (St.  And.), 
Ph.D.  (Lond.),  M.D.,  F.R.C.S.,  Hon.  D.Sc.  (North 
Western),  Surgeon  Oculist  to  H.M.  The  King; 
Knight  of  Grace  of  ihe  Order  of  St.  John;  Con- 
sulting Ophthalmic  Surgeon  to  the  Army  and  the 
Royal  Air  Force;  etc.  Fifth  Edition.  St.  Louis, 
The  C.  V.  Mosby  Company.  1949.  xiv-317  pages, 
with  216  illustrations.  Cloth.  Price  $6.25. 

The  Skin  Problem  Facing  Young  Men  and  Women. 
By  HERBERT  LAt^TlENCE,  M.D.,  Diplomate, 
American  Board  of  Dermatology.  Timely  Publica- 
tions, San  Francisco.  1948.  70  pages.  Paper. 

Price  $1.50. 

Trends  in  Medical  Education.  The  New  York  Acade- 
my of  Medicine  Institute  on  Medical  Education, 
1947.  Edited  by  Mahlon  Ashford,  M.D.  The  Com- 
monwealth Fund,  New  York.  1949.  xiv-320  pages. 
Cloth.  Price  $3.00. 

Atlas  of  Roentgenographic  Positions.  By  VINITA 
MERRILL.  While  Education  Director,  Picker 
X-Ray  Corporation.  In  Two  Volumes.  St.  Louis, 
The  C.  V.  Mosby  Company.  1949.  663  pages.  Il- 

lustrated. Cloth.  Price  $30.00. 


Shearer’s  Manual  of  Human  Dissection.  Edited  by 
CHARLES  E.  TOBIN,  Ph.D.,  Associate  Professor 
of  Anatomy,  The  University  of  Rochester  School 
of  Medicine  and  Dentistry.  Second  Edition.  The 
Blakiston  Company,  Philadelphia.  1949.  286  pages. 
79  Illustrations.  Cloth.  Price  $4.50. 

Cardiac  Catheterization  in  Congenital  Heart  Disease. 
A Clinical  and  Physiological  Study  in  Infants  and 
Children.  By  ANDRE  COURNAND,  M.D.,  Asso- 
ciate Professor,  Department  of  Medicine,  College 
of  Physicians  and  Surgeons,  Columbia  University; 
JANET  S.  BALDWIN,  M.D.,  Assistant  Professor, 
Department  of  Pediatrics,  New  York  University 
College  of  Medieine;  and  AARON  HIMMELSTEIN, 
M.D.,  Instructor,  Department  of  Surgery,  College 
of  Physicians  and  Surgeons,  Columbia  University. 
The  Commonwealth  Fund,  New  York.  1949.  viii- 
108  pages.  Illustrated.  Cloth.  Price  $4.00. 

There  are  many  groups  in  this  countr\-  studying 
Congenital  Heart  Disease,  who  have  been  inspired 
by  the  newer  surgical  treatment  to  a more  definitive 
diagnosis.  Cardiac  catheterization  has  added  a 
helpful  link  in  this  chain.  Previously  reported  data 
is  limited  almost  entirely  to  adults. 

This  New  York  group  has  made  a pioneer  study 
describing  in  Part  I the  details  of  cardiac  catheteri- 
zation in  infants  and  children  by  way  of  the  saphe- 
nous vein,  and  under  avertin  anesthesia.  Physio- 
logic principles  are  explained  and  the  text  well 
illustrated.  The  emphasis  is  on  careful  studies  dur- 
ing the  procedure,  of  fluoroscopic  control,  of  blood 
pressure  tracings,  electrocardiographic  changes,  oxy- 
gen concentration  findings  from  the  vena  cavae  to 
the  pulmonary  artery,  and  the  formulae  to  be  de- 
rived from  these. 

Part  II  presents  seventeen  illustrative  cases  in 
the  non-cyanotic  group.  Clear  diagrams  of  hemo- 
dynamic data  are  correlated  with  the  histor}-,  physi- 
cal examination,  electrocardiogram  and  x-rays. 

This  book  will  be  too  technical  for  those  not 
familiar  with  detailed  cardiac  physiology,  and  con- 
genital defects.  It  is  a specialized  study  which  will 
interest  and  help  greatly  those  newer  groups  set- 
ting up  congenital  heart  centers. 

Carolyn  IMoore  IMcCue 

Clinical  Case-Taking.  Guides  for  the  Study  of  Pa- 
tients. History-Taking  and  Physical  Examination 
or  Semiology  of  Disease  in  the  Various  Systems. 
By  GEORGE  R.  HERRMANN,  M.D.,  Ph.D.,  Profes- 
sor of  Medicine,  University  of  Texas.  Fourth 
Edition.  St.  Louis,  The  C.  V.  Mosby  Company. 
1949.  240  pages,  (lloth.  Price  $3.50. 

This  is  a very  complete  and  detailed  book  which 
should  be  useful  to  students  in  taking  a clinical 
history  and  physical  examination.  The  bextk  out- 
lines special  methods  for  history-taking  and  physi- 
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cal  examinations  in  the  various  medical  and  sur- 
gical specialties. 

J.  O.  Burke,  M.D. 

Blakiston’s  New  Gould  Medical  Dictionary.  A mod- 
ern comprehensive  dictionary  of  the  terms  used  in 
all  branches  of  medicine  and  allied  sciences,  in- 
cluding medical  physics  and  chemistry,  dentistry, 
pharmacy,  nursing,  veterinary  medicine,  zoology 
and  botany,  as  well  as  medicolegal  terms;  with 
illustrations  and  tables.  Editors — Harold  Well- 
ington Jones,  M.D.,  Norman  L.  Hoerr,  M.D.,  and 
Arthur  Osol,  Ph.D.  With  the  Cooperation  of  An 
Editorial  Board  and:  80  Contributors.  First  Edition. 
The  Blakiston  Company,  Philadelphia.  1949. 
xxviii-1294  pages.  252  Illustrations  on  45  Plates, 
129  in  Color.  Cloth.  Prices — textbook  edition, 

$8.50;  thin  paper  edition,  $10.75;  deluxe  edition, 
$13.50. 

This  is  the  first  completely  new  unabridged 
medical  dictionary  in  38  years.  There  are  thousands 
of  new  entries  reflecting  the  most  recent  advances 
in  all  branches  of  medicine  and  allied  sciences. 
Pronunciation  is  shown  by  a new  easy-to-use  sys- 
tem of  phonetic  respelling  with  syllabification.  Al- 
ternate pronunciations  are  given.  This  is  the  first 
medical  dictionary  built  on  modem  lexicographic 
methods.  Tables  of  arteries,  enzymes,  vitamins, 
monstrosities,  etc.  are  grouped  in  a special  section 
for  easy  reference.  Bound  into  the  center  of  the 
book  is  an  atlas  with  252  illustrations,  129  in  color. 


New  Books. 

The  following  are  recent  additions  to  the  Library 
of  the  IMedical  College  of  Virginia  and  are  avail- 
able to  our  readers  under  usual  Library  rules; 
A.A.A.S. — The  frontal  lobes. 

Ashford,  ed. — Trends  in  medical  education. 


Buxton — Diagnosis  and  therapy  of  gynecological  endocrine 
disorders. 

Cullen  and  Gross — Manual  of  medical  emergencies. 
DeGowin — Blood  transfusion. 

Gamow — Atomic  energy  in  cosmic  and  human  life. 
Geschickter  and  Copeland — Tumors  of  the  bone.  3rd  ed. 
Hartman  and  Brownell — The  adrenal  gland. 

Jeans,  Rand  and  Blake — Essentials  of  pediatrics.  4th  ed. 
Lee — A synopsis  of  anaesthesia. 

Lewis — Electrocardiography  and  clinical  disorders  of  the 
heart  beat. 

Lichenstein — Text-book  of  neuropathology. 

Luneberg — Mathematical  analysis  of  binocular  vision. 
Naumberg — Studies  of  the  “free”  art  expression  of  be- 
havior problem  children  and  adolescents. 

Niederland — Man-made  plague. 

Otero — Brucella  infection  in  Puerto  Rico. 

Peterson — Hippocratic  wisdom. 

Rehfuss — Practical  treatment. 

Roberts — Medical  education. 

Seegers — Hemostatic  agents. 

Smith — Fungus  diseases  of  the  lungs. 

Snapper — Pseudo-tuberculosis  in  man. 

Sommers — Histology  and  histopathology  of  the  eye  and 
its  adnexa. 

Symposium  on  medicolegal  problems.  Series  2. 

Tuft — Clinical  allergy.  2d  ed. 

Turner — Injuries  and  diseases  of  oesophagus. 

Weiss  and  English — Psychosomatic  medicine.  2d  ed. 
World  Health  Organization — Manual  of  international 
classification  of  diseases,  injuries  and  causes  of  death. 
Yater — Fundamentals  of  internal  medicine.  3rd  ed. 
Zimmer — Hindu  medicine. 


Group  Doctors  Earn  More  Than  Solo  Doc- 
tors. 

Physicians  in  group  or  partnership  practice  earn 
half  again  as  much  as  do  their  colleagues  in  solo 
practice,  reports  Medical  Economics,  national  busi- 
ness magazine  for  doctors,  in  its  June  issue.  About 
8 per  cent  of  all  active  M.D.’s  practice  in  groups  or 
partnerships.  Net  income  of  group  practitioners  is 
reported  to  be  $16,493,  as  against  $10,873  for  doc- 


tors who  practice  by  themselves,  according  to  the 
magazine’s  sixth  nationwide  survey. 

The  fact  that  a greater  proportion  of  specialists 
belong  to  medical  groups  provides  one  explanation 
for  this  spread.  Another  may  be  that  group  doc- 
tors see  more  patients  daily;  an  average  of  33,  as 
compared  with  an  average  of  25  seen  daily  by  solo 
doctors. 
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EDITORIALS 


Charles-Edouard  Brown-Sequard  (1817-1894) 

CHARLES-LDOUARD  BROWN-SEQUARD,  the  son  of  a French  mother 
and  an  American  sea-captain  of  Irish  descent,  a British  citizen  who  knew  no 
word  of  English  until  he  had  graduated  in  medicine  in  Paris,  a restless,  erratic  sci- 
entist, who  practiced  medicine,  and  lectured  only  to  make  money  to  carry  on  his  ex- 
periments, who  knew  no  pleasure  but  work  and  yet  lived  to  be  77  years  old,  a world 
figure  with  a world-wide  reputation  so  great  that  his  faulty  observations  on  inherited 
acquired  defects  was  accepted  by  Charles  Darwin  and  incorporated  in  The  Descent  of 
Man  and  the  Origin  of  Species,  reached  the  highest  pinnacle  attainable  by  a French 
scientist,  only  to  have  his  reputation  marred  by  a louse,  the  Gyroptis  ovali.  Such  is 
the  fascinating  story  as  told  by  J.  M.  D.  Olmsted  in  the  eighth  series  Noguchi  lec- 
tures at  Johns  Hopkins  in  1946. 

Charles-Edouard  Brown  was  born  on  the  Island  of  Mauritius,  April  8,  1817.  Three 
years  previously  the  Island  had  been  captured  by  the  British,  thus  Brown  became  a 
British  citizen  and  when  later  he  wished  to  adopt  his  mother’s  name  he  had  to  apply 
to  the  British  Consul  in  Paris.  His  mother  was  Charlotte  Sequard  whose  father, 
Sieur  Pierre-Paul  Sequard  had  come  to  the  Isle  de  France  from  Marsailles.  His 
father  was  Charles  Edward  Brown,  a captain  in  the  American  merchant  marine,  who 
was  born  in  Philadelphia  of  Irish  parentage.  Captain  Brown  was  lost  at  sea  before 
Charles-Edouard  was  born,  leaving  his  widow  unprovided  for.  Charlotte  Brown  sup- 
ported herself  and  her  infant  son  with  her  needle.  At  fifteen  young  Brown  left  school 
and  went  to  work  in  a general  store.  He  early  showed  literary  promise  and  the  good 
Mauritian  friends  took  up  a collection  so  that  he  might  go  to  Paris  to  complete  his 
education.  His  mother  went  with  him  and  supported  the  family  by  taking  boarders. 
Brown  carried  a letter  of  introduction  to  Charles  Nodier  who  advised  him  to  give  up 
his  literary  aspirations  and  study  medicine.  He  entered  the  medical  school  in  1838 
and,  as  was  the  custom  of  the  more  gifted  medical  students,  he  organized  a tutorial 
class.  He  also  enrolled  as  a pupil  at  the  laboratory  of  Dr.  Martin  Magnon.  In  1842 
he  pricked  his  finger  in  the  dissecting  room  and  was  ill  for  months.  He  had  scarcely 
recovered  when  his  mother  died  suddenly.  The  situation  seemed  too  much  for  him 
and  he  set  off  on  an  ocean  voyage,  a flight-pattern  which  he  was  to  follow  the  rest  of 
his  life.  Altogether  he  crossed  the  Atlantic  sixty  times.  When  he  arrived  in  Mauritius 
he  realized  his  mistake  and  soon  returned  to  Paris  to  complete  his  medical  course. 
He  presented  his  thesis  January  3,  1846. 

His  first  investigation  was  upon  the  gastric  juice.  He  swallowed  sponges  to  absorb 
his  own  gastric  juice  and  then  drew  them  out  to  recover  their  contents.  This  led  to 
persistent  rumination  and  for  years  Brown  felt  unsafe  in  polite  society  during  a 
meal.  Early,  however,  his  attention  turned  to  the  spinal  cord,  a field  in  which  he 
became  preeminent.  After  obtaining  his  medical  degree  Brown-Sequard  (for  he  had 
changed  his  name)  was  desperately  poor  and  Rayer  helped  him  out  by  sending  him 
some  patients  and  loaned  him  a new  induction  machine  with  which  to  treat  them. 

At  the  end  of  six  years  he  had  published  100  papers.  Among  them  was  his  famous 
discovery  that  sensory  nerves  crossed  over  to  the  opposite  side  in  the  spinal  cord. 
His  mode  of  life  brought  on  a nervous  breakdown  with  a distressing  disturbance  of 
his  digestion.  About  the  same  time  France  changed  from  a republic  to  an  empire. 
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As  Brown-Sequard  was  an  ardent  republican  he  decided  to  leave  France.  In  1852 
he  set  out  for  Philadelphia  on  a slow  sailing  vessel  in  order  to  have  time  to  learn  the 
English  language. 

He  was  received  in  Philadelphia  with  open  arms.  The  Philadelphia  Medical  Ex- 
aminer announced  that  it  would  publish  any  contributions  that  Dr.  Brown-Sequard 
wished  to  make.  His  lectures  in  Philadelphia,  New  York  and  Boston  met  with 
wonderful  success.  While  on  this  visit  to  America  he  discovered  the  effect  of  the 
sympathetic  nerves  on  the  blood  vessels.  Nevertheless  it  was  a period  of  great  finan- 
cial distress  and  he  was  reduced  to  practicing  midwifery  in  New  York  at  five  dollars 
a case.  He  was  not  happy  in  America,  and  in  July  1853  after  having  married  Miss 
Ellen  Fletcher  in  Boston  the  previous  March,  he  and  his  bride  set  sail  for  France.  In 
May  1854  they  were  in  Mauritius,  where  in  the  following  October  he  received  a call 
to  the  Medical  College  of  Virginia  as  Professor  of  the  Institutes  of  Medicine  and 
Medical  Jurisprudence.  To  the  credit  of  the  Board  of  Visitors  of  the  Medical  College 
of  Virginia  they  were  the  first  to  give  academic  recognition  to  this  great  scientist,  who 
was  later  to  receive  so  many  honors  here  and  abroad.  After  a year  at  the  Medical 
College  of  Virginia  he  returned  to  Paris  and  his  beloved  Societie  de  Biologic.  It  is 
beyond  the  scope  of  this  editorial  to  recount  all  the  moves  of  this  restless  man.  At 
one  time  he  had  a large  fashionable  and  lucrative  London  practice  in  neurology  but 
gave  it  up  for  no  apparent  reason  except  to  get  back  to  his  experiments  in  Paris.  At 
another  time  he  was  professor  at  Harvard  but  gave  that  up  for  the  same  reason. 

Early  in  his  career  he  became  interested  in  artificial  epilepsy.  Some  of  his  guinea 
pigs  that  had  had  a hemisection  of  the  cord  developed  an  epileptiform  disease.  He  found 
that  he  could  reproduce  the  disease  by  resecting  the  sciatic  nerve  or  amputating  the 
thigh  as  well  as  hemisecting  the  cord.  These  animals  could  be  made  to  have  convul- 
sions by  stimulating  various  areas  of  the  skin,  especially  about  the  face.  Strangely 
enough  many  of  the  offspring  of  these  animals  had  the  disease.  This  was  more  apt 
to  take  place  when  the  animals  were  confined  and  well  fed  than  when  they  were 
allowed  to  run  at  large.  The  epilepsy  could  be  cured  by  treating  the  trigger  areas 
with  a cautery.  In  Philadelphia,  Brown-Sequard  was  unable  to  reproduce  these 
effects  and  he  attributed  his  failure  to  the  Philadelphia  climate.  In  1934  two  Polish 
investigators  succeeded  in  reproducing  Brown-Sequard’s  results,  provided  the  animals 
were  infected  with  a particular  strain  of  louse,  i.e.,  Gyropus  ovalis.  Common  species 
such  as  menopon  extraneum  would  not  do,  in  fact  they  would  overpower  the  rarer 
species  and  interfere  with  the  results.  They  pointed  out  that  the  mutilated  guinea 
piig  could  not  scratch  his  face  and  neck,  hence  lice  accumulated  in  this  area  in  great 
numbers,  a fact  that  Brown-Sequard  himself  had  noted. 

In  1856  Brown-Sequard  studied  the  effect  of  extirpation  of  the  suprarenal  bodies. 
Fie  had  previously  noted  that  hemisection  of  the  cord  led  to  congestion  and  increase 
in  size  of  this  organ.  His  work  led  to  a wide-spread  search  for  internal  secretion  in 
the  various  organs  of  the  body,  a subject  in  which  he  remained  interested  the  rest  of 
his  life.  When  he  wns  72  years  of  age  he  began  experimenting  on  rejuvenation,  using 
himself  as  a test  animal.  His  assistant,  D’Arsonval,  prepared  for  him  bacterial  free 
extracts  of  ground  up  testicles  of  dogs  and  guinea  pigs  which  Brown-Sequard  in- 
jected into  himself  subcutaneously.  The  first  six  injections  were  given  in  the  course 
of  two  weeks.  He  reported  wonderful  improvement.  Before  beginning  the  injections, 
he  had  to  sit  dowm  after  working  an  hour  in  the  laboratory  and  when  he  went  home 
in  his  carriage  he  had  to  go  to  bed  almost  immediately  after  a hasty  meal.  After  the 
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third  injection,  experimental  work  no  longer  tired  him  and  he  could  remain  stand- 
ing for  hours  without  feeling  the  need  of  sitting  down.  When  these  results  were 
reported  to  the  Societie  de  Biologie,  it  created  a furor.  There  was  a great  demand 
on  his  laboratory  which  D’Arsonval  was  unable  to  meet.  An  effort  was  made  to  have 
the  French  government  safeguard  the  manufacture  of  the  extract  but  this  it  was  un- 
willing to  do.  Finally  in  desperation  D’Arsonval  published  his  method  of  prepara- 
tion of  the  extract.  Altogether  the  experiment  cost  Brown-Sequard  10,000  francs  as 
he  had  furnished  the  extract  free  to  all  physicians  who  wanted  to  use  it. 


Editor’s  Note:  This  is  the  fifth  of  a series  “Doctors  for  whom  the  public  should  be  thankful.” 


Acrosclerosis 


’LE.ARY  and  Waisman  {Arch.  Dermat.  & Syph.  47:382,  1943)  consider  acro- 


scleroderma  with  associated  vasomotor  symptoms  to  be  sufficiently  different  from 
diffuse  scleroderma  to  be  considered  a separate  clinical  entity.  They  prefer  the  term 
acrosclerosis,  which  was  first  suggested  by  Jonathan  Hutchison.  Sometimes  the  Ray- 
naud’s phenomenon  precedes  the  acroscleroderma,  and  sometimes  it  is  the  other  way 
around.  They  limit  the  term  acrosclerosis  to  those  cases  in  which  Raynaud’s  symp- 
toms appeared  first  or  simultaneously  with  the  scleroderma.  Acrosclerosis  affects  the 
extremities,  face  and  chest.  Its  etiology  is  obscure.  The  pathologic  changes  consist 
of  increase  and  swelling  of  the  collagenous  connective  tissue  with  fragmentation  and 
swelling  of  the  elastic  fibers  of  the  cutis.  The  epidermis  may  be  hyperkeratotic  and 
the  rete  may  be  acanthotic  or  atrophic — ^melanin  often  accumulates  in  the  basal 
cells.  The  hair  follicles  and  sebaceous  glands  are  atrophic  or  absent.  Changes  may 
take  place  in  the  connective  tissue  of  the  lungs,  esophagus,  heart  and  other  organs. 
From  roentgenoscopic  examinations  the  changes  in  the  esophagus  consist  of  loss  of 
peristalsis,  and  dilatation  of  the  lower  two-thirds  of  the  tube  with  chronic  ulceration, 
especially  in  the  region  just  above  the  phrenic  ampulla. 

Of  sixty-four  patients  observed  by  O’Leary  and  Waisman,  fifty-six  were  women. 
In  fifty-one  the  disease  developed  before  the  age  of  forty.  At  onset  the  symptoms  are 
either  those  of  the  vascular  system  or  of  the  bones  and  joints.  In  the  earliest  stages 
the  disease  may  be  easily  mistaken  for  periarticular  arthritis  or  fibrositis.  In  fact 
the  majority  of  the  patients  are  treated  for  many  months  or  even  years  for  one  of  the 
various  rheumatic  diseases  before  the  true  nature  of  the  disease  is  recognized.  Scle- 
rodermatous changes  may  appear  gradually  and  the  tensing  and  stiffening  of  the 
skin  may  not  be  noticed  by  the  patient.  Increasing  difficulty  in  the  use  of  the  fingers 
may  be  the  first  signs  to  attract  the  patient’s  attention.  The  facial  involvement  results 
in  thickening  and  puckering  of  the  lips  and  eversion  of  the  lower  eye  lids  so  that  the 
natural  lines  of  expression  are  obliterated  and  the  patient  has  a typical  bland  type 
of  physiognomy.  If  the  esophageal  changes  are  pronounced  the  patient  may  complain 
of  dysphagia.  The  constricting  effect  of  scleroderma  of  the  chest  wall  and  pulmonary 
fibrosis  may  result  eventually  in  considerable  difficulty  in  breathing.  The  scleroder- 
matous changes  may  involve  the  larynx  and  cardiac  muscle:  consequentlv  the  terminal 
picture  may  include  aspiration  pneumonia,  respiratory  failure  and  congestive  heart 
failure. 
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State  Board  of  Medical  Examiners. 

The  following  applicants  were  granted  licenses 
to  practice  medicine  in  Virginia  on  the  basis  of  en- 
dorsement at  the  June  1949  meeting: 

Dr.  William  Lott  Ainsworth,  Charlottesville. 

Dr.  Willy  Edward  Baensch,  Chevy  Chase,  Md. 

Dr.  Walter  Francis  Becker,  Charlottesville. 

Dr.  Charles  Arnold  Bohrer,  Arlington. 

Dr.  Clinton  Beriah  Chandler,  Grundy. 

Dr.  Roy  E.  Christie,  Roanoke. 

Dr.  Christian  Virgil  Cimmino,  Paterson,  N.  J. 

Dr.  John  Bunyan  Claytor,  Jr.,  Roanoke. 

Dr.  Virgil  Heath  Cornell,  Washington,  D.  C. 

Dr.  Wesley  Cintra  Cox,  Fairfax  County. 

Dr.  William  .'\lvin  Davis,  Dante. 

Dr.  Harry  Luther  Day,  Richlands. 

Dr.  William  Caldwell  Dunckel,  Jr.,  Charlottesville. 

Dr.  William  Dakin  Fitzgerald,  Abingdon. 

Dr.  Marvin  Peace  Footer,  Washington,  D.  C. 

Dr.  John  R.  Gambill,  Harrisonburg. 

Dr.  Charles  Gandek,  Newport  News. 

Dr.  James  Sylvester  Gilliam,  Charlottesville. 

Dr.  Richard  Finley  Grise,  Charlottesville. 

Dr.  George  B.  Guarino,  Arlington. 

Dr.  Hugh  Johnson  Hagan,  Jr.,  Roanoke. 

Dr.  Frederick  Burgess  Hartsock,  Washington,  D.  C. 

Dr.  Emil  J.  C.  Hildenbrandt,  Washington,  D.  C. 

Dr.  Jacob  J.  Hladycz,  Richmond. 

Dr.  John  Hogan,  Pepin,  Wis. 

Dr.  Willis  Samuel  Hood,  Falls  Church. 

Dr.  George  Dearborn  Hopkins,  Lynch,  Ky. 

Dr.  John  Decator  Hoyle,  Alexandria. 

Dr.  Walter  Smith  Johnson,  Roanoke. 

Dr.  David  Mann  Jones,  Clifton  Forge. 

Dr.  Lewis  Edward  Jones,  Norfolk. 

Dr.  Paul  Sadler  Kemp,  Alexandria. 

Dr.  Gordon  Keppel,  Williamsburg. 

Dr.  William  J.  Kucewicz,  Norfolk. 

Dr.  Ralph  Roy  Landes,  Danville. 

Dr.  James  W.  Long,  Washington,  D.  C. 

Dr.  Steve  R.  Mahaffy,  Roanoke. 

Dr.  George  C.  Manning,  Jr.,  Charlottesville. 

Dr.  Albert  Smith  McCown,  Richmond. 

Dr.  William  Joseph  McGee,  Keokee. 

Dr.  Homer  Curtiss  Merrick,  Jr.,  Norfolk. 

Dr.  David  Herman  Miller,  Orange. 

Dr.  Walter  Stanley  Mozden,  Alexandria. 

Dr.  Elaine  Cahee  Murphy,  Petersburg. 

Dr.  Frank  Jerome  Murphy,  Alexandria. 

Dr.  George  Herman  Murphy,  Winchester. 

Dr.  Edmund  P.  Naccash,  Washington,  D.  C. 

Dr.  Thomas  Edward  O’Brien,  Arlington. 

Dr.  John  Robert  Parsons,  Jr.,  Charlottesville. 

Dr.  Dorn  Carl  Pittman,  Charlottesville. 

Dr.  William  Dunlap  Poe,  Richmond. 


Dr.  Rhodes  Woodford  Quisenberry,  Norton. 

Dr.  Glenn  Hickam  Richmond,  Charlottesville. 

Dr.  Richard  M.  Rogers,  Grundy. 

Dr.  John  Lauchheimer  Rosenthal,  Richmond. 

Dr.  Stuart  Calvin  Runkle,  Staunton. 

Dr.  William  Carl  Schaefer,  Silver  Spring,  Md. 

Dr.  Jefferson  Jackson  Sebastian,  Washington,  D.  C. 

Dr.  Robert  Clell  Thompson,  Charlottesville. 

Dr.  Donald  S.  Thorn,  Newington. 

Dr.  Thomas  Walker,  Richmond. 

Dr.  Hugh  Warren,  Charlottesville. 

Dr.  Clyde  Emil  Watson,  Stonega. 

Dr.  Victor  C.  Welch,  Portsmouth. 

Dr.  Francis  Patterson  Wells,  Arlington  County. 

Dr.  John  Cameron  Wrye,  Chillicothe,  Ohio. 

The  following  applicants  were  licensed  through 
examination: 

Dr.  Avis  Branch  Adams,  Richmond. 

Dr.  James  Belt  Adams,  Richmond. 

Dr.  Ruth  Margaret  Allen,  Norfolk. 

Dr.  Lundie  Weathers  Barlow,  Jr.,  Atlanta,  Ga. 

Dr.  Francis  Elwood  Barrett,  Charlottesville. 

Dr.  James  Duncan  Beaton,  Colony. 

Dr.  Eugene  Russell  Bebeau,  Schoolfield. 

Dr.  Ralph  Harbison  Boulware,  Lynchburg. 

Dr.  John  Bayard  Britton,  Seattle,  Wash. 

Dr.  Arnold  Lanehart  Brown,  Jr.,  Elkhart,  Ind. 

Dr.  Suzanne  W.  Brown,  Washington,  D.  C. 

Dr.  Eleanor  Emily  Jane  Bundy,  Decatur,  Ga. 

Dr.  Clem  Fitch  Burnett,  Jr.,  Norfolk. 

Dr.  William  Upson  Cawthon,  New  York,  N.  Y. 

Dr.  Thomas  A.  Cook,  Santurce,  Puerto  Rico. 

Dr.  Robert  Vincent  Crowder,  Jr.,  Lynchburg. 

Dr.  James  Lovern  Deadwyler,  Elbefton,  Ga. 

Dr.  Peter  Alexander  Delmonico,  Coeburn. 

Dr.  Frank  Anthony  DiLaura,  Norfolk. 

Dr.  Francis  Jones  Dillard,  Cartersville. 

Dr.  Robert  Edward  Dutton,  Jr.,  Danbury,  Conn. 

Dr.  Patrick  Salvatore  Ferrazzi,  Bayonne,  N.  J. 

Dr.  Donald  Hugh  Ferguson,  Charlottesville. 

Dr.  E.  H.  Fite,  Jr.,  Muskogee,  Okla. 

Dr.  William  Allen  Fuller,  Alexandria. 

Dr.  Daniel  Gabriel,  Marion. 

Dr.  Martin  Samuel  Goldfarb,  Charleston,  W.  Va. 

Dr.  Francisco  Gonzalez,  Richmond. 

Dr.  Robert  Emery  Gould,  Chicago,  III. 

Dr.  Edmund  Noel  Gouldin,  Richmond. 

Dr.  Edward  William  Green,  Detroit,  Mich. 

Dr.  Fleta  A.  Gregory,  Norfolk. 

Dr.  William  Cary  Hancock,  Richmond. 

Dr.  Campbell  Harris,  Jr.,  Richmond. 

Dr.  Ralph  Edwards  Haynes,  Freeman,  W.  Va. 

Dr.  James  Edward  Henney,  Milwaukee,  Wis. 

Dr.  Frank  Imboden  Hobbs,  Charlottesville. 
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Dr.  Robert  Earle  Holzgrafe,  Denver,  Colo. 

Dr.  Ammon  Walter  Hoover,  Cincinnati,  Ohio. 

Dr.  Benjamin  Arthur  Hubbard,  Jr.,  Norfolk. 

Dr.  Robert  Aaron  Jackson,  Richmond. 

Dr.  Beverly  Jones,  Richmond. 

Dr.  Harold  O.  Kamons,  Richmond. 

Dr.  Leon  Edward  Kassel,  Baltimore,  Md. 

Dr.  Jacquelyn  Marie  Kirk,  Pineville,  W.  Va. 

Dr.  Thomas  Allen  Kirk,  Jr.,  Roanoke. 

Dr.  Morton  Kurtz,  Richmond. 

Dr.  Trent  Laviano,  Staten  Island,  N.  V. 

Dr.  Miriam  Lending,  Charlottesville. 

Dr.  William  Cecil  Link,  Richmond. 

Dr.  Bridger  Pearl  Little,  Jr.,  Leeds,  S.  C. 

Dr.  Davis  Craig  Lucas,  Blacksburg. 

Dr.  Robert  E.  McClellan,  Bristol,  Tenn. 

Dr.  Eugene  Sheldon  Mendelsohn,  Chicago,  111. 

Dr.  William  Bigbie  Moncure,  Radford. 

Dr.  David  Alan  Mullon,  Port  Washington,  N.  Y. 
Dr.  Harry  Nenni,  Huntington,  W.  Va. 

Dr.  Richard  Allen  Neubauer,  Wilmington,  Del. 
Dr.  Stanley  Newman,  Silver  Spring,  Md. 

Dr.  Joseph  Allan  OflFen,  Brookline,  Mass. 

Dr.  Heth  Owen,  Jr.,  Fine  Creek  Mills. 

Dr.  Donal  Snellings  Parker,  Richmond. 

Dr.  Donald  R.  Pierce,  Charlottesville. 

Dr.  Norman  William  Pinschmidt,  Seattle,  Wash. 
Dr.  John  Pearl  Ray,  Jr.,  Richmond. 

Dr.  Harry  W.  Reinstine,  Jr.,  Jacksonville,  Fla. 

Dr.  Frank  Raymond  Richmond,  Fort  Madison,  la. 
Dr.  Albert  Vinson  Rigsbee,  Durham,  N.  C. 

Dr.  John  Alden  Rogness,  Madison,  S.  D. 

Dr.  John  Chrysostom  Rourke,  Iowa  City,  la. 

Dr.  John  Henry  Russell,  Tany  Town,  N.  Y. 

Dr.  Dillard  McCary  Sholes,  Jr.,  Fredericksburg. 
Dr.  Stanley  Simon,  New  York,  N.  Y. 

Dr.  Harvey  Daniel  Smallwood,  Charlottesville. 
Dr.  Carl  Elmer  Stahl,  Sewickley,  Pa. 

Dr.  Ralph  John  Stalter,  Pittsburgh,  Pa. 

Dr.  Martin  Herman  Sternstein,  New  York,  N.  Y. 
Dr.  Robert  George  Stineman,  St.  Davids,  Pa. 

Dr.  Josephine  Young  Sullivan,  Anderson,  S.  C. 
Dr.  Robert  Ludwig  Sundre,  Duluth,  Minn. 

Dr.  Frank  Joseph  Sykes,  Berkley,  Mich. 

Dr.  Charles  Franklin  Tate,  Jr.,  Charlottesville. 
Dr.  Harry  Baylor  Taylor,  Jr.,  Charlottesville. 

Dr.  Marvin  Thalenberg,  New  York,  N.  Y. 

Dr.  Charles  Gwyn  Thompson,  Marion. 

Dr.  Douglas  James  Thompson,  Detroit,  Mich. 

Dr.  Alice  Virginia  Thorpe,  Richmond. 

Dr.  Mary  Weatherly  Tilden,  Jamestown,  N.  C. 
Dr.  Clarence  Vincent  Townsend,  Richmond. 

Dr.  George  Edward  Troxel,  Seattle,  Wash. 

Dr.  Robert  Stephen  Turner,  San  Diego,  Calif. 

Dr.  John  David  Varner,  Albemarle  County. 

Dr.  Robert  Klaus  Waller,  Richmond. 

Dr.  William  Warren  Walthall,  Jr.,  Richmond. 
Dr.  Donald  Leslie  Weeks,  Jr.,  Richmond. 


Dr.  Sidney  Shields  Whitaker,  Jr.,  Bristol,  Tenn. 

Dr.  Frederick  Mosby  Williams,  Virginia  Beach. 

Dr.  Henry  Harrison  Wilson,  Jr.,  Radford. 

Dr.  Robert  Clark  Wingfield,  Elkins,  W.  Va. 

Dr.  Ralph  Burnley  Winston,  Norfolk. 

Dr.  William  Overton  Winston,  Norfolk. 

The  Mid-Tidewater  Medical  Society 

Held  its  third  quarterly  meeting  at  Urbanna  July 
26th  with  Dr.  M.  H.  Harris  of  West  Point  presiding. 

The  vice-presidents  of  the  several  counties  re- 
ported that  they  had  done  nothing  concerning  the 
fonnation  of  organizations  to  oppose  State  iMedi- 
cine  as  the  attitude  of  the  citizens  in  the  Mid- 
Tidewater  area  is  overwhelmingly  opposed  to  State 
Medicine  and  no  further  indoctrination  is  necessary 
at  this  time. 

Delegates  to  the  annual  convention  of  the  Medi- 
cal Societ}'  of  Virginia  were  appointed. 

A report  on  the  establishment  of  a hospital  for 
the  care  of  the  chronically  ill  at  Camp  Patrick 
Henry  was  made. 

It  was  voted  to  increase  the  dues  for  the  Society 
by  two  dollars  a year. 

Dr.  J.  Morrison  Hutchison,  Richmond,  presented 
a talk  on  “Medical  Education”  which  provoked 
considerable  discussion.  The  meeting  was  ad- 
journed to  meet  at  Tappahannock  on  the  fourth 
Tuesday  of  October. 

William  H.  Hosfield,  Secretary 

The  Virginia  Peninsula  Academy  of  Medi- 
cine 

Will  resume  its  monthly  meetings  September 
19th.  New  officers  for  the  coming  year  are  as  fol- 
lows: Dr.  Russell  Buxton,  President;  Dr.  Ben- 
jamin Miller,  Vice-President;  and  Dr.  William  .A. 
Read,  Secretary-Treasurer. 

The  final  meeting  of  last  year  was  a clinical 
pathological  conference  at  the  Veterans  Hospital  at 
Kecoughtan.  The  .Academy  was  most  fortunate  in 
having  Dr.  George  Baehr,  Clinical  Professor  of 
Medicine  at  Columbia  College  of  Physicians  and 
Surgeons,  New  York  City,  conduct  the  conference. 
Ninety-two  physicians  were  in  attendance. 

William  A.  Read 

Nansemond  County  Medical  Society. 

Dr.  F.  I.  Steele,  Windsor,  has  recently  been 
elected  president  of  this  Society.  Dr.  W.  H.  Chap- 
man, Jr.,  Suffolk,  is  secretary-treasurer. 
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Notice  to  Members  Attending  the  State  So- 
ciety Meeting  in  October. 

All  members  who  will  arrive  on  the  Norfolk  and 
Western  should  write  the  Manager,  Chamberlin 
Hotel,  Old  Point  Comfort,  giving  the  date  and  time 
of  arrival,  as  well  as  the  number  of  passengers. 
The  hotel  will  provide  motor  transportation  from 
the  Norfolk  and  Western  Station  in  Norfolk  to  all 
hotels.  The  bus  fare  will  be  $1.00.  Upon  arrival 
at  the  station,  members  should  inquire  for  the  Hotel 
Chamberlin  bus  or  car. 

Advance  notice  must  be  given  the  Management 
so  that  transportation  may  be  provided. 

Appointed  to  State  Board  of  Medical  Ex- 
aminers. 

Governor  Tuck  announces  the  appointment  of 
Dr.  W.  J.  Hagood  of  Clover  as  a member  of  the 
State  Board  of  Medical  Examiners  for  a term  of 
five  years.  Dr.  Hagood  was  first  appointed  to  the 
Board  early  in  1948  to  fill  the  unexpired  term  of 
Dr.  Beverley  F.  Eckles,  resigned. 

Medical  Advisor  for  State  Industrial  Com- 
mission. 

Dr.  J.  Fulmer  Bright,  former  mayor  of  Richmond, 
has  been  appointed  part  time  medical  advisor  for 
the  State  Industrial  Commission.  He  fills  the  va- 
cancy caused  by  the  death  last  January  of  Dr. 
H.  U.  Stephenson  who  had  held  the  position  for 
twenty-seven  years. 

Lancaster  County  Doctor  Honored. 

Dr.  C.  T.  Peirce  of  Nuttsville  was  the  recipient 
of  an  ovation  on  August  12  by  the  people  of  three 
counties  wdio  gathered  to  honor  him  on  the  occa- 
sion of  his  fifty  3'ears  of  duty  as  a countix'  doctor — • 
49  of  them  centered  in  his  native  county  of  Lan- 
caster. 

The  Scientific  Exhibit  at  Interim  Session. 

Application  blanks  for  space  in  the  Scientific 
Exhibit  at  the  Washington  Session  of  the  A.M.A., 
December  6 to  9,  1949,  are  now  available.  The 
meeting  is  intended  primarily  for  physicians  in 
general  practice  and  will  consist  of  clinical  pres- 
entations accompanied  by  exhibits  of  practical  in- 
terest. The  Scientific  Exhibit  will  include  many 
exhibits  with  active  demonstrations. 

Application  blanks  may  be  obtained  from  the  Di- 


rector, Scientific  Exhibit,  American  Med'cal  Asso- 
ciation, 535  N.  Dearborn  Street,  Chicago  10,  Illinois. 

Dr.  Charles  L.  Outland, 

Richmond  Public  School  Medical  Director,  has 
been  named  as  one  of  nine  consultants  to  the  Fed- 
eral Security  Agency  committee  on  school  health. 
This  committee  will  serve  as  technical  advisors  in 
formulating  a statement  of  desirable  practices  in 
the  field  of  health  service  for  school  children. 

North  Carolina  Division  of  American  Heart 
Association. 

On  September  8th  and  9th  in  Winston-Salem 
will  be  held  the  first  annual  scientific  meeting  of 
the  North  Carolina  Division  of  the  American  Heart 
Association.  Outstanding  speakers  with  national 
and  international  reputations  have  been  secured, 
among  them  being  Dr.  Howard  B.  Sprague,  Boston; 
Dr.  Harold  Feil,  Cleveland;  Dr.  George  Burch, 
New  Orleans;  Drs.  Arthur  J.  Merrill  and  James  V. 
Warren,  Atlanta;  Dr.  Robert  Barden,  Philadelphia; 
and  Dr.  Howard  T.  Karsner,  Washington,  D.  C. 

Invitation  is  extended  all  members  of  the  Medi- 
cal Society  of  Virginia  to  attend  these  meetings. 
There  is  no  registration  fee  but  it  is  suggested  that 
any  who  might  be  interested  should  make  their  hotel 
reservations  early  through  the  Reservations  Com- 
mittee of  the  Winston-Salem  Chamber  of  Commerce. 

Dr.  Robert  L.  McMillan,  Winston-Salem,  is 
president  of  the  North  Carolina  Heart  Association. 

Married. 

Dr.  Morgan  Raiford,  Franklin,  and  Miss  Bernice 
Olivia  Barbour,  Greensboro,  North  Carolina,  in 
July.  He  is  a graduate  of  the  Medical  College  of 
Virginia,  class  of  ’37,  and  recently  received  his 
Master  of  Science  in  Medicine  from  the  Graduate 
School  of  the  University  of  Pennsylvania. 

Dr.  J.  R.  Chitwood, 

Formerly  of  southwest  Virginia  but  for  the  past 
four  years  with  the  Fleming  Hospital,  Fleming, 
Kentucky,  is  now  with  the  Benedict  Coal  Corpora- 
tion at  St.  Charles,  Virginia. 

Dr.  David  C.  Whitehead 

Who  has  been  associated  with  Dr.  L.  O.  Crump- 
ler.  Medical  Director  of  the  Dan  River  Mills,  Inc., 
Danville  for  the  past  three  years,  is  opening  his  of- 
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fice  September  1 at  748  Graydon  Avenue,  Norfolk 
for  the  practice  of  general  medicine. 

Drs.  Lowry  and  Kiser, 

Dr.  John  A.  B.  Lowry,  Crewe,  and  Dr.  J.  B. 
Kiser,  Emporia,  attended  the  29th  session  of  the 
Southern  Pediatric  Seminar  at  Saluda,  North  Caro- 
lina in  Jul)’. 

Duke  Medical  School  Symposium. 

The  12th  Annual  Symposium  of  the  Duke  ^ledi- 
cal  School,  Durham,  North  Carolina,  will  be  held 
October  13-15.  The  general  subject  will  be  the 
“Basis  of  Disease”.  Among  the  guest  speakers  will 
be  Drs.  Stanley  Bradley,  New  York;  D.  E.  Clark, 
Chicago;  John  Dingle,  Cleveland;  Robert  Elman, 
St.  Louis;  Paul  Klemperer,  New  York;  Joseph 
Lilicnthal,  Jr.,  Baltimore;  C.  N.  H.  Long,  Nev/ 
Haven;  William  Parson,  Charlottesville;  Hans 
Selye,  Montreal;  and  Robert  Wilkins,  Boston. 

Dr.  George  D.  Vaughan 

Has  returned  to  Richmond  where  he  has  opened 
offices  in  the  Professional  building  with  his  prac- 
tice limited  to  diseases  of  the  anus,  rectum  and 
colon.  He  has  been  in  Philadelphia  for  the  past 
two  years  where  he  was  associated  with  Dr.  Harry 
E.  Bacon  and  Temple  University  Hospital  and 


iMedical  School  in  the  practice  of  coloproctology. 
Dr.  Vaughan  was  also  on  the  staffs  of  St.  Mary’s 
Hospital  and  Kelly  Clinic. 

Dr.  Julian  Q.  Early 

Has  located  in  Lebanon  where  he  is  associated 
with  Dr.  W.  C.  Elliott  of  the  Lebanon  Hospital. 
He  will  limit  his  practice  to  internal  medicine.  Dr. 
Early  has  recently  completed  a two-year  course  at 
the  University  of  Virginia  where  he  served  as  as- 
sistant medical  resident  and  a fellow  in  cardiology. 

Doctor  Wanted 

To  take  charge  of  IMedical  and  Surgical  Service 
in  Eastern  State  Hospital,  Williamsburg,  Virginia. 
Psychiatric  experience  helpful  but  not  required. 
Granville  L.  Jones,  M.D.,  Superintendent.  {Adv.) 

Doctor  Wanted 

Eor  Sanitarium,  in  excellent  condition,  well 
equipped  and  furnished,  located  in  Southern  Pines, 
N.  C.,  catering  to  Alcoholics,  Drug  Addicts  and 
selected  Nervous  cases. 

.\n  excellent  proposition  for  a doctor  to  take 
complete  and  full  charge.  If  interested,  ’phone  or 
write  Virgil  Johnston,  Southern  Pines,  N.  C.,  8071, 
or  Richmond,  Va.,  6-1557.  RD  No.  2,  Box  No. 
283,  Richmond. 


OBITUARIES 


Dr.  Staige  Davis  Blackford, 

Prominent  physician  of  Charlottesville,  died  of 
a heart  attack  on  July  17th.  He  was  fifty  years  of 
age  and  a graduate  of  the  University  of  Virginia 
in  1925.  Dr.  Blackford  was  professor  of  the  prac- 
tice of  medicine  and  head  of  the  gastro-enterology 
division  of  the  department  of  internal  medicine  of 
the  University.  He  was  the  organizer  and  medical 
director  of  the  Army’s  Eighth  Evacuation  Hospital, 
sponsored  by  the  University  of  Virginia,  which  was 
the  first  hospital  ashore  at  Casablanca  in  the  Fall 
of  1942,  and  had  recently  returned  from  a visit  to 
hospitals  in  Germany  and  Austria  as  consultant 
for  the  Army.  During  World  War  I,  Dr.  Black- 
ford served  with  the  University  section  of  the  Army 
Ambulance  Service  and  was  decorated  with  the 
Croix  de  Guerre.  In  World  War  II,  his  unit  was 
among  the  first  receiving  the  plaque  for  meritorious 


service,  and  Dr.  Blackford  was  decorated  with  the 
Legion  of  Merit  and  the  Medal  of  French  Morocco. 
Dr.  Blackford  had  been  an  active  member  of  the 
Medical  Society  of  Virginia  for  twenty-one  years 
and  at  the  time  of  his  death  was  a member  of  the 
Department  of  Clinical  and  Medical  Education 
and  the  Committee  on  Emergency  Medical  Defense. 
He  was  a fellow  of  the  American  College  of  Physi- 
cians, member  of  the  American  Clinical  Climato- 
logical Association  and  examiner  of  the  American 
Board  of  Internal  iSIedicine.  His  wdfe  and  two 
children  survive  him. 

Dr.  Albert  Micou  Sneed 

The  Williamsburg- James  City  County  iMedical 
Society  and  local  community  acknowledge  with 
deepest  regrets  the  loss  of  one  of  the  founders  of 
our  society.  His  presence  and  faithful  attendance 
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during  his  life  is  an  inspiration  to  those  who  may 
follow. 

He  was  many  times  elected  to  the  presidency  of 
our  society  but  at  no  time  did  he  lose  interest  in 
it  or  his  community  or  the  welfare  of  the  peojile  in 
general.  His  father  was  a true  country  doctor  of 
the  horse  and  buggy  era  and  Dr.  Sneed  came  to 
Toano  when  his  calls  took  him  over  roads  that  re- 
quired the  automobile-horseback  combination,  and 
he  ministered  kindly  and  efficiently  to  all  patients. 
He  also  found  time  for  services  to  his  church, 
politics  and  community  life  in  general.  He  served 
on  many  committees  in  the  Medical  Society  and 
always  made  an  excellent  contribution.  At  the  time 
of  his  death  he  was  coroner  for  James  City  County; 
a health  officer  of  the  county  and  a member  of  the 
Medical  Society  of  Virginia. 

Dr.  Sneed,  aged  60,  died  July  29  at  Bell’s 
Hospital  in  Williamsburg,  where  he  had  been  criti- 
cally ill  for  several  weeks  and  his  death  was  not 
unexpected  by  his  family  and  friends. 

He  attended  William  and  Mary  College  where  he 
took  his  pre-medical  work  and  was  enrolled  when 
16  years  old.  He  graduated  in  medicine  in  1912 
at  the  Medical  College  of  Virginia,  Richmond. 

Surviving  him  are  his  wife  and  three  daughters. 

Be  It  Therefore  Resolved,  That  the  Williamsburg- 
James  City  County  Society  expresses  to  Dr.  Sneed’s  family 
its  sorrow  in  the  passing  of  a beloved  member.  The 
community  has  lost  a most  valuable  citizen  and  the  med- 
ical profession  a talented  and  greatly  beloved  physician 
and  friend,  who  will  be  sincerely  missed. 

Be  It  Further  Resolved,  That  a copy  of  these  resolu- 
tions be  sent  to  his  devoted  family;  the  Daily  Press, 
Newport  News;  the  Virginia  Gazette,  Williamsburg,  and 
to  the  Virginia  Medical  Monthly,  Richmond,  and  be 
spread  upon  local  societies  pages. 

Henry  E.  Davis,  Chairman 
B.  I.  Bell 
J.  M.  Henderson 

Dr.  Robert  Vivian  Funsten, 

Professor  of  orthopedic  surgery  at  the  University 
of  Virginia,  Charlottesville,  died  of  a heart  attack 
on  July  25th.  He  was  born  in  Portsmouth  in  1892 
and  graduated  in  medicine  from  the  University  of 
Virginia  in  1918.  Dr.  Funsten  saw  service  with  the 
U.  S.  Army  in  France  during  World  War  I.  He 
served  on  the  faculty  of  the  University  of  Iowa 


from  1919  to  1922,  following  which  he  practiced 
in  Detroit  for  ten  years.  Dr.  Funsten  was  a mem- 
ber of  the  American  Orthopedic  Association,  a fel- 
low of  the  American  Academy  of  Orthopedic  Sur- 
gery, and  a member  of  the  Council  of  the  Warm 
Springs  Foundation.  He  had  been  a member  of 
the  Medical  Society  of  Virginia  for  seventeen  years. 
His  wife  and  four  children  survive  him. 

Dr.  Philip  L.  Hill, 

Of  Colonial  Heights,  Petersburg,  died  early  on 
August  the  8th,  having  been  taken  ill  while  attend- 
ing the  church  service  on  Sunday.  He  was  sixty 
years  of  age,  and  a graduate  of  the  Medical  College 
of  Virginia  in  1917.  After  a year’s  internship,  he 
went  to  Korea  where  he  served  as  a medical  mis- 
sionary until  1926.  He  then  returned  to  the  States 
and  located  at  Colonial  Heights,  where  he  had 
taken  an  active  part  in  the  life  of  his  community. 
He  was  a member  of  the  City  Council  and  had  been 
a member  of  the  Medical  Society  of  Virginia  for  a 
number  of  years.  His  wife  and  four  children  sur- 
vive him. 

Dr.  Frank  Jordan  Morrison, 

Prominent  physician  of  Suffolk,  died  July  14th 
after  a long  illness.  He  was  sixty-seven  years  of 
age  and  a graduate  of  the  University  of  the  South, 
Tennessee,  in  1903.  Dr.  Morrison  had  practiced 
in  Suffolk  for  forty  years  and  was  chief  surgeon  at 
the  Virginia  Hospital  and  the  Community  Hospital. 
He  had  been  a member  of  the  Medical  Society  of 
Virginia  for  several  years.  His  wife  and  two  sons 
sur\’ive  him. 

Dr.  Wilbur  Moorhead  Phelps, 

Formerly  of  Staunton  but  more  recently  of  Cape 
Charles,  died  July  28,  while  visiting  a sister  in 
Hyattsville,  Maryland.  He  was  seventy-two  years 
of  age,  and  graduated  in  medicine  from  Howard 
University  in  Washington  in  1898  and  later  at 
George  Washington  University.  He  had  been  a 
member  of  the  Medical  Society  of  Virginia  for  fifty 
years  and  last  year  was  among  those  Awarded  the 
“fifty  year”  membership  certificate.  His  wife  pre- 
ceded him  in  death  by  less  than  three  months,  and 
intennent  for  both  of  them  was  in  Arlington 
Cemetery. 
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To  increase 
sodium  excretion 

"Thus  it  becomes  apparent  tliat  Aininophyl- 
lin  is  a diuretic  agent  in  that  it  can  mobilize 
and  excrete  Huid  and  sodium  even  in  the 
face  of  decreased  intake 


mm 


1.  Brown,  W.  E.,  and  Bradbury,  J.  T.;  The  Effectiveness  of 
Various  Diuretic  Agents  in  Causing  Sodium  Excretion  in  Preg- 
nant V omen.  Am.  J.  Obst.  & Gynec.  56:1  (July)  1948. 
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TUCKER  HOSPITAL,  Inc. 

212  West  Franklin  Street, 

Richmond,  Virginia 


A private  hospital  accepting  for  diagnosis  and  treatment  organic  neurological 
conditions,  selected  psychiatric  and  alcoholic  cases,  metabolic  disturbances  of 
an  endocrine  nature,  individuals  who  are  having  difficulty  with  their  personal- 
ity adjustments,  and  children  with  behavior  problems.  Patients  with  general 
medical  disorders  admitted  for  treatment  under  our  staff  of  visiting  physicians. 


Under  the  Professional  Charge  of 


Dr.  Howard  R.  Masters,  Dr.  James  Asa  Shield 
AND  Associates 


RIVER  VIEW 

CONVALESCENT  AND  NURSING  HOME 

MATHEWS,  VIRGINIA 

DESIGNED  FOR  THOSE  WHO  SEEK 
CARE  AND  THE  PERSONAL  AT- 
TENTION OF  INTELLIGENT  NURS- 
ING SERVICE  IN  A QUIET  COUN- 
TRY ATMOSPHERE. 

• Private,  Semi-Private  and  Ward 
Accommodations 

• Competent  Day  and  Night  Nurses 

• Wholesome  and  Nourishing  Food 

• Ambulance  and  Station  Wagon 
Service 

• Moderate  Rates 

Surrounded  by  85  acres  of  Picturesque  Grounds  on  the  beautiful  East  River.  Two  miles  from 
Mathews  Court  House. 

A.  J.  RUSSELL 
L.  M.  RUSSELL,  R.N. 

Phone — Mathews  2511  Mathews,  Va. 


QUESTION 


When  is  it  good  practice  to  suggest  ''Change  to 
Philip  Morris  Cigarettes"? 

ANSWER: 

When  patients  under  treatment  for  throat  condi- 
tions persist  in  smoking,  many  eminent  nose  and 
throat  specialists  suggest  "Change  to  Philip  Morris"* 
...the  only  cigarette  proved**  less  irritating. 

• In  fact,  for  all  smokers,  if  is  good  practice  to 
suggest  "Change  to  Philip  Morris." 


PHILIP  MORRIS 

Philip  Morris  & Co.,  Ltd.,  Inc. 

119  Fifth  Avenue,  New  York 

DO  YOU  SMOKE  A PIPE?  . . . We  suggest  an  unusually  fine 
new  blend  — Country  Doctor  Pipe  Mixture.  Made  by  the  same 
process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 


*Complefely  documenfed  evidence  on  file. 

**Reprints  of  published  papers  on  request; 

Laryngoscope,  Feb.  1935,  Vol.  XLV,  No.  2,  149-154;  Laryngoscope,  Jan.  1937,  Vo/.  XLVIl,  No.  I,  58-60; 
Proc.  Soc.  Exp.  Biol,  and  Med.,  1934,  32-241;  N.  Y,  Slate  Journ.  Med.,  Vol.  35,  6-1-25,  No.  II,  590-592. 


Dextri-Maltose 


OR 

WITH  WHOLE  MILK 


WITH  EVAPORATED  MILK 


. . . FOR  38  YEARS  COW’S  MILK-DEXTRI-MALTOSE  FORMULAS 
HAVE  BEEN  EMPLOYED  BY  PHYSICIANS  TO  MEET  THE  VARY- 
ING NUTRITIONAL  REQUIREMENTS  OF  SICK  AND  WELL  IN- 
FANTS. MEAD  JOHNSON  & CO.,  EVANSVILLE  21,  IND.,  U.S.A. 


Mix 

whole  milk 
and  water. 


©Hea^until  almost 
boiling  and  stir 
in  Dextri-Maltose. 


Boil  gently 
for  three 
minutes. 


Boil  water. 


Stir  in 

Dextri-Maltose 
while  water  is  hot. 


Add 

evaporated 
milk  and  stir. 
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CLAUDE  BERNARD 

ISSUE  Octoben  1949 


For  more  normal  living,  not  only  must  the  epileptie  patient  be  freed  as 
much  as  possible  from  recurring  seizures,  but  his  normal  pursuits 
must  not  be  interfered  with  by  mental  clouding  and  drowsiness. 


DILANTIN* 

effectively  suppresses  or  greatly  reduces  the  frequency  and  severity 
of  epileptic  attacks  and,  at  the  same  time,  is  relatively  free  from 
hypnotic  side  actions.  There  is  little  or  no  tendency  to  habituation; 
the  dosage  initially  found  effective  usually  remains  so. 


PARKE,  DAVIS  & COMPANY 


■ - x.v  .5: 
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GUEST  EDITORIAL 
Medical  Care  in  England 

Much  of  the  English-speaking  world  is  observing  attentively  the  sweeping  ex- 
periments in  Great  Britain  in  which  agencies  of  the  central  government  are 
undertaking  vastly  increased  responsibilities  for  the  economic  w'dl-being  and  physical 
welfare  of  the  whole  people.  One  of  the  most  popular  of  these  measures  appears  to  be 
the  Act  which  instituted  the  British  National  Health  Ser\dce. 

To  a number  of  publications  in  our  American  lay  periodicals  attesting  to  the 
enthusiasm  of  the  potential  British  consumer  for  this  service,  I can  add  the  results  of 
a tiny  poll  which  I took  myself.  In  a series  of  follow-up  letters  early  this  year  to 
two  groups  of  former  patients  on  whom  I operated  during  four  years  of  practice  in 
Great  Britain,  there  was  appended  to  the  specific  clinical  questions  a request  for  an 
opinion  of  the  new  health  service.  In  the  great  majority  of  the  replies  the  scheme  was 
praised  to  the  skies.  And  approbation  of  this  system  of  medical  care  does  not  come 
alone  from  the  lowly.  No  less  an  apostle  of  individual  freedom  than  the  Right 
Honourable  Mr.  Winston  Churchhill  spoke  with  pride  at  the  Massachusetts  Institute 
of  Technology  recently  on  the  part  he  had  played  as  a member  of  the  original  Lloyd 
George  Government  in  1912  in  initiating  the  prototype  of  the  current  scheme,  the 
Panel  System  of  those  earlier  years. 

The  opinions  of  the  doctors  who  are  expected  to  render  the  unlimited  service  pro- 
vided by  the  Act,  in  return  for  a small  fixed  remuneration  and  aided  by  grossly  limited 
facilities,  form  quite  another  story.  As  implied  in  an  article  published  in  February, 
my  personal  friends  in  the  British  medical  profession  were,  to  a man,  agreed  that  addi- 
tional major  handicaps  to  proper  treatment  of  ill  patients  had  been  interposed  by  the 
new  legislation.  The  plethora  of  persons  presenting  minor  complaints  and  requests 
has  overburdened  the  general  practitioners  and  this  influx  has  deprived  the  seriously 
ill  of  the  time  with  the  doctor  necessary  for  the  recognition  of  that  fact  and  for  pre- 
cise diagnosis.  Although  the  cost  of  the  medical  provisions  of  the  new  legislation  has 
vastly  exceeded  the  original  estimates,  it  is  striking  that  the  two  major  needs  of  British 
medicine:  1)  increased  numbers  of  trained  consultants  with  more  facilities  for  their 
work  and  2)  diagnostic  and  laboratory  centers  for  general  practitioners,  have  not  been 
significantly  touched  by  the  program  as  yet.  As  long  as  the  first  of  these  deficiencies 
persists,  patients  who  are  obviously  ill  cannot  get  into  hospitals  to  secure  definitive 
treatment  despite  urgent  pleas  by  the  family  physician  to  the  appropriate  consultant 
service.  I have  seen  physicians  devoting  numerous  phone  calls  over  a period  of  weeks 
to  the  lone  hospital  in  the  region  to  which  they  might  send  a person  with  a brain 
tumour,  describing  the  progressive  deterioration  of  the  patients,  but  failing  to  secure 
admission  for  lack  of  beds  and  personnel.  It  is  small  wonder  that  a doctor,  after 
such  disheartening  experiences  once  he  has  made  a diagnosis,  may  not  trouble  to  try 
for  any  early  diagnosis  which  might  require  therapy  in  a hospital. 

The  large  number  of  patients  to  be  seen  by  the  doctor  in  the  course  of  24  hours — 
50  to  100  home  and  office  cases  per  day  is  the  current  quota  for  many  British  physicians — 


500 


Virginia  Medical  Monthly 


[ October, 


means  that  he  must  find  some  graceful  tactic  for  terminating  within  a few  minutes  the 
interview  with  every  patient.  By  far  the  simplest  means  of  coping  with  this  problem 
of  keeping  the  line  moving  is  the  dispensation  of  a prescription,  which  happily  for  the 
goodwill  of  the  patient  costs  nothing  to  him  directly.  A vast  increase  in  the  British 
e.xpenditure  for  drugs  has  in  fact  occurred.  The  anomalous  situation  now  appears  to 
exist  in  Great  Britain  in  which  the  only  ones  who  cannot  secure  at  least  vaguely  ap- 
propriate medical  attention  are  those  who  are  really  ill.  While  more  votes  can  un- 
doubtedly be  purchased  at  less  cost  by  providing  people  with  medicinals  and  with 
dentures,  one  hopes  that  in  time  funds  will  be  spared  and  arrangements  made  so  that 
a reasonable  proportion  of  the  British  medical  profession  can  be  utilised  in  the  care 
of  serious  illness. 

Although  many  physicians  continue  their  work  with  unflagging  zeal,  the  manifest 
exploitation  of  their  goodwill  and  industry  has  reached  an  end  in  some  cases.  A 
British  physician  addressing  a group  in  Boston  recently  ventured  to  cite  instances  in 
which  some  doctors  who  had  put  in  long  hours  at  their  offices  prior  to  the  National 
Health  Sendee  Act,  had  gradually  reduced  their  total  hours  of  work,  racing  through  a 
much  larger  number  of  talks  with  patients  for  a shorter  working  day  than  that  to 
which  they  were  wont  before  the  new  law  went  into  effect. 

Such  an  attitude  represents  the  beginning  of  a vicious  circle  which,  if  unchecked, 
will  soon  lead  to  the  catastrophic  situation  wherein  the  doctor  and  the  community  at 
large  will  have  become  enemies.  A Scottish  physician  recently  visiting  at  the  Massa- 
chusetts General  Hospital  volunteered  that  she  did  not  know  a single  member  of  the 
British  medical  profession  who  had  not  gone  through  what  she  described  as  at  least 
one  “acute  depression”  over  his  lot  under  the  present  system.  The  medical  book  rep- 
resentative of  a prominent  British  publishing  firm  wrote  recently  to  Mr.  Charles  C. 
Thomas  that  he  had  made  a trip  about  his  countrj'  to  see  “why  people  were  not  buying 
medical  books”.  He  found  that  “the  medical  profession  is  full  of  unrest,  is  decidedly 
poorer  than  it  has  ever  been  before  . . . and  just  has  not  got  the  money  to  spare 
for  books”. 

For  the  benefit  of  those  who  have  arrived  at  a less  bleak  picture  of  the  scene  from 
casual  British  medical  contacts,  one  may  point  out  that  this  proud  and  capable  folk 
eschew  a public  washing  of  their  dirty  linen.  Hence  those  whose  information  comes 
from  longstanding  personal  friends  are  perhaps  more  likely  to  reach  a truer  evalua- 
tion than  those  who  conduct  a series  of  journalistic  interviews  with  the  avowed  purpose 
of  writing  up  their  data  for  publication.  Our  experience  with  British  medical  visitors 
over  the  past  9 months  has,  however,  shown  an  increasing  trend  in  them  towards  a 
more  outspoken  criticism  of  their  lot,  and  more  and  more  of  them  are  lashing  back 
verbally  in  the  ojaen  at  the  Government  which  has  handled  the  whole  problem  of 
medical  care  so  ineffectively. 

The  relationship  of  the  medical  profession  in  our  United  States  to  the  economic  and 
organizational  aspects  of  its  work  now  shows  clearcut  parallels  to  phases  through 
which  our  British  colleagues  have  already  travelled.  On  the  assumption  either  that 
governmental  provision  of  medical  care  is  the  most  satisfactory,  or  that  it  is  an  excel- 
lent method  for  gamering  votes,  or  for  both  reasons,  our  federal  executive  adminis- 
tration is  trying  to  lead  us  along  a road  strikingly  similar  to  that  along  which  our 
British  confreres  are  now  dolefully  plodding.  We  physicians  can  but  take  our  case  to 
the  country  as  a whole,  presenting  the  facts  as  we  see  them.  We  have  to  overcome  a 
tremendous  public  bias  in  favour  of  receiving  vital  services  ostensibly  at  little  or  no 
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cost.  In  addition,  the  spotlight  is  thrown  as  never  before  on  the  defects  of  (;ur  cur- 
rent system,  and  salutary  pressures  are  now  being  brought  to  bear  upon  us  to  under- 
take remedial  measures.  Unless  we  can  meet  such  justified  criticisms  as  those  pertain- 
ing to  the  ineffective  coverage  provided  by  most  forms  of  voluntary  health  insurance, 
all  of  these  schemes  may  be  deluged  by  an  avalanche  of  votes  in  favour  of  government 
controlled  compulsory  measures.  Those  with  grievances  against  individual  doctors  or 
groups  of  doctors  now  have  little  opportunity  to  be  heard  usefully  short  of  legal  action. 
Ought  not  our  medical  establishment  provide  the  machinery  for  improving  public 
relations  and  exposing  and  rectifying  our  own  errors?  We  hope  to  preserve  the  right 
of  each  man  to  act  as  an  individual  in  accordance  with  his  own  lights  to  improve  the 
quality  of  medical  care  he  renders.  But  unless  we  are  also  capable  of  determined 
unanimity  both  in  the  correction  of  our  faults  as  well  as  against  encroachment  on  our 
individual  autonomy,  we  shall  run  the  risk  of  losing  it. 

William  H.  Sweet,  M.D. 

Editor’s  Note:  Dr.  Sweet  is  assistant  professor  of  surgery.  Harvard  Medical  School;  lecturer 
in  neurosurgery.  Tufts  College  Medical  School;  associate  visiting  neurosurgeon,  Massachusetts 
General  Hospital. 


Bibliotheca  Obstetrica 

Sanger,  Max  (1853-1903) : Der  Kaiserschmitt  bei  Uterusfibromen  nebst  ver- 
gleichender  Methodix  der  Sectio  Caesarea  und  der  Porro  Operation,  Leipzig,  Engel- 
mann  1882. 

Sanger  was  the  first  to  recognize  the  importance  of  a water  tight  closure  of  the 
uterine  wound  in  the  Cesarean  operation.  He  studied  all  the  cases  of  Cesarean  sec- 
tion that  had  been  collected  by  Harris  and  others.  Harris  had  emphasized  the  im- 
portance of  early  operation,  but  had  not  grasped  the  importance  of  sutures.  Sutures 
were  almost  universally  considered  to  be  harmful.  Spencer  Wells  and  Robert  Barnes 
each  devised  technics  for  removing  the  uterine  sutures  on  the  third  day.  Sanger,  with 
his  careful  analysis  of  the  reported  cases  and  with  the  performance  of  one  success- 
ful case,  revolutionized  the  Cesarean  operation. 

Max  Sanger  was  bom  in  Bayreuth.  He  graduated  in  Leipzig  in  1875,  where  he 
was  a pupil  of  Crede.  For  most  of  his  life  he  taught  at  the  University  of  Leipsig.  In 
1899  he  became  Ordinarius  and  President  of  the  Gynecological  Clinic  at  Prague.  He 
was  co-editor  of  the  Archiv  fiir  Gyndkologie. 

For  portrait  see  Thoms’  Classical  Contributions  to  Obstetrics  and  Gynecology. 
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NITROGEN  MUSTARD  TREATMENT  OF  HODGKIN’S  DISEASE"" 

H.  St.  George  Tucker,  Jr.,  M.D., 

and 

William  R.  Kay,  M.D., 

Richmond,  Virginia. 


Under  the  sponsorship  and  coordination  of  the 
Committee  on  Growth  of  the  National  Research 
Council  a widespread  clinical  .study  of  the  nitrogen 
mustard  compounds  has  been  going  on  for  the  past 
four  years.  A large  number  of  investigators  have 
taken  part  in  this  work.  Reports  from  many  of 
these  groups  have  been  published^"®,  and  from  time 
to  time  Dr.  Cornelius  Rhoads,  chairman  of  the 
Committee  on  Growth,  has  summarized  the  clinical 
status  of  these  substances^®"’^. 

From  the  observations  thus  far  it  is  clear  that  the 
nitrogen  mustards  have  some  degree  of  usefulness 
in  the  treatment  of  lymphomas,  leukemias,  and  al- 
lied disorders.  Of  the  various  conditions  treated, 
Hodgkin’s  disease  has  shown  the  most  promising 
results.  In  no  sense  is  nitrogen  mustard  curative  in 
this  condition,  but  a considerable  palliative  effect 
has  been  obtained  in  most  of  the  patients  treated. 
iMore  precise  evaluation  of  this  palliative  effect  is 
needed,  and  the  exact  sphere  of  usefulness  of  nitro- 
gen mustard  in  relation  to  irradiation  and  other 
forms  of  treatment  remains  to  be  defined. 

In  this  paper  w'e  wish  to  review  briefly  the  nature 
and  mode  of  action  of  nitrogen  mustard,  and  to  pre- 
sent observations  on  twenty-four  patients  with  Hodg- 
kin’s disease  treated  wdth  this  substance. 

The  Nitrogen  Mustards 

The  term  “nitrogen  mustard”  refers  to  a class  of 
chemical  compounds  having  as  their  essential  fea- 
ture the  beta-chloroethyl  amine  group.  Tw'o  of 
these  compounds,  methyl  bis  (beta-chloroethyl) 
amine  hydrochloride  and  tris  (beta-chloroethyl) 
amine  hydrochloride,  have  been  given  extensive 
clinical  trial.  These  are  commonly  referred  to  as 
HN2  and  HN3.  The  former  appears  to  have  less 
toxic  effect®,  and  is  generally  preferred.  HN2  was 
used  in  our  cases.  The  material  is  obtained  by  ap- 
plication to  the  Committee  on  Growth  of  the  Na- 
tional Research  Council. 

From  the  Department  of  Medicine,  School  of  Medicine, 
Medical  College  of  Virginia,  and  the  Medical  Service, 
Veterans  Administration  Hospital,  Richmond,  Va. 

•Read  before  the  annual  meeting  of  the  Medical  So- 
ciety of  Virginia,  in  Richmond,  October  18-20,  1948. 


The  nitrogen  mustards  are  stable  in  crystalline 
form,  but  when  put  into  solution  undergo  a series 
of  rapid  polymerizations.  The  intermediate  prod- 
ucts of  these  reactions  have  the  desired  potent  cyto- 
toxic effect,  while  the  end  products  are  relatively 
inert.  For  this  reason  it  is  necessary  that  the  ma- 
terial be  administered  to  the  patient  promptly  after 
being  put  into  solution. 

The  biological  effects  of  the  nitrogen  mustards 
are  strikingly  similar  to  those  of  irradiation.  Both 
have  a cytotoxic  effect  predominantly  on  rapidly 
proliferating  cells.  Both  appear  to  affect  primarily 
the  cell  nucleus,  and  specifically  to  inhibit  cell 
mitosis.  It  is  thought  that  the  action  of  the  nitro- 
gen mustard  compounds  is  due  to  inhibition  of 
some  enzyme  system  of  the  chromosomes. 

Nitrogen  mustard  produces  damage  chiefly  to 
lymphoid  and  hematopoietic  tissue.  This  is  the 
basis  of  its  therapeutic  effect,  but  the  accompanying 
bone  marrow  damage  limits  the  amount  that  can  be 
safely  given.  Unfortunately,  the  margin  between 
effective  and  toxic  dosage  is  narrow. 

Dosage  and  Administration 

The  usual  course  of  treatment  with  nitrogen  mus- 
tard consists  of  four  intravenous  injections  of  0.1 
mg.  per  kg.  of  body  weight,  given  on  successive  days. 
Some  investigators  have  given  as  many  as  six  in- 
jections, but  this  amount  increases  the  risk  of  severe 
bone  marrow  depletion.  Studies  are  in  progress  on 
the  effects  of  larger  single  doses  in  treating  highly 
malignant  neoplasms.  In  our  cases,  the  dosage  of 
four  injections  of  0.1  mg.  per  kg.  each  was  used. 
With  a few  of  the  earlier  patients  injections  were 
given  every  other  day,  but  most  of  the  patients  were 
treated  daily. 

The  best  method  of  administration  seems  to  us 
to  be  the  injection  of  the  mustard  solution  into  the 
tubing  of  a running  saline  intravenous  infusion,  as 
recommended  by  Goodman  et  aU.  The  saline  in- 
fusion is  begun,  then  the  nitrogen  mustard  solution 
is  prepared  and  within  five  minutes  the  required 
amount  is  injected  into  the  tubing.  This  technique 
allows  prompt  administration  wdth  adequate  dilu- 
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tion,  and  minimizes  the  possil)ility  of  extravasation 
of  the  highly  toxic  agent. 

Toxic  Reactions 

The  toxic  reactions  to  nitrogen  mustard  are  listed 
in  Tabic  I. 

Table  I;  Toxic  Effects  of  HNa 

1.  Thrombosis  of  vein 

2.  Nausea  and  vomiting 

3.  Blood  depression 

a.  Initial  lymphopenia 

b.  Late  neutropenia  and  thrombopenia 

c.  Anemia 

d.  ? coagulation  defect 

We  believe  that  thrombophlebitis  of  the  injected 
vein  can  be  almost  entirely  eliminated  by  the  use 
of  the  above  technique  of  administration.  It  was 
encountered  twice  when  the  nitrogen  mustard  solu- 
tion was  injected  directly  into  the  vein,  but  in  no 
case  after  the  above  method  v;as  adopted. 

Nausea  and  vomiting  occurred  regularly  in  every 
one  of  our  patients,  beginning  soon  after  the  in- 
jection and  lasting  for  several  hours.  Diarrhea  was 
less  common.  These  symptoms  are  apparently  due 
to  a direct  toxic  effect  of  nitrogen  mustard  on  the 
gastro-intestinal  mucosa®.  They  were  usually  not 
severe,  and  almost  alwa}'s  subsided  by  the  follow- 
ing day.  In  a few  instances,  the  subsequent  injec- 
tion was  deferred  for  one  day  because  the  patient 
remained  weak,  but  in  no  case  was  it  necessary  to 
stop  treatment.  The  use  of  atropine  and  sodium 
phenobarbital  seemed  to  allay  the  gastro-intestinal 
reaction. 

By  far  the  most  serious  toxic  effect  of  nitrogen 
mustard  is  the  damage  to  blood  forming  tissue. 
This  is  the  limiting  factor  which  prevents  the  use 
of  larger  and  perhaps  more  effective  doses.  All  the 
elements  of  the  peripheral  blood  may  show  this 
effect. 

The  leukocytes  usually  show  an  initial  l>Tn- 
phopenia  beginning  soon  after  treatment  and  lasting 
only  a few  days.  During  the  third  week  after  treat- 
ment neutropenia  develops  with  a drop  in  the  total 
leukocyte  count.  This  is  of  variable  severity.  The 
leukopenia  usually  lasts  about  a week,  after  which 
the  blood  returns  to  normal  (Fig.  1). 

These  changes  were  observed  in  all  our  patients, 
although  in  some  they  were  very  slight.  The  total 
leukocyte  count  fell  usually  to  around  3,000  or 
4,000.  In  five  cases,  the  leukocyte  count  fell  to 
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Fig.  1 

below  2,000,  the  lowest  being  1,300  with  40%  neu- 
trophiles.  None  of  these  patients  showed  any  symp- 
toms of  neutropenia,  but  transfusions  were  given 
to  a few.  In  all  cases  the  blood  count  returned  to 
its  former  level  in  about  one  month.  When  leu- 
kopenia was  present  before  treatment,  the  leukocyte 
depression  was  no  more  severe  than  when  the  initial 
count  was  normal,  and  the  blood  count  subsequently 
returned  to  about  the  pre-treatment  level. 

Some  degree  of  depression  of  the  platelet  count 
was  observed  in  two-thirds  of  our  patients.  This  oc- 
curred during  the  second  and  third  weeks  and  rough- 
ly paralleled  the  neutropenia.  In  five  patients  the 
platelet  count  fell  to  below  50,000,  and  in  four  of 
these  petechiae  were  noted.  These  promptly  dis- 
appeared after  transfusions. 

Anemia  has  been  described  as  a toxic  effect  of 
nitrogen  mustard,  but  most  of  our  patients  showed 
very  little  change  in  red  cell  counts  after  treatment. 
One  patient  did  develop  a severe  anemia  which  may 
have  been  caused  by  the  drug  or  may  have  been  due 
to  his  disease.  When  severe  anemia  was  present  be- 
fore treatment,  transfusions  were  given  before  nitro- 
gen mustard  was  begun. 

Recently  the  occurrence  of  a blood  coagulation 
defect  following  nitrogen  mustard  therapy  has  been 
reported^^.  No  studies  of  clotting  time  w'ere  made 
in  our  patients.  However,  no  hemorrhagic  phe- 
nomena were  observed  other  than  the  petechiae  men- 
tioned above. 


Clinical  Results 

Twenty-four  patients  with  Hodgkin’s  disease 
were  treated  during  the  period  from  April,  1946,  to 
July,  1948.  Of  these,  five  were  treated  at  the  Medi- 


Table  II;  Summary  of  Data  on  Patients  Treated 


504 


Virginia  Medical  Monthly 


[October, 


»--z 

C/D  o 
— <3^  ^ 

•S  C = 
fe,  S ° 


41= 


5 41: 

D 


CJ  41: 
Z •• 

^ So 

o E !;  M 
2 n o 41: 


41: 


a m 

•g  G 

1 2 

a. 
fL  E 

■u 

2 c« 


W c 


c 

00  O 
3 

.2  ^ 

> ^ 

Ph  - 


r3  rt 


Q Q 


u T3  X 

V 

bfi 

< 


o 


o 


o 


o 


o 


u 


t.  « 


+ 


o 


o 


Q 


O 


O 


u 


w 


O 


O 


+ 


u 


+ 


o 


+ 


o 


+ 


o 


o 


o 


o 


+ 


o 


+ 


o 


o 


o 


+ 


+ 


o 


o 


o 


+ 


u 


o 


+ 


+ 


o 


+ 


o 


+ 


o 


+ 


w CQ 

^ s 


u.  n3 


o 


a 


+ i + 


« 


19491 


Virginia  Medical  Monthly 


SOS 


cal  College  of  Virginia  Hospital,  eleven  at  the  Vet- 
erans Administration  Hospital,  Richmond,  Virginia, 
and  eight  by  physicians  in  other  hospitals  who  have 
kindly  supplied  us  with  detailed  reports. 

Table  II  summarizes  the  clinical  data  on  these 
patients.  The  diagnosis  of  Hodgkin’s  disease  was 
established  in  all  cases  by  biopsy.  In  twenty  cases 
the  biopsy  report  was  Hodgkin’s  granuloma,  and 
in  four  (cases  6,  7,  14,  and  22)  Hodgkin’s  sarcoma. 
In  one  patient  (case  5)  progression  from  the  granu- 
lomatous to  the  sarcomatous  stage  was  observed. 

In  all  cases  the  disease  had  become  widely  dis- 
seminated, and  in  all  cases  definite  symptoms  were 
present.  There  was  considerable  variation,  however, 
in  the  apparent  rate  of  progression.  In  some  (e.g., 
cases  1,  8,  and  24)  the  disease  appeared  to  be  very 
slowly  progressive,  and  the  general  condition  of  the 
patient  was  good.  In  otliers  (e.g.,  cases  2,  6,  14, 
18)  the  duration  of  the  illness  had  been  brief  and 
the  course  rapidly  downhill. 

Seventeen  patients  had  received  previous  irradia- 
tion. In  these  irradiation  had  become  ineffective, 
either  because  of  true  radio-resistance  of  the  tumoi 
or  because  of  wide  dissemination.  The  other  seven 
had  had  no  previous  therapy.  Nitrogen  m.ustard  was 
given  because  the  widespread  involvement  made  ir- 
radiation seem  impractical. 

There  can  be  no  doubt  that  nitrogen  mustard  has 
a very  definite  effect  in  Hodgkin’s  disease.  Some 
patients  showed  no  change  at  all  after  treatment,  but 
in  most  some  type  of  beneficial  effect  was  seen. 

Symptomatic  improvement  w^as  most  striking.  All 
the  patients  who  showed  any  response  felt  definitely 
better  after  treatment.  Their  appetites  improved 
and  they  felt  stronger.  Progressive  weight  loss  was 
checked  and  in  several  instances  a marked  gain  in 
weight  followed  treatment. 

Fever  was  relieved  in  twelve  out  of  twenty  pa- 
tients who  were  febrile.  In  some  cases  the  tempera- 
ture became  normal  after  the  first  injection.  More 
commonly,  fever  subsided  by  lysis  over  a five  or 
six  day  period  (Fig  2).  Cessation  of  fever  brought 
relief  of  sw’eats,  headache,  and  malaise. 

Pain  was  not  a common  symptom  but  was  pres- 
ent in  ten  patients.  These  had  pain  referable  to 
superficial  nodes,  or  to  pleural,  abdominal,  or  verte- 
bral lesions.  In  eight  of  these  patients  pain  com- 
pletely subsided  after  nitrogen  mustard  treatment. 
One  patient  who  was  bedridden  with  painful  verte- 
bral lesions  was  completely  relieved  and  walked  nor- 
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Fig.  2 

mally  after  treatment  although  x-rays  showed  fur- 
ther extension  of  vertebral  destruction  (case  24). 

Objective  improvement  w'as  definite  but  less  strik- 
ing than  the  symptomatic  relief.  Enlarged  lymph 
nodes  generally  showed  softening  and  regression  in 
size  (Fig  3).  Resolution  of  the  nodes  was  not  al- 
ways complete.  Enlarged  livers  and  spleens  became 
smaller  but  in  most  instances  did  not  subside  en- 
tirely to  normal.  Enlarged  mediastinal  nodes  showed 
some  decrease  in  size  but  did  not  entirely  disappear. 
In  general,  large  tumor  masses  did  not  respond  very 
well  to  nitrogen  mustard. 


Fig.  3.  Nitrogen  mustard  6.1  mg.  given  daily  for  4 days 
6-21-48  to  6-24-48.  Note  marked  decrease  in  size  of 
mass  of  cervical  nodes. 
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Hodgkin’s  disease:  serial  biopsies  x4oo 
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Fig”.  4.  Serial  biopsies  illustrate  degenerative  changes  in  Hodgkin’s  tissue  in  lymph  nodes  following 
nitrogen  mustard  with  subsequent  recovery  of  tumor,  (See  text) 


Four  patients  with  pulmonary  infiltrations  were 
treated.  One  of  these  (case  15)  showed  striking 
improvement.  Two  (cases  10  and  13)  showed  no 
response  but  were  later  found  at  autopsy  to  have 
a complicating  tuberculosis.  The  fourth  patient 
(case  5)  was  unimproved,  and  subsequently  was 
found  to  have  progressed  to  the  sarcomatous  stage 
of  the  disease.  One  patient  with  pericardial  effu- 
sion (case  16)  showed  dramatic  subsidence  of  fluid 
and  relief  of  tamponade  after  treatment. 

One  patient  with  Hodgkin’s  disease  of  the  skin 


(case  18)  showed  no  improvement  after  nitrogen 
mustard,  while  skin  areas  which  were  irradiated 
cleared  considerably. 

Serial  lymph  node  biopsies  were  obtained  before 
and  after  treatment  in  case  5 (Fig.  4).  The  initial  bi- 
opsy showed  a typical  Hodgkin’s  granuloma.  This 
patient  showed  a very  poor  clinical  response  to  treat- 
ment, but  nevertheless  marked  degenerative  changes 
are  seen  in  the  node  removed  immediately  after 
completion  of  therapy.  In  the  third  biopsy  a week 
later,  the  tumor  tissue  appears  to  be  recovering.  A 
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fourth  biopsy  one  month  later  shows  a definitely 
sarcomatous  lesion.  The  transition  from  granuloma 
to  sarcoma  is  fairly  often  seen  in  Hodgkin’s  dis- 
ease, and  there  is  no  particular  reason  lor  believ- 
ing that  nitrogen  mustard  was  responsible  for  this 
change. 

In  general,  the  effect  of  nitrogen  mustard  in 
Hodgkin’s  disease  is  the  production  of  some  type 
of  remission.  The  remissions  that  we  observed 
varied  considerably  in  completeness  and  in  dura- 
tion. Inevitably,  symptoms  and  evidence  of  pro- 
gression of  the  disease  recurred.  When  the  initial 
response  justified  it,  recurrences  were  again  treated 
with  nitrogen  mustard.  Treatment  was  not  repeated 
within  a month  because  of  the  danger  of  cumula- 
tive depression  of  the  bone  marrow.  We  know  of 
no  limit  to  the  number  of  courses  of  treatment  that 
may  be  given  if  the  patient  continues  to  respond  and 
does  not  develop  bone  marrow  depletion.  However, 
to  date  none  of  our  patients  has  had  more  than 
three  courses. 

In  Table  II,  we  have  attempted  to  evaluate  the 
total  beneficial  effect  to  the  patient  of  each  course 
of  treatment.  Results  are  listed  as  good  where  the 
patient  very  definitely  improved  both  subjectively 
and  objectively.  IMost  of  these  patients  became  free 
of  symptoms  and  were  able  to  leave  the  hospital  and 
resume  some  sort  of  activity.  Results  are  listed  as 
fair  where  definite  improvement  was  seen  but  th“ 
remission  was  incomplete  or  very  brief.  Results  are 
listed  as  none  where  the  effects  were  either  absent 
or  so  slight  as  to  be  of  no  benefit  to  the  patient. 

Table  III:  Summary  of  Results 

Course  Course  #2  Course  #3 


Good 10  5 1 

Fair 6 6 2 

None  8 3 2 


24  14  5 

These  results  are  summarized  in  Table  III.  On 
the  initial  course  of  treatment,  results  were  consid- 
ered good  in  ten  patients,  fair  in  six,  and  none  in 
eight.  These  figures  mean  very  little  statistically, 
but  give  some  idea  of  the  results  to  be  expected  in 
treating  this  type  of  patient.  It  will  also  be  seen 
that  results  were  poorer  with  successive  courses  of 
treatment. 

The  durations  of  the  remissions  produced  are 
listed  in  Table  II.  These  have  been  disappointing- 
ly brief.  While  some  longer  remissions  occurred. 


the  mean  duration  is  about  six  weeks.  With  suc- 
cessive courses  of  treatment,  remissions  tend  to  be- 
come briefer  until  finally  no  response  is  obtained. 

^lost  of  the  patients  treated  have  subsequent!) 
died.  It  does  not  appear  to  us  that  nitrogen  mustard 
treatment  has  appreciably  prolonged  their  lives,  it 
has  undoubtedly  restored  many  of  them  to  at  least 
temporary  comfort  and  hope. 

Discussion 

These  results  are  not  at  first  impressive.  But  con- 
sidering the  type  of  patients  who  were  treated,  we 
believe  that  nitrogen  mustard  has  been  definitely 
useful.  Most  of  these  patients  could  have  received 
palliation  by  no  other  means.  Some  of  them  might 
have  been  equally  well  treated  with  irradiation. 

It  seems  to  us  that  the  results  obtained  are  most 
closely  correlated  to  the  rate  of  progression  of  the 
disease.  In  the  slowly  progressive  case,  nitrogen 
mustard  produces  a good  response  and  the  remis- 
sion may  be  of  considerable  duration.  In  the  more 
malignant  or  rapidly  progressive  case,  the  response 
is  poorer  and  the  remission  briefer.  In  the  sar- 
comatous form  of  Hodgkin’s  the  results  are  very 
poor.  The  underlying  course  of  the  disease  is  not 
altered.  This  is  probably  equally  true  of  irradia- 
tion or  of  any  other  palliative  measure  that  does 
not  eradicate  the  disease. 

The  effect  of  nitrogen  mustard  on  individual 
lymph  nodes  appears  to  us  to  be  less  than  could  be 
expected  from  irradiation.  For  this  reason  irradia- 
tion remains  the  treatment  of  choice  in  localized 
disease,  or  where,  although  spread  has  taken  place, 
all  the  nodes  are  still  accessible  to  irradiation.  In 
very  early  localized  disease  radical  surgery  followed 
by  irradiation  should  be  considered. 

Where  large  tumor  masses  are  present,  and  may 
be  causing  pressure  symptoms,  we  believe  that  ir- 
radiation will  be  more  effective  than  nitrogen  mus- 
tard. 

When  the  disease  has  become  widely  disseminated 
and  particularly  where  abdominal  involvement  is 
present,  results  with  irradiation  are  usually  poor. 
These  are  the  cases  where  nitrogen  mustard  is  most 
useful.  The  presence  of  severe  symptoms,  particu- 
larly fever,  is  usually  indicative  of  involvement  of 
internal  nodes.  In  these  cases,  nitrogen  mustard 
may  give  very  gratifying  results. 

Figure  5 illustrates  our  conception  of  the  difference 
in  the  effects  of  irradiation  and  nitrogen  mustard. 
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X RAY  EFfCCT  LOCALIZED, 
CONCENTRATED 


Hf^EFFECT  DIFFUSE,  LESS 
CONCENTRATED 


Fig.  5.  Our  impression  of  the  difference  in  effects  of  irradia- 
tion and  nitrogen  mustard. 


Irradiation  exerts  a more  concentrated  effect,  in 
more  readily  controlled  dosage,  and  is  preferred  in 
localized  disease.  Nitrogen  mustard  has  perhaps  a 
less  concentrated  effect  in  present  dosages,  but  acts 
throughout  the  body  and  is  preferred  where  wide- 
spread disease  is  present. 

It  is  apparent  that  the  present  dosage  of  nitrogen 
mustard  is  ineffective  against  highly  malignant 
forms  of  Hodgkin’s  disease.  This  applies  also  to 
other  highly  malignant  lymphomas  such  as  lym- 
phosarcoma and  reticulum  cell  sarcoma.  In  seek- 
ing palliation  for  these  patients,  we  must  accept 
greater  risks.  Studies  are  in  progress  of  the  effects 
of  larger  single  injections  of  nitrogen  mustard  com- 
bined with  irradiation  in  these  cases. 


Conclusions 

1.  The  nature  and  mode  of  action  of  the  nitro- 
gen mustard  compounds  are  reviewed. 

2.  Observations  are  presented  on  the  treatment 
with  nitrogen  mustard  (HN2)  of  twenty-four 
patients  with  disseminated  Hodgkin’s  disease. 

3.  Nitrogen  mustard  had  a definite  palliative 
effect  in  two-thirds  of  these  patients. 

4.  Irradiation  is  the  treatment  of  choice  in  lo- 
calized or  still  accessible  Hodgkin’s  disease. 

5.  Nitrogen  mustard  is  the  treatment  of  choice 
where  widespread  dissemination  of  the  disease 
has  occurred. 

6.  Nitrogen  mustard  in  the  present  dosage  is  in- 
effective against  highly  malignant  or  sarcoma- 
tous Hodgkin’s  disease. 
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Discussion 

Dr.  Byrd  S.  Leavell,  Charlottesville:  Dr.  Tucker  has 
given  an  excellent  discussion  of  the  use  of  nitrogen  mus- 
tard in  the  treatment  of  Hodgkin’s  disease.  The  experi- 
ence which  Drs.  Kay  and  Tucker  report  in  24  patients 
with  Hodgkin’s  disease  is  very  similar  to  that  which  we 
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have  had  at  the  University  of  Virginia  Hospital.  The 
authors  are  very  conservative  in  drawing  conclusions. 
Perhaps  it  is  worth  emphasizing  that  the  patients  which 
have  received  this  form  of  treatment  have  been  patients 
in  the  terminal  stages  of  disease  or  patients  with  wide- 
spread disease.  Usually  they  had  become  refractory  to 
other  forms  of  treatment.  The  prognosis  in  this  type  of 
individual  is  quite  different  from  the  individual  with 
localized  untreated  disease.  The  fact  that  no  prolonga- 
tion of  life  has  been  demonstrated  is  no  serious  criticism 
of  this  form  of  therapy  since  irradiation  and  other  forms 
of  therapy,  even  in  the  milder  forms  of  disease,  probably 
do  not  prolong  life  more  than  a few  months.  The  fact 
that  nitrogen  mustard  does  have  some  effect  on  these 
individuals  is  the  important  thing.  The  dramatic  clinical 
improvement  that  occurs  in  some  of  these  patients,  the 
cessation  of  pain,  the  disappearance  of  fever,  the  im- 
provement in  well  being,  are  more  impressive  in  the 
various  individuals  than  the  statistical  results.  Even 
more  important  is  the  hope  that  some  compound  with 
action  similar  to  that  of  nitrogen  mustard  will  be  de- 
veloped and  will  have  less  toxic  reaction  and  a better 
therapeutic  effect. 

We  have  seen  no  toxic  reactions  except  those  associated 
with  nausea  and  vomiting  and  leukopenia.  As  a rule  the 
nausea  and  vomiting  occurred  one  and  a half  to  two  hours 
after  the  injection  and  it  has  been  possible  to  treat  some 
patients  on  out-patient  basis  with  this  drug.  If  they  have 
time  to  rest  for  half  an  hour  and  then  reach  home  before 
the  nausea  and  vomiting  begins,  we  find  no  objection  to 
treating  these  individuals  when  they  are  not  confined 
to  the  hospital. 

The  course  of  disease  in  some  of  our  patients  has  sug- 
gested that  sensitivity  to  x-ray  therapy  was  regained. 
Other  authors  have  reported  similar  observations.  The 
effect  of  combined  x-ray  and  nitrogen  mustard  therapy 
has  not  been  evaluated.  I would  like  to  ask  Dr.  Tucker 
if  he  has  observed  any  incident  of  aggravation  of  symp- 
toms following  nitrogen  mustard  therapy.  We  had 
become  accustomed  to  looking  out  for  swelling  in  med- 
iastinal tumors  treated  with  x-ray,  but  felt  that  such  a 
reaction  was  very  unlikely  with  nitrogen  mustard.  We 
have  recently  seen  an  individual  with  Hodgkin’s  disease 
who  had  an  extradural  tumor  in  the  spinal  canal  who 
developed  complete  block  and  progression  of  symptoms 
on  two  occasions  after  a course  of  nitrogen  mustard 
therapy. 

Dr.  J.  Powell  Willia.ms,  Richmond:  I should  like  to 
discuss  very  briefly  the  group  of  cases  Dr.  Tucker  men- 
tioned in  his  paper  who  received  larger  doses  of  mustard 
in  combination  with  x-ray.  I brought  some  films  with 
me,  but  I do  not  see  an  illuminator,  so  will  not  be  able 
to  show  them. 

V 

The  first  case  was  a patient  who  came  up  from  North 
Carolina  who  had  had  a biopsy  with  marked  increase  in 
rate  of  growth  immediately  afterward.  The  histopatho- 
logical  diagnosis  was  lymphosarcoma.  At  that  time,  the 
mass  was  about  the  size  of  an  orange,  located  in  his 


right  groin,  and  fungating  through  the  biopsy  wound. 
He  was  given  0.3  mg.  of  nitrogen  mustard  per  kg.  body 
weight,  which  is  three  times  the  usual  dose.  Within 
thirty  minutes,  he  was  gotten  to  the  x-ray  room  and  was 
given  1,000  r units  of  x-ray.  The  mass  melted  away 
like  magic.  It  might  have  done  so  with  nitrogen  mustard 
alone  or  with  x-ray  alone,  but  nevertheless  the  recession 
was  spectacular. 

The  next  case  was  a man  with  a mass  in  the  neck. 
It  was  not  a large  mass  and  could  not  account  for  the  very 
high  Pel-Ebstein  type  of  temperature  which  went  to 
104  and  105  degrees.  We  concluded  that  he  had  a mass 
of  glands  in  his  retroperitoneal  space,  although  we  could 
not  demonstrate  them.  So  he  was  treated  with  nitrogen 
mustard  and  x-ray  to  the  abdomen,  the  same  dosage  as 
above  being  used.  On  the  fourth  day  his  temperature 
returned  to  normal  and  his  recovery  was  uneventful. 
Biopsy  in  this  case  showed  Hodgkin’s  disease. 

In  the  third  case,  I do  not  know  exactly  what  the  diag- 
nosis is  because  the  pathologists  let  us  down.  He  was 
diagnosed  as  lymphoblastoma  at  Duke.  We  disagree  with 
that  diagnosis  and  preferred  neuroblastoma.  He  has  had 
four  biopsies  since  which  have  only  added  to  the  con- 
fusion. He  was  treated  with  x-ray  and  the  first  time 
got  a very  good  result  and  was  sent  home  on  a thirty-day 
leave.  He  came  back  after  twenty-eight  days  because 
the  mass  in  his  left  axilla  had  begun  to  grow  again.  He 
was  treated  again  and  sent  home  but  returned  in  less  time. 
Each  time  thereafter  the  period  of  remission  was  shorter. 
On  the  most  recent  admission,  he  presented  a mass  near 
the  mid-line  of  the  neck  which  displaced  both  the  trachea 
and  esophagus  and  made  swallowing  difficult,  so  we 
decided  to  augment  our  efforts  by  the  use  of  nitrogen 
mustard.  He  was  given  0.3  mg.  per  kg.  intravenously 
and  then  taken  immediately  to  radiology.  Just  as  he  was 
rolled  in,  the  machine  broke  down.  The  roentgenologist, 
being  a smart  doctor,  put  him  on  the  table  anyway  be- 
cause he  had  been  there  before  and  knew  what  to  expect. 
He  got  no  radiation  whatever,  but  the  response  to  the 
mustard  alone  was  good.  The  mass  in  his  neck  subsided 
and  he  experienced  great  relief,  but  today — thirteen  days 
after  treatment — he  is  complaining  again  of  dysphagia. 

The  fourth  case  was  a man  of  23  with  inoperable 
carcinoma  of  the  lung  whose  tumor  had  continued  to 
grow  rapidly  in  spite  of  enzyme  block  and  intensive  x-ray 
therapy.  He  was  finally  given  0.3  mg.  of  nitrogen  mus- 
tard per  kg.  intravenously  and  within  half  an  hour  1000 
r units  of  roentgen  therapy  through  two  portals.  The 
disease  did  not  falter  in  its  stride  and  he  continued  rap- 
idly downhill  to  his  death. 

The  fifth  case,  a negro  of  48  with  adenocarcinoma  of 
the  rectosigmoid  with  metastases  to  the  liver  and  lungs, 
was  treated  with  the  hope  that  the  nitrogen  mustard  might 
render  these  notoriously  resistant  tumor  cells  more  vulner- 
able to  x-ray.  He  received  two  intravenous  injections  of 
nitrogen  mustard  combined  with  x-ray  therapy  with  an 
interval  of  three  weeks  between.  Both  the  liver  mass  and 
the  x-ray  shadows  of  the  lung  metastases  increased  in 
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size  during  treatment  and  he  went  on  to  death  just  as 
rapidly  as  if  he  had  received  no  treatment  at  all;  if  not 
more  so. 

This  was  the  only  case  so  far  treated  in  which  the 
white  blood  count  dropped  below  1000  per  cmm.  It  hit 
a low  point  of  750  per  cmm.  on  the  tenth  day  after  the 
first  treatment,  but  returned  rapidly  to  a normal  of  8000 
before  the  second  treatment.  It  was  10,000  at  the  time  of 
death,  with  180,000  platelets  and  12  grams  of  hemoglobin. 

The  sixth  and  last  case  to  be  reported  was  a young 
white  man  who  had  had  a mass  in  the  lower  third  of  the 
femur  for  more  than  two  years  which  from  x-ray  exami- 
nation had  been  thought  to  be  benign  cystic  disease.  It 
was  finally  biopsied  and  still  there  was  doubt  as  to  its 
true  nature;  a second  biopsy  was  reported  by  the  Army 
Institute  of  Pathology  to  be  fibrosarcoma  and  the  leg  was 
amputated,  but  this  time  there  were  metastases  in  the  lung 
and  he  was  transferred  to  us  for  roentgen  therapy.  Be- 
cause of  the  resistant  nature  of  such  tumors  to  the  x-ray, 
it  was  more  or  less  expected  that  little  would  be  accom- 
plished by  this  means  alone,  but  it  was  started  and  con- 
tinued until  it  was  obvious  that  the  original  metastases 
were  growing  and  new  areas  appearing.  Then  enzyme 
block  was  added  with  the  same  lack  of  results.  Finally, 
nitrogen  mustard  0.3  gm.  per  kilo  followed  by  roentgen 
therapy  1200  r units  through  three  portals  within  half 
an  hour  was  super-added,  but  the  disease  progressed  un- 
abated to  death. 

Our  limited  experience  would  seem  to  indicate  that 
nitrogen  mustard  even  in  relatively  large  doses  is  ineffec- 
tive save  in  tumors  of  lymphoid  origin  and  we  have  been 
unable  to  show  as  yet  that  the  combined  therapy  offers 
any  significant  advantage  over  older  methods.  We  have 
at  present  a group  of  eight  or  ten  patients  still  under 
observation  and  expect  to  continue  clinical  investigation 
along  these  lines  in  the  hope  the  future  and  more  exten- 
sive experience  may  offer  more  encouragement. 

Note: 

12/30/48. — The  first  three  patients  in  whom  initial  good 
results  were  reported  have  all  since  died  of  their  disease. 
Patient  No.  3,  in  whom  the  diagnosis  was  in  doubt,  has 
come  to  autopsy  and  apparently  had  an  anaplastic  car- 
cinoma arising  from  the  left  main  bronchus. 

Dr.  Wm  R.  Kay:  In  an  article  entitled  “A  Coagula- 
tion Defect  Produced  by  Nitrogen  Mustard”,  published 
in  Science  (107:474,  1948,  May  7),  the  authors  (T.  R. 
Smith,  L.  O.  Jacobson,  C.  L.  Spurr,  J.  G.  Allen,  and  M.  H. 
Block)  point  out  that  in  certain  patients  (and  normal 
rabbits)  nitrogen  mustard  therapy  may  produce  a pro- 
longation of  whole  blood  coagulation  time  similar  to  the 
effect  of  ionizing  radiation.  The  defect  is  due  to  the 


appearance  of  an  anticoagulant  in  the  blood  biologically 
indistinguishable  from  heparin.  Five  patients  with  neo- 
plastic disease  treated  with  nitrogen  mustard  developed 
a prolongation  of  the  coagulation  time  and  two  of  the 
patients  died,  having  diffuse  large  hemorrhages.  Two 
of  these  patients  received  0.1  mgm./kg.  daily  for  four 
days,  one  received  four  injections  of  0.1  mgm./kg.  every 
12  hours,  one  received  four  injections  of  0.1  mgm./kg. 
at  seven-hour  intervals,  and  one  received  two  injections 
of  0.3  mgm./kg.  at  six-hour  intervals.  It  was  not  stated 
which  patients  died,  but  in  view  of  the  fact  that,  as  Dr. 
Williams  mentioned,  larger  doses  are  now  being  used  in 
some  patients,  it  might  be  worthwhile  to  determine  coagu- 
lation times  in  these  patients.  The  coagulation  defect 
can  be  controlled  by  the  intravenous  administration  of 
toluidine  blue  or  protamine. 

As  regards  the  beneficial  effects  of  nitrogen  mustard  in 
Hodgkin’s  disease,  Rhoads,  in  his  most  recent  summary, 
states  that  subjective  improvement  is  seen  in  about  90 
per  cent  of  the  patients  treated,  and  objective  improvement 
in  about  75  per  cent. 

As  Dr.  Tucker  points  out,  thromboses  at  the  site  of 
administration  of  the  drug  may  be  avoided  by  use  of 
the  method  outlined. 

I would  like  also  to  emphasize  that  the  drug  should 
be  freshly  prepared  for  each  administration  and  any 
excess  should  be  discarded. 

Dr.  Tucker,  closing  the  discussion:  We  have  not  no- 
ticed preliminary  swelling  of  tumor  masses  treated  with 
nitrogen  mustard,  such  as  sometimes  occurs  following 
irradiation.  We  have  thought  that  nitrogen  mustard 
might  be  preferable  to  irradiation  in  the  patient  with  a 
large  mediastinal  mass  with  tracheal  compression,  where 
even  transient  swelling  and  edema  might  endanger  life. 
Further  study  of  the  early  changes  in  lymph  nodes  fol- 
lowing nitrogen  mustard  will  be  necessary  to  decide  this 
point. 

We  did  hav'e  one  patient  with  Hodgkin’s  involving  the 
pleura  who  developed  a large  bloody  pleural  effusion 
following  nitrogen  mustard  treatment.  It  is  possible  that 
degeneration  of  the  tumor  tissue  might  lead  to  such 
undesirable  results. 

Dr.  Williams  has  mentioned  the  use  of  large  single 
doses.  We  are  employing  the  single  dose  method  now, 
giving  usually  0.3  mg.  per  kilogram  of  body  weight.  We 
have  treated  only  a few  patients  in  this  way.  In  some 
the  results  seem  better  than  with  the  repeated  smaller 
doses.  In  patients  with  large  tumor  masses  we  are  using 
a single  large  dose  of  mustard  combined  with  a single 
heavy  dose  of  irradiation. 

I agree  with  Dr.  Kay  that  we  should  follow  the  clotting 
time  especially  when  using  the  larger  doses  of  mustard. 
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PROTEIN  DEFICIENCY  IN  SURGICAL  PRACTICE* 


Charles  S.  White,  M.D.,  Sc.D., 

Head  of  Department  of  Surgery,  Doctor’s  Hospital, 
^^’ashington,  D.  C. 


Since  the  beginning  of  human  history  the  loss  of 
blood  has  been  regarded  invariably  as  a serious 
threat  to  life,  but  only  within  our  memory  has  the 
loss  of  the  non-cellular  or  liquid  constituent  of  the 
blood  received  consideration.  In  the  not  too  dis- 
tant past,  blood  has  been  regarded  as  a physiologi- 
cal fluid  consisting  of  cells  suspended  in  plasma 
functioning  as  a unit  and  the  possibility  that  the 
fluid  could  be  lost  without  the  cells  received  scant 
notice  until  Epstein  conclusively  showed  that  loss 
of  proteins  was  associated  Avith  edema;  Whipple^ 
and  his  associates,  by  animal  experimentation, 
stressed  the  vital  part  that  plasma  played  in  many 
body  functions  and  explained  many  physiological 
and  pathological  manifestations  which  had  pre- 
viously baffled  the  profession. 

Another  deterrent  to  our  progress  has  been  the 
lack  of  a medium  wnth  which  we  could  compensate 
for  the  loss  of  protein.  As  noted  above,  AMiipple 
was  one  of  the  pioneers  who  focused  our  attention 
upon  the  value  of  proteins  in  maintaining  nutrition, 
but  he  went  further  and  pxiinted  out  that  protein 
was  essential  in  repelling  and  curing  infections. 
Ravdin^  investigated  some  surgical  aspects  of  pro- 
tein, and  his  contributions  will  be  referred  to  again. 

In  various  surgical  conditions  the  average  re- 
quirement of  protein  may  be  altered  to  a variable 
degree,  but  it  can  be  stated  as  a principle  that  any 
unusual  demand  upon  the  body  protein  will  be  re- 
flected in  the  level  or  content  of  the  protein  in  the 
plasma;  therefore,  the  protein  level  may  be  regarded 
as  an  index  of  the  reserve,  which  may  be  depleted 
until  it  reaches  a critical  level.  Brief  illnesses  and 
minor  operations  do  not  as  a rule  upset  the  reserve, 
and  any  temporary  deficiency  is  met  by  the  normal 
physiological  response  plus  alimentation.  For  ex- 
ample, an  interval  appendectomy  or  a simple  hemi- 
oplasty  will  show  a negative  nitrogen  balance  for 
a few  days,  during  which  time  the  patient  receives 
little  food  and  may  vomit  occasionally.  He  depends 
upon  the  stored-up  proteins  to  meet  the  temporarj’ 
increased  demand.  We*  have  reviewed  a series  of 

*Read  before  the  annual  meeting  of  the  Medical  So- 
ciety of  Virginia  in  Richmond,  October  18-20,  194-8. 


such  cases  and  have  shown  that  the  amount  of  nitro- 
gen excreted  is  in  excess  of  the  nitrogen  intake, 
parenterally  or  otherwise,  and  usually  the  patient  is 
in  a negative  balance  or  sustains  a net  loss  of  nitro- 
gen. Just  as  soon  as  the  patient  can  assimilate  ade- 
quate food,  his  nitrogen  balance  is  adjusted;  and, 
should  he  gain  weight,  there  may  exist  a positive 
nitrogen  balance. 

There  are  three  sources  of  proteins  within  the 
body  which  can  be  drawn  upon  by  the  normal 
physiological  mechanism,  both  in  health  and  disease. 
Whipple*  classifies  them  as:  (1)  Labile  reserve, 
which  is  quickly  and  readily  appropriated,  (2)  Dis- 
pensable reserve,  largely  residing  in  the  muscles, 
(3)  Indispensable  or  fixed  tissue  protein,  a con- 
stituent of  the  liver.  The  mechanism  by  which  these 
classes  of  proteins  become  available  is  complex  and 
often  modified,  and  even  nullified  by  organic  dis- 
ease. Proteins  can  be  regenerated  even  in  low  con- 
stitutional states  and  in  the  absence  of  adequate  pro- 
tein intake.  In  the  presence  of  a long  continued 
drain  on  the  protein  mechanism,  the  level  reaches 
a low  point  and  is  often  arrested,  suggesting  some 
sort  of  protective  mechanism. 

The  average  healthy  individual  maintains  his 
protein  level  by  an  adequate  diet  and  can  meet  the 
emergency  of  minor  and  brief  major  operations  with- 
out serious  depression  of  his  nitrogen  balance  or 
plasma  protein.  We  are  more  concerned  with  the 
patient  whose  proteins  are  depleted  and  must  sub- 
mit to  operative  measures.  That  such  situations 
are  not  uncommon  is  borne  out  by  our  observations 
of  consecutive  cases  admitted  to  Gallinger  Hospital, 
which  showed  that,  in  50  cases  on  admission,  the 
protein  level  was  subnormal  in  16.5%  of  cholecysti- 
tis; 33  per  cent  in  carcinoma  of  the  stomach,  and 
33  per  cent  in  cases  on  non-bleeding  duodenal  ulcers. 
Other  clinicians  had  similar  experiences. 

These  are  some  of  the  factors  which  are  concerned 
in  the  reduction  of  plasma  protein: 

(1)  Inadequate  intake,  which  may  arise  from  a 
variety  of  circumstances,  such  as  voluntarj^  restric- 
tion, starvation,  anorexia,  chronic  alimentarj-  ob- 
struction. 
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(2)  Mai  assimilation  such  as  may  arise  from  dis- 
eases of  the  stomach  and  pancreas. 

(3)  Failure  of  the  protein  forming  mechanism, 
seen  most  frequently  in  diseases  of  the  liver. 

(4)  Excessive  loss  by  the  way  of  a gastro-intesti- 
nal  fistula,  diarrhea,  excessive  emeses,  gastro-intesti- 
nal  tubal  aspiration,  constitutional  diseases,  malig- 
nancies. 

(5)  Immoderate  demands  by  hypermetabolism, 
noted  in  thyroid  disease,  protracted  fevers  and  ex- 
cessive physical  activity. 

.Although  a few  additional  causes  of  protein  de- 
ficiency could  be  added,  it  is  not  necessary  to  elabo- 
rate on  the  various  items  listed,  as  they  are  almost 
self-evident.  These  would  apply  to  the  chronic 
rather  than  the  acute  type  of  hypoproteinemia,  as 
the  deficiency  is  usually  designated.  Experience  has 
indicated  that  6.5  grams  of  protein  in  100  grams  of 
plasma  is  a normal  percentage  for  all  practical  pur- 
poses, while  the  lowest  level  consistent  with  a good 
prognosis  is  5.0% — by  common  consent  called  the 
critical  level.  Between  these  two  levels  a state  of 
hypoproteinemia  exists,  the  degree  accentuated  as 
it  approaches  the  critical.  A single  estimation  with- 
out consideration  of  dehydration,  hemocon  centra - 
tion,  edema,  or  hemorrhage  can  be  misleading;  and 
all  factors  contributing  to  its  variation  should  be 
evaluated  before  measures  are  undertaken  to  remedy 
any  apparent  deficiency.  The  ratio  of  the  albumin 
to  the  globulin  in  the  plasma  is  roundly  two  to  one, 
but  for  practical  purposes  the  ratio  can  be  forgotten 
in  the  majority  of  surgical  cases  and  only  the  total 
protein  content  be  estimated.  After  all,  it  is  the 
albumin  which  is  the  more  active  fraction  and  the 
one  that  is  responsible  for  most  of  the  problems  con- 
cerned in  meeting  protein  deficiencies. 

Miranda’’  has  suggested  a classification  of  nutri- 
tional deficiences  which  has  much  to  recommend  it. 
Those  conditions  due  to  insufficient  nourishment 
may  properly  be  divided  as  follows;  (1)  Under- 
nutrition, or  inadequate  caloric  intake;  (2)  Mal- 
nutrition or  vitamin  deficiency;  (3)  hypoproteino- 
sis,  deficiency  of  protein  intake.  Miranda  proposed 
the  latter  name,  hypoproteinosis,  for  which  we  have 
been  calling  hypoproteinemia,  and  makes  a sharp 
distinction  between  the  two.  Hypoproteinemia  is  a 
symptom,  but  not  necessarily  a constant  one,  of  hy- 
poproteinosis, which  in  his  definition  includes  many 
other  conditions  than  low  plasma  protein  levels. 
Hypoproteinosis  includes  all  those  conditions  which 


involve  low  protein  intake;  he  believes  that  it  af- 
fects young  children  and  may  be  characterized  by 
delay  in  growth,  diarrhea  and  lack  of  immunity  to 
disease.  Dehydration  is  often  present  with  its  at- 
tending low  blood  pressure,  cold  extremities  and 
dry  skin.  His  observations  and  deductions  are  in- 
teresting, if  not  convincing. 

For  the  clinical  consideration  of  the  protein  defi- 
cit, it  is  both  convenient  and  practical  to  consider 
the  acute  and  chronic  states  separately,  although 
two  may  merge.  The  best  example  of  acute  defi- 
ciency is  hemorrhage,  but  it  should  be  recalled  that 
serious  and  sustained  loss  of  plasma  alone  may  be 
noted  in  general  edema,  intestinal  obstruction, 
burns,  shock,  and  dehydration.  While  these  condi- 
tions are  often  met  in  an  acute  form,  they  may  as- 
sume a chronicity,  as  in  slowly  healing  burns.  Un- 
der such  conditions  complete  hemograms,  specific 
gravity  of  the  blood,  and  hematacrit  estimation 
should  be  laboratory  procedures  in  addition  to  de- 
termining the  protein  level. 

Plasma  volume  determination,  according  to  the 
method  of  Evans,  is  without  doubt  a much  more  ac- 
curate way  of  assessing  the  protein  content  of  the 
blood.  Most  hospital  laboratories  are  not  equipped 
or  not  conversant  with  it,  and,  consequently,  it  is 
not  a service  the  medical  or  surgical  clinician  can 
obtain.  It  may  be  established  as  a routine  labora- 
tory procedure  in  the  near  future. 

The  deficiency  in  the  acute  conditions  is  best  met 
by  a knowledge  of  the  underlying  cause.  There  is 
no  substitute  for  blood  when  blood  has  been  lost, 
but  the  use  of  plasma  as  a stop  gap,  when  the  proper 
type  of  blood  is  unavailable  at  once,  has  a definite 
place  in  the  treatment.  When  loss  of  blood  is  not 
the  exciting  cause  of  hypoproteinemia,  then  blood 
must  be  used  cautiously,  as  its  over-use  may  be  at- 
tended with  packing  the  capillaries  with  cells,  and  the 
danger  of  reaction  is  not  negligible.  If  time  is  an  im- 
portant factor,  we  may  expect  prompt  response  with  a 
minimal  risk.  When  an  emergency  does  not  exist, 
there  are  several  amino-acid  solutions  for  intra- 
venous use  which  are  reliable;  and  they  can  be 
supplemented  by  highly  concentrated  amino-acid 
mixtures  for  oral  use.  The  response  to  this  therapy 
is  often  satisfactory  unless  the  underlying  cause  is 
irremediable.  Shock  is  so  frequently  associated  with 
hemorrhage  that  some  confusion  arises  in  the  dif- 
ferentiation, and  in  such  instances  the  liberal  use  of 
plasma  is  good  therapy,  with  or  without  blood;  too 
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mucli  dependence  should  not  be  placed  upon  solu- 
tions of  electrolytes  and  glucose,  as  their  effects, 
insofar  as  restoring  blood  pressure  are  concerned,  is 
fleeting. 

The  consideration  of  chronic  protein  deficiency 
presents  a formidable  list  of  surgical  diseases  and 
complications,  but  it  is  a phase  of  surgical  pre- 
operative and  post-operative  treatment  that  has  re- 
ceived sporadic  notice.  A partial  list  of  the  condi- 
tions in  which  we  find  protein  depletion  would  in- 
clude post-operative  edema,  prolonged  infections, 
persistent  gastro-intestinal  fistulae,  peritonitis,  hepa- 
titis, cirrhosis,  ulcerative  colitis,  hyperthyroidism, 
malignant  neoplasms.  In  any  of  the  foregoing,  the 
level  of  the  protein  may  be  conspicuous  by  its  low 
/ state,  but  completely  overlooked  unless  an  estima- 
tion is  made. 

The  symptoms  of  deficiency  of  protein  do  not 
stand  out  as  an  entity,  but  are  submerged  with  other 
complaints  and  signs  of  the  primary  disease.  There 
are  some  symptoms,  however,  which  are  indicative 
and  suggestive  of  a low  protein  level,  and  it  may  be 
well  to  consider  now  the  chronic  type.  Suppression 
of  urine  is  not  an  infrequent  accompaniment  of 
many  surgical  conditions,  and  it  has  been  shown 
that  upon  osmotic  pressure  the  excretion  of  fluids 
is  largely  dependent.  The  lowered  content  of  the 
albumin  in  the  plasma  is  reflected  in  the  renal  func- 
tion; and  by  re-establishing  the  level  the  excretion 
of  water  is  greatly  facilitated.  The  impairment  of 
the  liver  function  as  the  result  of  low  proteins  is 
now  recognized.  Gyorgy  and  Goldblatt^  found  that 
necrosis  and  cirrhosis  of  the  liver  were  present  in 
rats  on  a low  protein  diet,  and  it  has  been  corrobo- 
rated by  other  investigations,  and  the  addition  of 
metheonine  to  the  diet  would  prevent  the  pathologi- 
cal changes  in  the  liver.  Beems  and  Endicott  have 
applied  the  research  in  a series  of  clinical  cases 
with  a very  favorable  response.  We  are  on  the 
threshold  of  some  important  advances  in  hepatic  dis- 
ease largely  related  to  protein. 

One  of  the  most  striking  effects  of  protein  defi- 
ciency is  the  loss  of  body  weight  and  strength.  Dur- 
ing the  post-operative  period  the  demand  for  pro- 
tein is  usually  not  satisfied  either  by  the  ingestion 
and  assimilation  of  food  or  by  parenteral  fluids; 
consequently,  the  labile  and  dispensable  reservesi 
are  drawn  upon,  as  well  as  the  stored  sugars  and 
fats.  If  the  replacement  is  insufficient,  loss  of  weight 
becomes  an  actuality  although  rarely  is  any  attempt 


made  to  weigh  the  patient.  The  loss  of  weight  fol- 
lowing major  operations  varies  from  five  to  fifteen 
pounds.  That  proteins  participate  in  the  loss  is  in- 
controvertible as  a determination  of  the  nitrogen 
balance  day  by  day  will  verify.  We®  have  investi- 
gated and  reported  a series  of  cases  where  an  ac- 
curate record  was  kept  of  the  intake  and  output 
of  protein  and  a negative  balance  was  always  pres- 
ent in  our  cases  in  major  op>erations.  One  could  be 
deceived  by  the  mere  maintenance  of  the  patient’s 
weight  if  scales  were  the  only  criterion  of  loss,  be- 
cause the  liberal  use  of  parenteral  fluids,  often  with 
an  excess  of  sodium  chloride,  leads  to  edema.  Low 
plasma  protein  is  often  associated  with  accumula- 
tion of  interstitial  fluid,  referred  to  as  surgical 
edema.  Under  either  of  these  conditions,  a patient 
may  show  an  increase  in  weight  after  an  opera- 
tion, but  in  a negative  nitrogen  balance.  We  should 
regard  loss  of  weight  as  an  invasion  of  the  patient's 
reserve  of  protein.  Swelling  of  the  scrotum,  edema 
of  the  face,  hands,  and  back  are  early  signs  of  sur- 
gical edema,  but  these  are  only  the  external  or 
visible  evidence.  At  the  same  time  there  is  hidden 
edema  in  the  muscles,  the  lungs,  and  even  the  heart 
may  be  involved. 

The  chronic  surgical  case  often  presents  a nu- 
tritional problem,  particularly  in  reference  to  pro- 
tein; and  it  is  well  not  to  forget  that  every  cell  in 
the  body  contains  some  form  of  protein.  Most  of 
us  can  recall  cases  of  persistent  vomiting,  incom- 
plete intestinal  obstruction,  diarrhea,  discharging 
fistulae,  or  malignant  disease  in  which  there  has 
been  a steady  decline  in  the  weight  and  strength  of 
the  patient  that  is  not  reflected  in  the  routine  hemo- 
gram or  urinalysis.  In  such  cases  adequate  lab- 
oratory examinations  will  demonstrate  that  a nega- 
tive nitrogen  balance  is  present  and  the  plasma 
protein  is  approaching  the  critical  level.  We  should 
alert  ourselves  to  the  poss  bilities  in  such  cases,  not 
that  the  downward  trend  can  always  be  arrested, 
but  at  least  an  intelligent  effort  can  be  made  in  that 
direction. 

Surgeons  have  been  baffled  and  embarrassed  by 
the  disruption  of  abdominal  incisions  which  had 
been  closed  with  meticulous  care  in  a routine  man- 
ner. For  no  accountable  reason  the  wounds  open 
or  disrupt  with  little  or  no  evidence  of  healing  about 
a week  after  the  operation.  It  has  been  convenient 
and  usual  to  place  the  blame  on  catgut,  insecure 
knots,  or  acts  of  the  patient,  such  as  coughing, 
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sneezing,  or  getting  out  of  bed.  The  explanations 
were  not  convincing  because  the  concepts  were  not 
in  accord  with  facts.  Ravdin  was  able  to  show  be- 
yond a reasonable  doubt  that  most  of  the  accidents 
occurred  in  animals  in  which  there  was  a deficiency 
in  protein,  but  the  wounds  healed  promptly  when 
adequate  protein  was  given.  Subsequent  clinical 
experience  corroborated  Ravdin’s  work  and  now  it 
is  accepted  by  those  qualified  to  judge  that  low  pro- 
tein level  delays  the  healing  of  ulcers,  bedsores  and 
surgical  wounds,  irrespective  of  their  location.  Co 
Tui  has  convinced  many  that  the  healing  of  peptic 
ulcers  can  be  accelerated  by  the  use  of  amino  acids, 
which  is  just  another  way  of  furnishing  protein. 

Many  unexplained  intra-abdominal  surgical  com- 
plications, such  as  leaking  anastomosis,  and  ob- 
struction, may  be  closely  related  to  protein  defi- 
ciency. How,  then,  shall  the  deficiency  be  met  in 
the  chronic  case?  We  do  not  believe  it  is  practical 
to  run  a nitrogen  metabolism  test  on  each  patient, 
but  the  routine  laboratory  examinations  plus  a 
plasma  protein  level  should  be  obtained  in  any 
case  and  at  any  time  that  the  question  of  protein 
deficiency  arises,  and  the  decision  will  be  based  on 
a comprehensive  history  and  a careful  examination 
at  such  periods  as  our  judgment  would  dictate.  As 
noted  under  acute  hypoproteinemia,  blood  transfu- 
sions have  a place  where  more  blood  cells  are 
needed,  but  aside  from  this  we  should  depend  on 
plasma  and  amino  acids  plus  glucose  parenterally, 
to  which  are  added  such  alimentations  that  supply 
protein,  carbohydrates,  and  fat  that  can  be  assimi- 
lated. We  are  so  compelled  for  many  reasons  to 
rely  on  parenteral  solutions  to  maintain  nutrition 
and  supply  a reasonable  number  of  calories,  that 
our  first  thoughts  turn  to  solutions  infused  directly 
into  the  circulation.  The  cost  of  plasma  prohibits 
its  use  in  large  amounts  or  over  a long  period  of 
time,  although  it  is  almost  an  ideal  source  of  pro- 
tein because  it  is  utilized  more  rapidly  than  any 
other  intravenous  solution,  and  if  properly  prepared 
and  given,  is  devoid  of  risk  or  reaction. 

We  are  often  comp)elled  for  obvious  reasons  to 
rely  on  parenteral  solutions  to  maintain  nutrition 
as  well  as  to  supply  a sustaining  number  of  calories, 
and  there  are  at  hand  a variety  of  preparations  for 
this  purpose.  The  cost  of  plasma,  at  least  until 
recently,  prohibits  its  unlimited  use,  although  it 
has  the  advantage  of  being  rapidly  utilized,  has 
minimal  reaction  and  may  supply  antibodies  \yhich 
could  be  a factor  in  combating  infections.  Just 


what  protection  or  curative  measures  lie  in  the 
globulin  of  the  plasma  cannot  be  expressed  in  sta- 
tistics, but  enough  evidence  is  at  hand  to  believe  it 
has  a therapeutic  value.  Should  it  be  asked  how 
much  plasma  should  be  given  at  a single  adminis- 
tration or  how  much  daily,  I would  say  that  I do 
not  know,  but  20  c.c.  for  every  kilo  of  body  weight 
in  24  hours  is  not  far  wrong.  A word  of  caution  is 
necessary  regarding  the  use  of  pooled  plasma.  Un- 
less every  single  donor  contributing  to  the  pool  is 
thoroughly  screened,  the  danger  of  hepatitis  can- 
not be  ignored.  It  is  better  to  use  plasma  from  a 
single  individual  in  which  the  possibility  of  hepati- 
tis does  not  exist. 

Garrott®  and  his  associates,  in  a recent  contribu- 
tion to  the  therapy  of  hypoproteinemia,  on  the  basis 
of  the  critical  study  of  nine  cases,  found  the  pro- 
tein concentration  was  most  effectively  altered  by 
the  administration  of  blood  and  plasma.  He  noted 
that  while  the  level  in  the  plasma  was  not  always 
immediately  elevated,  the  total  plasma  in  the  cir- 
culation showed  a marked  response.  Though  it  was 
possible  to  maintain  nitrogen  balance,  much  pro 
tein  introduced  into  the  circulation  through  the  use 
of  blood  and  plasma  could  not  be  accounted  for, 
and  it  was  presumed  that  it  was  converted  into  tis- 
sue protein.  Whipple  originally  proposed  this  ex- 
planation. 

The  response  to  any  form  of  protein  therapy  may 
not  be  apparent  in  the  plasma  level,  particularly  in 
protracted  illnesses;  and  impaired  activity  of  the 
protein-forming  mechanism  residing  in  the  liver 
could  account  for  the  delay,  but  the  response  is 
more  rapid  after  blood  and  plasma  than  any  other 
intravenous  fluid. 

They  felt  that  whole  blood  added  considerable 
protein  through  the  hemoglobin  and  should  espe- 
cially be  indicated  even  in  mild  anemia  with  low 
plasma  protein.  They  conclude  their  contribution 
by  stressing  the  generous  use  of  blood  and  plasma 
and  urge  the  necessity  of  increasing  the  available 
supply  of  both. 

We  have  used  most  of  the  amino-acid  solutions 
now  offered  to  the  profession;  and,  though  we  have 
our  preference,  most  are  satisfactory  if  given  with 
the  technical  care  the  procedure  rates  and  with  ob- 
servation of  the  patient  during  the  administration. 
We  have  found  that  with  amino-acids  alone  it  is 
almost  impossible  to  keep  the  patient  in  nitrogen 
equilibrium,  and  for  that  reason  we  have  supple- 
mented this  form  of  therapy  with  glucose  in  salt 
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solution  and  glucose  in  distilled  water.  By  this 
means  it  is  possible  to  maintain  a positive  balance 
and  supply  adequate  calories  for  a convalescent 
patient.  It  has  been  our  practice  following  most 
major  surgical  cases,  particularly  those  involving 
the  gastro-intestinal  tract,  to  give  1000  c.c.  of  amino- 
acid  solution,  1000  c.c.  of  5%  glucose  in  saline, 
and  1000  c.c.  of  5%  glucose  in  1000  c.c.  of  dis- 
tilled water  in  the  first  and  second  post-operative 
twenty-four  hours,  gradually  tapering  off  as  the 
patient  tolerates  liquids.  To  this  we  frequently  add 
vitamin  B complex  and  vitamin  C,  not  because  there 
exists  a clear  indication  for  their  use,  but  because 
parenteral  fluids  are  deficient  in  vitamins,  and  no 
ill  effects  follow  their  use.  There  seems  to  be  no 
formula  or  guide  that  has  been  generally  adoj)ted 
for  the  use  of  vitamins,  but  their  use  seems  empiri- 
cal, or  rests  on  no  firmer  foundation  than  the  fancy 
of  the  medical  attendant. 

Those  patients  in  which  some  type  of  gastric  or 
intestinal  drainage  has  been  employed,  such  as  the 
Wangansteen,  Canter,  or  Harris  tube,  over  a period 
of  hours  or  days,  will  need  more  than  3000  c.c.  of 
fluid  parenterally.  Should  the  patient  present  evi- 
dence of  serious  protein  deficiency,  more  active 
measures  should  be  adopted,  chiefly  by  increasing 
the  amount  of  plasma.  When  the  plasma  level  ap- 
proaches 5 grams  or  less,  no  form  of  protein  therapy 
is  followed  by  an  immediate  response,  but  perse- 
verance is  the  keynote  of  the  treatment. 

Bovine  plasma  is  not  a safe  substitute  for  human 
plasma,  and  at  this  writing  has  no  place  in  the  ther- 
apy of  protein  deficiency.  Concentrated  albumin  and 
globulin  from  human  plasma  almost  eliminate  them- 
selves by  reason  of  the  expense  of  preparation  and 
do  not  warrant  much  discussion  as  a routine  ther- 
apeutic agent.  No  preparation  of  gelatin  is  equal 
to  the  amino-acid  solutions  in  protein  deficiency; 
gelatin  contains  very  little  available  protein  and  it 
has  been  recommended  chiefly  to  raise  or  maintain 
blood  pressure  in  shock. 

Several  years  ago  we  attempted  to  utilize  ascitic 
fluid  obtained  from  patients  with  hepatic  cirrhosis 
as  a substitute  for  plasma,  visualizing  it  as  a pro- 
tein solution  in  abundant  supply,  but,  first  using  it 
on  animals,  we  found  its  effects  unpredictable  and 
sometimes  alarming.  Davis,  who  assisted  us  in  this 
work,  has  continued  the  investigation  and  reports 
some  satisfactory  results,  but  it  has  not  found  much 
popularity. 

We  are  in  entire  accord  with  Sir  Berkeley  Moyiii- 


han,  when  he  said,  “We  have  made  surgery  safe  for 
the  patient;  now  let  us  make  the  patient  safe  for 
surgery.” 
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Discussion 

Dr.  Charles  M.  Caravati,  Richmond:  Dr.  White  has 
presented  to  us  convincing  evidence  that  low  protein  re- 
serves are  common  in  surgical  disorders,  particularly  in 
post-operative  states.  He  states  that  about  one-sixth  of 
the  patients  with  cholecystitis  and  one-third  of  patients 
with  uncomplicated  peptic  ulcer  show  low  serum  proteins 
upon  admission. 

The  need  for  proteins  in  all  surgical  disorders  is  well 
known.  Wound  healing  requires  adequate  available  pro- 
tein. Weight  loss,  which  always  occurs  post-operatively, 
causes  a reduction  of  serum  protein,  due  to  lessening  of 
the  blood  volume. 

To  meet  these  requirements,  adequate  protein  must  be 
given:  In  order  to  raise  tissue  protein  one  gram,  about 
30  grams  of  serum  protein  must  be  formed.  Therefore, 
large  quantities  of  utilizable  protein  must  be  administered. 

The  oral  route  is  always  preferable.  Restoration  of 
normal  serum  levels  are  more  readily  accomplished  in 
this  manner  than  by  the  parenteral  routes.  Post-opera- 
tively, this  may  be  given  through  the  oro-jejunal  tube, 
inserted  at  operation.  Whole  blood  is  the  most  effective 
intravenous  substance  to  correct  hypoproteinemia.  Plasma 
and  amino  acids  raise  serum  levels  very  little.  You  cannot 
maintain  positive  nitrogen  balance  by  the  giving  of  any 
known  single  protein. 

It  is  important  to  emphasize  that  there  is  seldom  a single 
deficiency.  When  protein  stores  are  exhausted,  there  are 
usually  other  deficiencies  such  as  vitamins  and  electrolytes. 
Most  often  when  there  is  hypoproteinemia,  post-opera- 
tively, there  is  also  hypochloremia.  Therefore,  in  plan- 
ning substitution  therapy,  we  should  administer  all  sub- 
stances which  are  deficient — replace  proteins,  chlorides, 
potassium,  vitamins,  blood  and  all  other  substances  which 
may  be  inadequate. 

I want  to  thank  Dr.  White  for  again  emphasizing  the 
importance  of  supplying  protein  to  surgical  patients.  He 
has  been  one  of  the  foremost  advocates  of  the  use  of  sup- 
plemental proteins  in  all  types  of  surgical  pathology  and 
has  had  extensive  experience  with  substitution  protein 
therapy. 
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THE  EARLY  DIAGNOSIS  OF  BRAIN  TUMOR- 


C.  C.  Coleman,  M.D.,t 
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and 

C.  E.  Troland,  M.D.,f 

Richmond,  Virginia. 


^\'rite^s  on  the  subject  of  brain  tumor  prior  to 
1900  and  during  the  first  two  decades  of  this  cen- 
tury emphasized  the  importance  of  early  diagnosis 
but  they  had  so  little  to  offer  in  accurate  localiza- 
tion and  cure  that  the  profession  was  not  interested 
in  a condition  with  such  a dismal  outlook.  Even 
at  the  present  time,  with  the  results  of  surgical 
treatment  of  brain  tumor  comparing  favorably  with 
the  results  of  treatment  of  other  major  tumors  there 
is  still  ;nuch  pessimism  in  the  minds  of  some  of  the 
profession  as  to  the  benefit  of  surgical  treatment  of 
brain  tumors  or  indeed  of  any  intracranial  lesion. 

The  diagnosis  and  treatment  of  brain  tumors 
made  no  progress  until  the  surgeon  assumed  re- 
sponsibility for  diagnosis,  localization,  operation 
and  post-operative  care,  and  ceased  to  function 
merely  as  the  hands  of  the  neurologists.  In  a dis- 
cussion of  brain  tumors  one  naturally  thinks  of 
the  monumental  work  of  Sir  Victor  Horsley  and 
Harvey  Cushing,  both  of  whom  were  pioneer  neuro- 
physiologists as  well  as  neurological  surgeons.  Un- 
der Cushing  the  operative  technic  of  brain  tu- 
mors far  out-stripped  diagnosis  but  because  of 
inaccurate  diagnosis  and  localization  many  of  the 
operative  procedures  consisted  only  of  a subtemporal 
decompression  for  the  relief  of  general  pressure 
from  a tumor  with  its  location  still  unknown. 

A patient  with  a brain  tumor  cannot  be  expected 
to  make  any  material  improvement  unless  the  tu- 
mor is  removed.  Decompression  for  the  relief  of 
general  pressure  from  tumor,  while  protecting  vi- 
sion and  reducing  headache,  nevertheless  accom- 
plishes no  lasting  benefit.  Early  diagnosis  of  brain 
tumors  with  modern  neurosurgical  methods  permits 
removal  of  the  tumor  before  local  pressure  may  cause 
}>ermanent  damage  of  adjacent  areas  of  the  brain 
or  before  generalized  pressure  results  in  impair- 
ment or  loss  of  vision. 

I'he  progress  made  in  the  treatment  of  brain  tu- 
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ical College  of  Virginia. 

•Read  before  the  annual  meeting  of  the  Medical  So- 
ciety of  Virginia  in  Richmond,  October  18-20,  1948. 


mor  during  the  last  two  decades  is  due  in  a large 
measure  to  the  alertness  of  general  practitioners, 
internists  and  ophthalmologists  who  have  become 
brain  tumor  conscious  and  thus  obtain  early  treat- 
ment for  these  cases.  By  merely  suspecting  a tumor, 
in  the  presence  of  chronic,  progressive  cerebral  dis- 
turbance, there  is  sufficient  conviction  to  have  such 
studies  made  as  will  either  verify  or  disprove  a 
tumor. 

A complete  discussion  of  diagnosis  in  brain  tumor 
would  require  a consideration  of  all  that  is  known 
of  cerebral  physiology.  Therefore,  this  discussion 
will  be  largely  confined  to  general  signs  and  symp- 
toms which  may  lead  to  a suspicion  of  an  intra- 
cranial neoplasm.  The  diagnosis  of  brain  tumor  is 
not  a laboratory  diagnosis,  regardless  of  how  many 
such  studies  are  made.  In  most  cases  the  physician 
will  find  himself,  at  the  completion  of  many  labora- 
tory studies,  about  where  he  started. 

At  this  point  it  may  be  well  to  speak  of  some  of 
the  studies  and  observations  ordinarily  used  to  de- 
termine whether  a patient  has  an  intracranial  neo- 
plasm. A careful  clinical  history  and  neurological 
examination  are  essential  in  every  case  of  chronic 
cerebral  disturbance.  Clinical  examination  may 
give  sufficient  objective  findings  to  warrant  fur- 
ther study  and  tests  to  establish  or  rule  out  a sus- 
pected localized  intracranial  lesion. 

Those  who  are  interested  in  the  subject  of  brain 
tumors,  through  their  own  experience  and  that  of 
others,  have  learned  to  suspect  brain  tumor  in  the 
presence  of  certain  simple  and  easily  observed  phe- 
nomena. As  one  of  many  examples,  when  a patient 
presents  himself  complaining  of  headache  and  dur- 
ing the  consultation  keeps  one  eye  closed,  a safe 
assumption  is  that  he  has  double  vision  and  closes 
one  eye  to  prevent  diplopia. 

Many  years  ago  when  brain  tumor  was  recog- 
nized only  after  the  growth  had  produced  tremen- 
dous intracranial  pressure,  the  symptoms  of  brain 
tumor  were  listed  as  headache,  choked  discs  and 
vomiting.  All  of  these,  when  due  to  tumor,  are  late 
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signs  and  symptoms  of  increased  intracranial  pres- 
sure due  to  obstruction  of  the  cerebrospinal  fluid 
circulation.  Vomiting  is  usually  a late  s}Tnptom 
when  due  to  tumor.  It  is  not  of  much  value  in  the 
diagnosis  unless  accompanied  by  persistent  head- 
ache, for  vomiting  may  be  caused  by  so  many  other 
conditions.  However,  when  severe  headache  from 
brain  tumor  is  accompanied  by  hurried  vomiting 
it  is  a s'gn  of  serious  intracranial  pressure  such  as 
may  prove  fatal  unless  promptly  relieved.  In  young 
children  with  frequent  unexplained  vomiting,  a neu- 
rological examination  should  be  done  with  careful 
examination  of  the  eye  grounds.  Nearly  all  pa- 
tients with  brain  tumor  causing  other  symptoms 
have  headache,  but  headache  alone  without  sup- 
porting signs  is  rarely  an  indication  of  brain  tumor. 
Furthermore,  since  headache  is  one  of  the  most 
common  of  human  complaints  and  brain  tumor  is 
relatively  rare  compared  with  the  number  of  head- 
aches, a very  small  percentage  of  patients  with  head- 
ache have  brain  tumor.  The  observing  physician 
will  soon  learn  that  headache  of  brain  tumor  dif- 
fers from  that  of  headache  due  to  other  conditions. 
For  instance,  the  headache  resulting  from  migraine 
is  one  of  the  most  severe  types  but  it  has  typical 
characteristics.  Patients  with  brain  tumor,  even 
with  choked  discs,  often  complain  little  of  head- 
ache unless  asked  about  it,  whereas,  patients  with 
functional  headache  will  complain  bitterly  and  in- 
cessantly and  state  it  cannot  be  relieved  by  any 
treatment  such  patients  have  usually  had.  The 
headache  of  brain  tumor  usually  can  be  relieved 
easily,  at  least  temporarily.  Often  five  or  ten  grains 
of  aspirin  will  relieve  such  headache.  Getting  out 
of  bed  and  walking  around  may  relieve  the  head- 
ache. One  will  find  that  headache  of  brain  tumor 
is  usually  worse  in  the  morning  after  the  patient 
has  remained  horizontal  for  some  hours,  increasing 
venous  stasis  in  the  brain  and  causing  greater  in- 
tracranial pressure.  When  there  is  sudden,  violent 
headache  in  the  occipital  region  in  a patient  with  a 
histor>’  of  chronic  headache,  one  would  suspect  a 
sudden  block  of  the  ventricular  system  and  should 
expect  a fatal  outcome  unless  the  intracranial  pres- 
sure is  promptly  relieved.  The  more  severe  a head- 
ache may  be  from  tumor,  the  more  dangerous  it  is 
to  give  opiates  for  relief.  In  such  cases  the  severe 
intracranial  pressure  from  the  tumor  is  already  im- 
pairing action  of  the  center  of  respiration  and  ad- 
ministration of  morphine  or  other  opiates  simply 


adds  to  the  embarrassment  of  the  already  compro- 
mised respiratory  center.  While  headache  is  pres- 
ent in  a great  majority  of  brain  tumor  cases  by  the 
time  the  physician  is  consulted,  some  patients  with 
large  tumors  have  no  complaint  of  headache  at  any 
tim.e  during  the  course  of  the  disease.  It  is  probable 
that  unless  the  tumor  is  attached  to  the  parietal 
dura  or  unless  it  is  causing  ventricular  obstruction, 
headache  will  not  be  a chief  complaint.  The  loca- 
tion of  headache  in  brain  tumor  is  of  little  value  in 
the  localization  of  the  lesion. 

Choking  of  the  optic  discs  is  an  objective  finding 
of  greatest  importance  in  the  study  of  intracranial 
lesions.  In  the  early  years  of  brain  tumor  surgery 
it  was  considered  necessary  to  find  choked  discs 
before  one  would  agree  to  the  diagnosis  of  brain 
tumor.  Modem  diagnosis  often  requires  the  recog- 
nition of  tumor  before  the  development  of  papil- 
ledema. There  are  two  main  effects  of  brain  tumor ; 
first,  the  local  effects  or  impairment  of  function  of 
cerebral  structures  in  contact  with  the  tumor;  sec- 
ond, generalized  increased  intracranial  pressure. 
It  is  highly  desirable  to  recognize  the  presence  of 
tumor  and  its  location  before  permanent  damage  is 
done  locally  or  to  vision  by  intracranial  pressure. 

A tumor  of  the  motor  cortex,  which  is  one  of  the 
easiest  of  all  to  diagnose,  should  be  strongly  sus- 
pected and  in  many  cases  diagnosed  by  its  local 
cerebral  effects,  such  as  Jacksonian  convulsions 
v/ith  progressive  weakness  of  the  extremity  in- 
volved. Another  easily  recognized  lesion  is  that  of 
tumor  of  the  pituitary  which  should  be  detected  be- 
fore the  patient  becomes  blind  from  pressure  on  the 
optic  chiasm.  Tumor  of  the  motor  area  and  pitui- 
tary are  practically  self-localizing  and  announce 
their  presence  by  characteristic  clinical  signs  and 
symptoms.  If  a tumor  in  the  motor  area  is  allowed 
to  grow,  the  patient  will  usually  develop  choked 
discs  in  addition  to  paralysis  of  the  contralateral 
extremities. 

It  is  well  to  remember  that  objective  findings  are 
of  greater  importance  than  subjective  complaints 
in  the  study  of  brain  tumor.  Choked  discs  or  visual 
field  defects,  progressive  loss  of  sensory  and  motor 
function  on  one  side,  or  Jacksonian  attacks  are  so 
clear  cut  there  should  be  no  doubt  of  the  presence 
of  a cerebral  lesion. 

Unlike  tumors,  such  as  cancer,  in  other  parts  of 
the  body,  malignant  tumors  of  the  brain  do  not 
become  inoperable  primarily  because  of  the  length 
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of  time  they  have  existed.  On  the  other  hand,  can- 
cer of  the  breast,  stomach  or  bowel  becomes  in- 
operable at  a certain  time,  due  to  extensive  metas- 
tases.  Tumors  of  the  brain  do  not  metastasize. 
While  the  brain  tumor  may  not  become  inoperable, 
complete  removal  is  not  always  possible  as  in  ex- 
tensive infiltrating  gliomas.  Moreover,  there  are 
certain  inoperable  brain  tumors  because  of  location. 
.\mong  these  are  pontine  tumors  and  infiltrating 
tumors  of  the  left  motor  and  speech  areas. 

The  importance  of  X-ray  examination  in  the  di- 
agnosis of  cranial  and  intracranial  lesions  is  well 
recognized.  However,  there  are  not  many  instances 
in  which  plain  skull  films  will  disclose  a tumor  al- 
though it  may  be  suggested  by  certain  secondary 
changes  in  the  skull.  In  late  cases,  convolutional 
impressions,  thinning  of  the  skull  and  separation  of 
sutures  in  children  are  frequently  seen  on  films  from 
high  intracranial  pressure.  X-ray  study  of  the  skull 
in  pituitary  tumors  gives  most  important  infonna- 
tion.  In  these  cases  the  sella  turcica  is  enlarged 
and  there  are  generally  some  erosive  changes  in  the 
walls  of  the  sella.  In  some  meningiomas,  a ver}’ 
common  benign  tumor  of  the  brain,  there  are  very 
often  bone  changes  with  enlargement  of  the  blood 
vessel  grooves  of  the  skull  overlying  the  tumor.  In 
tumors  of  the  cerebellopontine  angle  there  is  fre- 
quently enlargement  of  the  internal  auditory  meatus 
with  erosion  of  the  petrous  portion  of  the  temporal 
bone.  In  certain  rare  cases  there  may  be  calcifica- 
tion in  the  tumor  which  will  be  demonstrated  on 
X-ray  films.  When  the  pineal  body  is  calcified,  as  it 
is  normally  in  a large  percentage  of  adults,  consid- 
erable information  can  be  gained  as  to  whether  it 
occupies  its  normal  midline  position  or  whether  it 
is  shifted  away  from  the  side  of  a mass  lesion  by 
local  pressure.  In  the  vast  majority  of  early  cases, 
however,  plain  X-ray  films  will  not  give  the  in- 
formation desired,  particularly  as  to  the  location 
of  the  tumor.  In  many  cases.  X-ray  films  of  the 
chest  prove  of  more  value  in  the  diagnosis  of  brain 
tumor  than  X-ray  examination  of  the  skull.  It  is 
routine  in  our  clinic  in  the  study  of  brain  tumor  to 
make  X-ray  plates  of  the  chest  in  every  adult  pa- 
tient. We  insist  on  this  even  when  physical  ex- 
amination of  the  chest  by  the  internist  has  dis- 
closed no  signs  of  pathology.  If  a tumor  of  the 
lung  is  disclosed  in  the  presence  of  marked  cere- 
bral symptoms,  then  one  may  often  conclude  there 
are  meta.stases  in  the  brain. 


Brain  surgery  became  an  established  specialty 
only  after  the  development  of  ventriculography  by 
Dandy  in  1918.  This  is  the  most  valuable  contri- 
bution yet  made  not  only  to  the  diagnosis  of  brain 
tumor  but  to  cerebral  surgery  as  a whole.  The  au- 
thors believe  there  are  two  outstanding  and  most 
important  contributions  to  the  diagnosis  and  treat- 
ment of  brain  tumors:  (1)  the  meticulous  closure 
of  the  operative  wound  which  Cushing  emphasized 
and  practiced,  (2)  precise  localization  of  the  tu- 
mor by  air  studies  as  developed  by  Dandy.  Tumors 
of  the  brain  could  not  be  treated  successfully  in  the 
absence  of  either. 

.A.  few  years  before  Dandy  developed  ventriculog- 
raphy, Von  Eiselberg  stated  there  were  only  two 
kinds  of  brain  tumor  that  were  operable — -those 
which  were  made  manifest  by  Jacksonian  attacks, 
therefore  were  in  the  motor  area,  and  those  of  the 
pituitary  in  which  there  was  visual  impairment  and 
the  X-ray  films  showed  enlargement  of  the  sella. 
With  modern  diagnosis  it  is  possible  to  locate,  op- 
erate and  remove  tumors  successfully  in  practically 
every  part  of  the  brain. 

It  is  difficult  for  one  entering  brain  surgery  since 
Dandy’s  contribution  to  appreciate  the  uncertainty 
and  discouragement  of  surgery  of  brain  tumors 
prior  to  that  time.  There  were  brilliant  medical 
neurologists  but  it  was  impossible  for  them  by  clini- 
cal study  alone  to  make  accurate  localization.  Many 
tumors  removed  today  could  not  be  diagnosed  nor 
even  suspected  when  relying  on  neurological  study 
without  air  injection.  The  more  experience  one  has 
in  the  diagnosis  of  brain  tumor,  the  more  he  realizes 
the  value  of  air  studies  for  precise  localization. 
\^'ith  such  information  it  is  p>ossible  to  make  a 
direct  approach,  therefore  requiring  a much  smaller 
e.xploration.  Even  so,  the  value  of  air  injection  has 
by  no  means  excluded  the  importance  of  careful 
clinical  study  of  the  patient  as  a primary  part  of 
the  examination.  Unless  clinical  study  indicates 
the  need  of  ventriculography,  obviously  it  should 
not  be  done.  Air  injection,  or  any  other  operative 
procedure  no  matter  how  minor  it  appears,  is  not 
without  some  danger.  If  ventriculography  or  en- 
cephalography shows  no  evidence  of  tumor  or  other 
space  restricting  lesion,  the  danger  of  the  test  is 
extremely  slight,  but  if  the  films  show  a tumor,  then 
immediate  operation  is  demanded.  \\’ith  proper 
clinical  study,  supplemented  by  air  injection,  the 
diagnosis  of  brain  tumor  is  about  as  accurate  as 
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diagnosis  of  lesions  of  the  kidney  in  which  there 
are  also  mechanical  aids  to  diagnosis. 

The  profession  generally  thinks  of  brain,  tumor 
as  a slowly  developing  lesion  with  symptoms  that 
also  develop  slowly.  This  is  usually  the  case,  but 
there  are  cases  of  brain  tumor  (about  25%)  that 
manifest  themselves  in  an  explosive  manner,  simu- 
lating the  sudden  onset  of  symptoms  of  a cerebro- 
vascular accident.  For  instance,  a tumor  in  the 
ventricle,  due  to  suddden  change  of  posture,  may 
block  the  ventricle  and  produce  immediate  s)Tnp- 
toms  not  unlike  that  of  an  apoplectic  stroke.  The 
walls  of  blood  vessels  of  rapidly  growing  brain 
tumors  arc  fragile  and  may  rupture,  giving  rise  to 
sudden  onset  of  symptoms  by  enlargement  of  the 
tumor.  In  some  cases  a patient  may  develop  sud- 
den symptoms  from  thrombosis  of  one  of  the  large 
vessels  in  the  cerebral  hemisphere,  The  result  may 
be  extensive  softening  of  the  brain  with  edema,  and 
displacement  of  the  structures  to  the  opposite  side 
of  the  skull.  .\ir  injection  in  such  a case  may  not 
differentiate  between  thrombosis  and  tumor  but  in 
either  case  operation  should  be  done.  Air  studies 
should  be  made  in  all  cases  where  there  is  only  a 
slight  possibility  of  tumor. 

A patient  may  have  a brain  tumor  for  years  and 
suddenly  develop  SAmiptoms  from  rapidly  increas- 
ing cerebral  edema  caused  by  the  tumor  acting  as  a 
foreign  body  in  the  brain  tissues.  We  have  seen 
this  in  a number  of  cases  in  which  the  tumor  was 
small  and  did  not  block  cerebrospinal  fluid  cir- 
culation but  the  hemisphere  in  which  the  lesion  was 
located  was  edematous  and  greatly  enlarged  as  com- 
pared with  the  other  side. 

Convulsions  have  their  greatest  frequency  in  chil- 
dren, and  ordinarily  these  convulsions  are  not  due 
to  an  intracranial  neoplasm.  The  attacks  do  have 
a definite  underlying  pathology  which  is  often 
atrophy  or  scarring  of  the  brain  as  shown  b}-  air 
injection.  In  these  cases,  in  which  intracranial 
pressure  is  not  high,  a spinal  air  injection  is  done. 
When  convulsions  develop  after  the  age  of  25,  with 
no  history  of  head  injury,  brain  tumor  should  be 
suspected.  Ventriculography  or  encephalography  is 
indicated  in  every  such  case. 

Blood  pressure  observations  give  little  informa- 
tion in  the  study  of  brain  tumor.  As  a rule  the 
blood  pressure  tends  to  be  lower  than  normal  ex- 
cept at  such  times  as  the  intracranial  pressure  is 
suddenly  raised.  Lumbar  puncture  has  little  value 


in  the  diagnasis  of  brain  tumor,  and  in  cases  show- 
ing signs  of  increased  intracranial  pressure  this 
procedure  is  positively  dangerous.  Withdrawal  of 
fluid  at  lumbar  puncture  when  a brain  tumor  is 
causing  high  intracranial  tension  may  cause  hernia- 
tion of  the  cerebellar  lobes  into  the  foramen  mag- 
num, compressing  the  medulla,  often  with  a rap- 
idly fatal  result. 

Electroencephalography  has  received  considerable 
attention  from  those  interested  in  cerebral  disease. 
We  have  not  used  it  in  brain  tumor  cases  nor  would 
we  rely  on  its  findings  without  supplementary  en- 
cephalography or  ventriculography.  In  competent 
hands  and  with  expert  interpretation,  it  is  valuable 
in  the  study  of  convulsions. 

Summary 

The  following  brief  summary  is  made  to  give  added 
emphasis  to  certain  points  in  the  paper; 

(1)  The  diagnosis  of  brain  tumor  requires  an- 
swers to  the  following  questions:  (a)  Is  there  a 
tumor?  (b)  If  so,  what  is  the  location?  (c)  What 
is  the  type  of  tumor. 

The  answer  to  the  third  question  is  being  made 
with  increasing  frequency  before  operation  but  still 
with  far  more  uncertainty  than  the  answers  to  the 
first  two  questions. 

(2)  Brain  tumor  should  be  suspected  in  any  case 
showing  chronic,  progressive  cerebral  disturbance 
not  adequately  explained  on  some  other  basis. 

(3)  About  25%  of  brain  tumors  show  sudden 
onset  of  symptoms  similar  to  that  of  vascular  le- 
sions. Differentiation  can  be  made  only  by  air  in- 
jection in  many  cases  and,  if  there  is  any  doubt, 
a ventriculogram  should  always  be  made. 

(4)  Relatively  few  tumors  can  be  diagnosed  and 
localized  by  clinical  study  and  x-ray  examination 
alone.  If  there  is  reasonable  suspicion  of  tumor 
from  the  clinical  studies,  ventriculography  is  al- 
ways indicated. 

(5)  In  many  cases  in  which  the  surgeon  is  rea- 
sonably certain  of  the  diagnosis  and  location  of  brain 
tumor,  air  studies  are  still  indicated  for  precise  lo- 
calization to  permit  more  direct  surgical  approach 
to  the  tumor. 

Discussion 

Dr.  \V.  Gayle  Crutchfield,  Charlottesville;  I - am 
always  pleased  to  hear  Dr.  Coleman  speak,  and  I am 
glad  to  be  heie  this  morning  although  there  is  very  lit- 
tle, if  anything,  I can  add  to  what  he  has  said. 

The  mortality  from  brain  tumor  operations  is  between 
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ten  and  fifteen  per  cent,  perhaps  closer  to  ten  per  cent. 
This  could  be  greatly  reduced  by  earlier  hospitalization, 
as  pointed  out  by  Dr.  Coleman,  also  by  proceeding  with 
the  operation  just  as  quickly  as  possible  after  the  pa- 
tient is  admitted  to  the  hospital. 

The  mortality  and  morbidity  of  brain  tumor  cases 
awaiting  operation  in  hospitals  are  not  a matter  of  record 
insofar  as  I know,  but  I am  reasonably  certain  that  they 
would  reach  a substantial  figure.  Not  infrequently,  the 
patient  who  is  being  subjected  to  routine  studies  and 
who  does  not  appear  to  be  in  immediate  danger  suddenly 
develops  respiratory  paralysis  or  becomes  deeply  comatose. 
If  in  such  cases  immediate  operation  is  feasible,  it  is 
usually  fraught  with  many  difficulties  and  it  seldom  meets 


with  much  success.  To  cope  with  situations  such  as  this, 
I believe  all  of  us  should  regard  these  cases  as  emergencies 
and  proceed  with  surgical  treatment  at  the  earliest  pos- 
sible moment. 

It  is  very  depressing  to  see  patients  with  irreparable 
loss  of  vision  due  to  increased  intracranial  pressure,  par- 
ticularly since  so  many  of  these  patients  harbor  a benign 
growth.  So  many  of  the  malignant  tumors  progress  so 
rapidly  that  the  patient’s  life  is  lost,  or  there  is  obvious 
evidence  of  serious  disturbance  of  function  before  second- 
ary optic  atrophy  reaches  a serious  degree.  Loss  of 
vision  is  usually  gradual;  therefore,  the  early,  or  even 
reasonably  early,  recognition  of  a brain  tumor  should 
prevent  complete  loss  of  vision. 


Drug  Raises  Mental  Age. 

Encouraging  evidence  that  children  bom  with 
mongolism,  one  of  the  most  serious  and  least  un- 
derstood forms  of  mental  deficiency,  may  no  longer 
be  doomed  to  idiocy  or  imbecility  is  reported  by  re- 
searchers. 

Mongolism  takes  the  largest  toll  of  all  abnormal 
prenatal  conditions  among  the  normal  population 
of  the  United  States,  according  to  medical  authori- 
ties. About  three  out  of  every  thousand  babies  born 
in  a general  lying-in  hospital  in  this  country  are 
affected.  Mongoloid  babies  are  especially  lively 
and  imitative  and  have  characteristic  slanting  eyes, 
flattened  skull,  and  short  thumbs  and  little  fingers. 

In  seven  of  these  children,  mental  development 
has  been  significantly  accelerated  by  doses  of  glu- 
tamic acid,  one  of  the  chemical  compounds  known 
as  amino  acids  which  are  building  blocks  for  cells 
of  the  body,  Drs.  Frederic  T.  Zimmerman  and  Bes- 
sie B.  Burgemeister,  New  York,  and  Dr.  Tracy  J. 
Putnam,  Beverly  Hills,  Calif.,  write  in  a current 
issue  of  Archives  of  Neurology  and  Psychiatry, 
published  by  the  American  Medical  Association. 


Glutamic  acid  is  simple  to  administer  and  is 
generally  available  to  doctors. 

“The  average  mental  age  of  our  group  of  chil- 
dren with  mongolism  was  raised  from  three  years 
six  months  to  four  years  two  months,  or  a gain  of 
eight  months  in  the  six-month  treatment  period. 
This  is  higher  than  the  rate  of  growth  expected  of 
children  having  average  intelligence  (six  months  in 
a six-month  period)  and  more  than  twice  the  pre- 
vious rate  of  mental  development  of  the  group.” 

These  seven  children  are  only  a small  number  of 
a large  group  of  mongoloid  patients  now  receiving 
glutamic  acid,  and  the  doctors  do  not  know  yet 
whether  all  mongoloid  children  can  be  helped  by 
the  drug.  Pathologic  changes  in  the  spinal  cord  are 
known  to  be  present  in  some  mongoloid  children, 
and  may  be  the  cause  of  the  condition.  The  amount 
of  potential  mental  improvement  of  each  child  ap- 
pears to  depend  on  the  degree  to  which  the  nervous 
system  has  been  damaged,  the  doctors  say.  Experi- 
ments have  indicated  that  glutamic  acid  acts  as  a 
stimulant  to  production  of  impulses  by  the  nervous 
system.  The  learning  process  takes  place  through 
these  impulses. 
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RECENT  ADVANCES  IN  CATARACT  SURGERY- 


Elbyrne  G.  Gill,  M.D., 

Roanoke,  Virginia. 


Cataract  surgery  lias  undergone  a gradual  evolu- 
tion in  the  last  twenty  years  with  the  great  increase 
in  popularity  of  intracapsular  extraction.  The  ad- 
vantages of  removing  the  intact  capsule  are  unques- 
tionable and  should  be  evaluated  not  only  in  terms 
of  improved  visual  results,  but  in  terms  of  sparing 
the  patient  the  psychic  trauma  and  possible  economic 
uselessness  of  years  of  increasing  darkness  while 
he  waits  for  the  cortex  to  mature  sufficiently  for  an 
extracapsular  operation.  The  evolution  from  the 
extracapsular  to  the  intracapsular  method  had  its 
real  beginning  in  the  work  of  Col.  Henry  Smith  of 
the  British  Indian  Service.  In  1903,  Smith  pub- 


the  many  advantages  of  the  intracapsular  method 
and  the  excellent  results  obtained,  there  are  many 
good  ophthalmic  surgeons  who  continue  to  do  the 
extracapsular  operation,  .\mong  the  advantages  of 
the  intracapsular  method:  1st:  Can  be  done  with- 
out waiting  for  the  cortex  to  mature.  2nd:  Com- 
plications, such  as  iritis  and  iridocyclitis,  and  glau- 
coma are  less  likely  to  develop.  3rd:  Retained  corti- 
cal material  is  always  a potential  danger. 

It  is  possible  to  remove  the  lens  from  the  eye 
without  loss  of  vitreous  because  the  zonular  fibers, 
which  attach  to  and  support  the  lens,  are  independ- 
ent of  the  hyaloid  membrane  of  the  vitreous  and 


Fig.  1.  The  position  of  sutures  for  retracting  the  lids,  and  the 
conjunctival  incision. 

lished  a report  of  6,500  cataract  operations  in  which 
he  had  secured  very  good  results  by  expressing  the 
intact  capsule  by  external  pressure  alone.  Despite 

♦Read  before  the  annual  meeting  of  the  Medical  So- 
ciety of  Virginia  in  Richmond,  October  18-20,  1948. 


l''iK.  2.  Sutures  placed  in  cornea. 
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Fig.  3,  Corneo-scleral  sutures  tied  on  the  corneal  surface 
10  o’clock  and  2 o’clock,  and  also  the  conjunctival  sutures. 

has  the  effect  of  thickening  the  capsule  and  loosen- 
ing the  adhesion  between  the  capsule  of  the  lens 
and  the  hyaloid  membrane:  hence,  the  particular 
indication  of  intracapsular  surgery  as  the  procedure 
of  choice  in  senile  cataracts.  In  young  persons,  the 
suspensory  fibers  are  generally  so  elastic  as  to  make 
subluxation  of  the  lens  impossible. 

.\11  methods  of  lens  delivery  are  based  upon  one 
of  three  principles:  (1)  external  pressure  alone, 
(2)  subluxation  with  forceps  plus  some  degree  of 
external  pressure,  and  (3)  suction.  Procedures 
also  vary  as  to  whether  the  lens  is  delivered  head 
first  or  by  tumbling.  The  tumbling  technic  con- 
sists of  rupturing  the  lower  zonular  fibers  first  and 


applying  pressure  in  such  a line  as  to  cause  the 
lower  pole  of  the  lens  to  present  in  the  wound  first. 

Pressure  delivery  is  based  upon  the  principle  that 
pressure  applied  to  liquid  in  a distensible  sac  is 
transmitted  equally  iir  all  directions.  Smith’s  origi- 
nal technic  utilized  external  pressure  alone  to  effect 
either  a head  on  or  a tumbling  delivery.  The  tech- 
nic which  Ave  use  in  our  clinic  has  been  worked  out 
b}'  picking  up  a little  bit  here  and  a little  bit  there 
and  by  constantly  endeavoring  to  utilize  the  best 


Fig.  4.  The  method  of  applying  Verhoeff  capsule  forceps  to 
the  equator  of  the  lens  just  as  it  presents  in  the  wound. 
The  central  suture  is  used  for  traction  and  this  gives  the 
operator  a direct  view  of  the  lens.  Capsule  forceps  are 
applied  accurately  and  deliberately. 

features  of  any  procedure.  It  is  the  result,  not  only 
of  our  own  experience  in  operating,  but  of  observa- 
tions in  eye  clinics  in  various  parts  of  this  coun- 
try and  abroad  and  of  e.xperience  gained  in  assist- 
ing operators,  from  the  various  medical  centers,  at 
our  hospital  during  the  past  twenty  years  in  the 
AA-eek  of  our  spring  graduate  course.  Our  goal  is 
to  remoA'e  the  cataract  in  such  a Avay  as  to  cause  the 
least  possible  disturbance  of  the  functions  of  the 
eye  and  to  give  the  patient  useful  and  serAUceable 
vision.  Although  Ave  give  careful  attention  to  such 
things  as  proper  diagnosis,  a thorough  physical  ex- 
amination, and  necessary  preoperative  care,  includ- 
ing the  elimination  of  foci  of  infection,  Ave  have 


can  thus  be  ruptured  Avithout  a resultant  rupture  of 
the  hyaloid  membrane,  and  because  these  zonular 
fibers  do  not  come  into  contact  Avith  the  ciliary 
processes  except  in  their  posterior  portions,  whereas 
it  is  at  their  capsular  insertion  that  they  are  rup- 
tured in  extracting  the  lens.  These  fibers  are  Aveak- 
est  at  the  point  of  their  capsular  insertion  and  be- 
come more  weakened  Avith  advancing  age.  Age  also 
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found  that  more  depends  upon  the  operative  tech- 
nic than  upon  the  patient’s  general  condition  or  the 
type  of  cataract  involved,  ^^'e  have  noted  tliat  post- 
operative complications  have  been  reduced  in  di- 
rect ratio  to  our  improvement  in  surgical  technic. 
The  following  procedure  is  now  giving  us  uniformly 
good  results. 

Technic 

The  patient  is  admitted  to  the  hospital  one  day 
prior  to  the  operation  and,  after  a complete  physi- 
cal examination,  is  given  a mild  sedative  and  a 
soapsuds  enema.  As  safeguards  against  infection 
the  lachrA'inal  sacs  are  irrigated  the  night  before 
operation  with  a one  to  ten  thousand  solution  of 
penicillin,  and  after  the  patient  is  on  the  operating 
table  just  prior  to  the  operation,  one  drop  of  1 per 


Fig.  5.  The  method  of  closing  the  conjunctival  incision.  As 
many  sutures  can  be  used  as  necessary  to  completely  close 
the  wound. 

cent  silver  nitrate  is  instilled  into  the  e}e  and  im- 
mediately washed  out.  Occasionally  we  give  20,000 
units  of  penicillin  intramuscularly  every  three  hours 
for  twenty-four  hours  prior  to  operation.  The  de- 
cision as  to  whether  an  iridectomy  will  be  per- 
formed is  made  before  the  patient  comes  to  the  op- 
erating room  and  depends  upon  whether  or  not  the 
pupil  dilates  readily.  We  dilate  the  pupil  by  the 


method  which  Koke  has  described.  If  it  responds 
readily,  we  preserve  the  round  pupil,  but  if  it  does 
not,  we  perform  a full  iridectomy.  One  hour  before 
the  operation  we  give  an  h}  oscine,  morphine,  cactine 
tablet  hypodermically,  and  1 V2  grains  of  “nembutal” 
by  mouth.  Then  the  dilatation  is  begun  by  instilling 
two  drops  of  0.2  per  cent  scopolamine  hydrobromide 
in  the  cornea.  Thirty  minutes  later  two  drops  of 
0.5  per  cent  pontocaine  hydrochloride  are  instilled 
and  are  followed  in  two  minutes  by  one  drop  of  10 
per  cent  “neosynephrine”  liydrochloride.  After  the 
patient  is  taken  to  the  operating  room,  the  first  in- 
.stiliation  of  5 per  cent  cocaine  is  made,  and  two 
minutes  later  one  drop  of  “neosynephrine”  is  placed 
on  the  cornea.  .Approximately  fifteen  minutes  later 
local  anesthesia  is  completed.  If  we  suspect  that 


Fig.  6.  Wound  closed  and  round  pupil. 

the  patient  may  be  difficult  to  handle,  a retrobulbar 
injection  of  0.5  c.  c.  of  1 per  cent  solution  of  pro- 
caine with  epinephrine  is  made.  Akinesia  is  pro- 
duced by  the  van  Lint  method. 

We  do  not  use  a lid  speculum,  but  hold  the  lids 
open  and  the  eye  down  with  silk  sutures.  The  up- 
per suture  is  placed  under  the  superior  rectus  mus- 
cle 4 to  6 mm.  back  of  its  insertion.  Care  is  taken 
not  to  place  it  too  close  to  the  insertion  of  the  tendon 
as  this  makes  too  much  traction  upon  the  globe. 
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The  lower  lid  is  held  down  by  a suture  placed 
through  the  skin  near  the  lid  margin.  The  sutures 
are  attached  to  the  drapes  by  hemostats.  With  the 
speculum  eliminated  in  this  way  the  eye  may  be 
closed  quickly  and  easily  in  case  the  need  arises, 
and  there  is  no  traction  on  the  globe  so  that  the 
possibility  of  loss  of  vitreous  is  minimized. 

The  next  step  is  the  formation  of  the  conjunctival 
flap  which  is  3 mm.  from  the  corneal  limbus  and 
extends  a full  180  degrees  concentric  with  the 
limbus.  The  dissection  is  carried  out  very  carefully 
and  deliberately  to  avoid  buttonholing  and  includes 
not  only  the  conjunctiva  but  episcleral  tissues  as 
well.  The  conjunctiva  is  grasped  with  toothless 
forceps. 


Fig.  7.  Suction  tip  in  place  on  lens  capsule,  showing  lines 
of  stress.  (After  Thomas,  (Archives  of  Ophthalmology,  39, 
June,  1948.) 

.\11  bleeding  points  are  carefully  controlled  either 
with  epinephrine  or  by  touching  the  bleeding  points 
with  the  end  of  a strabismus  hook  which  has  been 
heated  in  the  flame  of  an  alcohol  lamp. 

Cornea  scleral  sutures  are  placed  by  using  a 
double-armed  number  6-0  silk  on  atraumatic  needles 
at  10:00  o’clock  and  2:00  o’clock.  One  needle  goes 
through  the  sclera,  conjunctiva,  and  cornea.  The 
other  only  goes  through  the  conjunctiva.  The  su- 
tures are  placed  before  making  the  keratome  in- 
cision. 

Conjunctival  sutures  are  placed  at  10,  12,  and 
2 o’clock.  The  two  lateral  sutures  go  through  both 
edges  of  the  conjunctiva  and  are  looped  out  of  the 
way.  The  central  suture  does  not  go  through  the 
upper  flap  of  the  conjunctiva  and  is  used  for  trac- 
tion by  the  assistant  during  the  iridectomy  and  the 
extraction  of  the  lens. 

.\  conjunctival  flap  of  the  size  used  makes  an 
incision  with  the  knife  unhandy;  so,  following  the 
technic  described  by  Cooper,  we  make  a keratome 


incision.  The  point  of  the  keratome  goes  through 
at  the  limbus  and  extends  the  full  width  of  the  cut- 
ting edge.  We  have  a specially  devised  keratome 
which  is  14  mm.  in  width  at  its  base.  The  incision 
is  widened  with  scissors.  By  repeated  small  snips 
the  incision  is  enlarged  to  the  horizontal  meridian. 
The  scissors  guide  the  incision  and  the  possibility 
of  injuring  the  iris  is  thus  eliminated. 

If  an  iridectomy  has  been  decided  upon,  it  is 
performed  at  this  point.  The  assistant  makes  slight 
traction  on  the  central  suture,  thus  bringing  the  iris 
clearly  into  view.  The  iris  is  grasped  near  the 


Fig.  8.  Capsule  forceps  in  place  on  the  lens  capsule,  showing 
lines  of  stress.  (After  Thomas.  Archives  of  Ophthalmology, 
3d,  June.  1948.) 

pupillary  border  and  the  iridectomy  is  performed. 
The  angles  of  the  coloboma  are  then  carefully  in- 
spected and  placed  in  good  position  with  an  iris 
repositor.  If  at  any  time  blood  enters  the  anterior 
chamber,  it  should  be  washed  out  immediately  with 
penicillin  solution  1-10,000. 

The  final  step  in  the  operation  is  the  extraction 
of  the  lens  in  capsule.  We  use  the  head  on  method. 
The  zonular  fibers  are  ruptured  by  point  pressure 
at  4 o’clock,  6 o’clock,  and  8 o’clock.  We  also  lift 
the  cornea  by  traction  on  the  central  suture  and  go 
inside  the  anterior  chamber  with  a very  small  iris 
repositor  and  make  gentle  pressure  on  the  iris  at 
3 o’clock  and  9 o’clock.  I'irm  continuous  pressure 
is  made  on  the  limbus  at  6 o’clock.  The  pressure  is 
very  slow,  careful,  and  deliberate,  and  is  never  re- 
leased. The  moment  the  lens  begins  to  present  in 
the  wound  it  is  straddled  with  Verhoeff  capsule  for- 
ceps and  delivered  by  manipulation  and  continuous 
pressure  from  below. 
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As  soon  as  the  lens  is  delivered,  the  corneorcleral 
sutures  are  gently  tied  on  the  corneal  surface.  Care 
is  taken  to  avoid  the  use  of  too  much  pressure.  The 
two  lateral  conjunctival  sutures  are  tied,  and  the 
iris  is  again  inspected.  The  central  conjunctival 
suture  is  then  placed  in  the  distal  flap  and  tied.  Ad- 
ditional sutures  can  be  placed  in  the  conjunctiva  if 
necessary  to  close  the  wound  completely.  Care  is 
taken  to  cover  the  incision  completely  as  a safe- 
guard against  infection.  If  for  any  reason  irriga- 
tion of  the  anterior  chamber  is  necessar)",  it  can  be 
carried  out  under  the  flap.  The  sutures  are  re- 
moved on  the  tenth  day. 

After  the  wound  is  securely  closed,  the  sutures 
in  the  lower  lid  and  the  superior  rectus  muscle  are 
removed,  and  1 per  cent  atropine  is  instilled  in  the 
conjunctival  sac.  W^e  routinely  use  atropine  rather 
than  eserine  because  we  consider  keeping  the  pupil 
well  dilated  an  additional  safeguard  against  pro- 
lapse of  the  iris  when  the  anterior  chamber  reforms. 
When  the  aqueous  comes  fonvard,  it  does  not  sweep 
the  iris  with  it  if  the  pupil  is  well  dilated.  We  also 
And  that  with  atropine  there  is  less  pain  immedi- 
ately following  the  operation. 

Only  the  operated  eye  is  bandaged,  and  if  every- 
thing goes  well,  we  allow  the  bandage  to  remain 
forty-eight  hours  before  dressing  the  wound  again. 
If  pain  occurs  within  twenty-four  hours  following 
the  operation  and  is  not  relieved  by  a mild  seda- 
tive such  as  empirin  compound,  the  eye  is  dressed 
immediately  and  every  twenty-four  hours  thereafter. 
The  patient  is  placed  in  bed  at  an  angle  of  from 
thirty  to  forty-five  degrees.  This  practice  has  great- 
ly relieved  post-operative  restlessness.  A very  dis- 
tressing symptom  immediately  follow’ing  the  opera- 
tion is  backache.  This  can  be  greatly  alleviated  by 
a preoperative  enema,  a well  cushioned  operating 
table,  a comfortable  bed  with  an  adjustable  back 
rest,  and  the  early  and  frequent  turning  of  the  pa- 
tient in  bed.  The  operative  eye  should  be  protected 
with  a shield  for  at  least  twenty  days  to  prevent 
possible  injury.  We  usually  allow  the  patient  out 
of  bed  at  the  end  of  twenty-four  hours,  and  if  he 
becomes  restless,  we  let  him  up  the  first  day.  We 
prefer  that  he  be  comfortable  out  of  bed  rather  than 
uncomfortable  in  bed.  The  average  period  of  stay 
in  the  hospital  is  about  eight  days. 

Advantages 

The  four  principal  advances  in  surgery  embodied 
in  this  procedure  are:  the  elimination  of  the  lid 


speculum,  the  full  180-degree  conjunctival  flap,  the 
keratome  incision,  and  the  combination  of  conjuncti- 
val and  corneoscleral  sutures.  The  following  are 
some  of  the  advantages  of  the  technic  described. 

(1)  The  eye  can  be  closed  quickly  if  necessary 
since  an  eye  speculum  is  not  used. 

(2)  The  elimination  of  the  eye  speculum  mini- 
mizes the  possibility  of  the  loss  of  vitreous  since 
there  is  no  pressure  on  the  globe.  With  this  com- 
plication lessened,  the  operator  is  more  at  ease. 
Calmness  at  all  times  is  conducive  to  best  results. 

(3)  The  incision  with  the  keratome  can  be  made 
accurately,  and  there  is  no  reason  for  injuring  the 
iris,  lens,  or  cornea.  The  incision  heals  just  as  ef- 
ficiently and  promptly  when  enlarged  with  scissors 
as  with  a knife.  The  scissors  guide  the  incision, 
and  the  iris  is  not  disturbed. 

(4)  We  are  always  assured  of  a conjunctival  flap 
of  the  proper  width  extending  a full  length  of  the 
incision.  A conjunctival  flap  extending  a full 
length  of  the  incision  is  impossible  with  a knife, 
even  in  the  hands  of  the  most  skilled  operator. 

(5)  In  our  experience  astigmatism  has  been  one- 
fourth  to  one-half  less  with  this  type  of  incision  than 
with  the  Graefe  knife  incision. 

(6)  Using  the  central  suture  for  traction  per- 
mits the  iris  to  be  brought  clearly  into  view  and,  if 
an  iridectomy  is  decided  upon,  it  can  be  done  care- 
fully and  deliberately  and  the  coloboma  can  be 
thoroughly  inspected. 

(7)  The  use  of  the  traction  suture  permits  the 
lens  to  be  seen  the  moment  it  presents  in  the  wound. 
The  Verhoeff  capsule  forceps  can  be  placed  ac- 
curately and  deliberately  so  that  the  lens  is  grasped 
at  the  equator.  According  to  measurements  by  Salz- 
mann,  the  thickest  part  of  the  capsule  is  nearest  the 
equator  and  the  thinnest  near  the  low'er  pole. 

(8)  The  combination  of  sutures  gives  a firmly 
closed  wound  which  acts  as  a safeguard  against  in- 
fection and  possible  prolapse  of  the  iris.  It  also 
permits  us  to  get  our  patients  out  of  bed  early, 
which  is  the  best  preventive  of  such  general  com- 
plications as  hypostatic  pneumonia. 

(9)  The  preliminary  sedation  and  thorough  lo- 
cal anesthesia,  in  our  opinion,  give  the  patient  tlie 
benefit  of  the  greatest  possible  safety  plus  com- 
fort. A good  surgeon  as  a rule  dislikes  to  jmt  a 
patient  to  sleep  if  the  operation  can  be  carried  out 
successfully  with  local  anesthesia.  Some  ophthalmic 
surgeons  are  using  sodium  “pentothal”  with  good 
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results,  but  the  procedure  requires  the  assistance  of 
a trained  anesthetist  and  is  not  practical  for  the 
occasional  operator  who  does  not  have  the  benefit  of 
such  assistance.  In  addition,  we  prefer  not  to  face 
the  possibility,  however  slight,  of  the  patient's  be- 
ing susceptible  to  the  drug. 

Possible  Complications 

Dela}-ed  Closure  of  Wound — We  have  not  had 
a single  case  with  our  present  use  of  the  conjunctival 
flap. 

Hemorrhages — ^^■e  have  had  no  expulsive  hemor- 
rhages in  300  cases,  .'interior  chamber  hemorrhage, 
in  my  opinion,  is  due  largely  to  two  factors:  (1)  a 
faulty,  jagged,  irregular  incision  which  delays  heal- 
ing and  stimulates  many  new  formed  capillaries  in 
the  wound  which  rupture  easily,  and  (2)  failure  to 
provide  a firm  conjunctival  flap  covering  the  en- 
tire incision.  Since  we  adopted  our  present  tech- 
nic of  keratome  incision,  conjunctival  flap,  and  su- 
tures, the  incidence  of  hemorrhages  has  fallen  to  3 
per  cent.  Formerly  it  was  as  high  as  15  per  cent. 
Technic  is  of  greater  value  in  controlling  this  com- 
plication than  the  general  condition  of  the  patient. 
This  observation  is  in  conformity  with  the  find- 
ings of  Owens  and  Hughes  in  2,086  extractions. 

Iritis  and  Iridocyclitis — In  my  opinion  these  are 
largely  due  to  retained  lens  material  and  are  rarely 
seen  following  intracapsular  extractions.  If  they 
do  occur,  we  treat  them,  first,  by  desensitization  to 
lens  protein  as  recommended  by  Burky  and  Henton, 
and,  second,  by  intravenous  use  of  typhoid  H 
antigen. 

Prolapse  of  Iris — We  have  not  had  a case  of  iris 
prolapse  in  100  patients  operated  upon  since  we 
adopted  our  present  technic  of  dilating  the  pupil  be- 
fore and  after  operation  and  closing  the  wound  with 
a combination  of  sutures.  I agree  with  Stanley 
Smith  and  other  authors  that  corneoscleral  sutures  are 
an  important  factor  in  preventing  this  complication, 
but  I think  that  the  dilatation  of  the  pupil  is  of 
equal  importance. 

Glaucoma — Secondary  glaucoma  is  closely  asso- 
ciated with  cases  of  iridocyclitis,  loss  of  vitreous, 
and  retained  cortical  material,  and  rarely  occurs 
with  present  day  technic.  If  it  is  not  controlled 
noth  miotics,  we  do  an  iris  inclusion  operation. 

Summary 

We  use  local  anesthesia,  van  Lint  akinesia,  a kera- 
tome incision  widened  to  180  degrees  with  scissors. 


a combination  of  two  corneoscleral  sutures,  and  a 
180-degree  conjunctival  flap  closed  by  additional 
sutures.  We  hold  the  lids  open  and  the  eye  down 
with  silk  sutures,  and  deliver  the  lens  by  the  head 
on  method.  The  patient  is  allowed  out  of  bed  twenty- 
four  hours  after  operation.  Wdth  this  technic  we 
have  achieved  a visual  acuity  of  20/25  or  better  in 
90  per  cent  of  cases:  we  have  reduced  hemorrhage 
to  3 per  cent  and  vitreous  loss  to  2 per  cent.  We 
emphasize  that  this  operation  is  not  designed  for 
speed  l)ut  for  safety  and  accuracy. 
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Discussion 

Dr.  Edwin  W.  Burton,  Charlottesville:  Dr.  Gill  was 
kind  enough  to  send  me  a copy  of  his  paper  for  reading 
before  the  meeting.  I am  heartily  in  accord  with  many 
of  the  points  which  he  has  suggested  as  a means  of  re- 
ducing the  dangers  and  improving  the  results  of  cataract 
surgery. 

That  the  intracapsular  method  of  cataract  extraction 
is  the  method  of  choice  in  most  cases  is  now  generally 
agreed.  The  post-operative  reaction  of  the  eye  is  decided- 
ly less  marked,  secondary  glaucoma  due  to  retained  capsu- 
lar remnants  never  occurs,  and  the  necessity  for  the  patient 
to  return  for  a discission  later,  requiring  additional  days 
of  hospitalization,  is  avoided.  The  operation  is  more 
difficult  to  perform,  but  the  results,  optically,  appear  to 
be  better.  The  intracapsular  operation  is  now  performed 
on  younger  subjects  than  when  the  operation  first  became 
popular.  Although  the  zonular  fibers  are  more  resistant 
in  the  young,  intracapsular  extractions  are  now  success- 
fully performed  in  many  of  these  cases.  I wish  that  Dr. 
Gill  had  gone  into  more  detail  regarding  the  types  of 
cases  in  which  the  intracapsular  operation  is  indicated 
and  the  types  in  which  it  would  be  difficult  or  impossible 
to  execute.  Immature  cataracts,  the  capsule  of  which  can 
be  firmly  and  securely  grasped  with  the  capsule  forceps, 
are  ideally  suited  to  the  intracapsular  operation.  Extrac- 
tion of  cataract  after  an  iridocjclitis,  with  its  thickened 
capsule,  likewise  is  usually  best  accomplished  by  this 
procedure.  On  the  other  hand,  the  swollen  intumescent 
cataract,  with  tense  capsule,  and  the  hypermature  cataract 
with  its  slippery  Capsule  makes  intracapsular  extraction 
more  difficult.  An  extremely  large  nucleus,  with  little 
cortex  likewise  prevents  a good  grasp  with  the  forceps. 

I prefer  tumbling  of  the  lens  to  the  head  first  method 
because  it  is  easier  for  me  to  perform  with  a round  pupil, 
and  because  by  this  method  the  zonular  fibers  are  drawn 
tense  at  the  point  at  which  the  counter  pressure  is  made. 
If  the  forceps  are  held  too  loosely,  they  will  slip  off  the 
capsule  and  if  held  too  tightly,  the  capsule  will  be  pinched 
and  torn.  If  the  blades  do  not  close  in  perfect  apposition, 
or  if  flaws  are  present,  they  cannot  perform  their  function 
perfectly. 

It  is  surprising  how  slowly  corneal  sutures  have  come 
into  vogue,  although  they  were  occasionally  employed  by 
various  surgeons  a number  of  years  before  Kalt  described 
his  suture  in  189+.  I personally  prefer  the  pre-placed 
suture  according  to  the  McLean  or  similar  technique.  A 
pod  bite  can  be  taken  in  the  sclero-cornea,  and  the  wound 
is  closed  in  perfect  apposition.  Sclero-conjunctival  sutures 
do  not  afford  protection  to  the  same  degree. 

Hemorrhage  into  the  anterior  chambers  appears  to  oc- 
cur less  frequently  when  a peripheral  iridectomy  Is  done 
than  when  a complete  iridectomy  is  done,  although  the 
formation  of  newly  formed  capillaries  in  the  wound  is  an 
important  cause,  as  Dr.  Gill  states.  Also  with  a round 
pupillar  vitreous  loss  is  less  frequent  because  the  intact 
iris  diaphragm  tends  to  hold  the  vitreous  back. 


The  superior  rectus  suture,  first  used  by  Elschnig  in 
the  intracapsular  operation,  represents  a great  advance. 
It  affords  the  operation  a ccntrol  of  the  globe  not  possible 
by  any  other  means. 

The  use  of  the  knife  or  keratome  must  rest  with  the 
individual  surgeon.  The  keratome  has  been  used  for 
many  years  in  making  cataract  sections.  I still  prefer 
the  Graefe  section. 

I want  to  commend  Dr.  Gill  for  bringing  to  our  atten- 
tion these  important  points  in  regard  to  cataract  surgery. 
It  would  not  be  correct  to  say  that  all  of  them  are  recent; 
whether  some  of  the  points  are  “advances”  might  also  be 
questioned.  In  his  hands  his  technique  has  been  satis- 
factory. I wish  that  more  detailed  statistics  had  been 
included  in  his  paper  so  that  results  and  complications 
according  to  his  technique  could  be  compared  with  other 
series  of  statistics  which  have  been  published  during  the 
past  several  years. 

Dr.  R.  S.  Faris,  Richmond:  I want  to  take  issue  with 
the  two  gentlemen  who  have  just  spoken.  Each  of  them 
said  that  this  paper  would  not  be  of  interest  to  general 
practitioners.  I happen  to  be  one  of  that  group,  and  I 
want  to  inform  them  right  now  that  the  paper  was  tre- 
mendously interesting  to  me.  Very  often,  I think,  we 
general  practitioners  see  the  cataracts  first;  and  it  may  be 
that  if  the  specialists  will  instruct  us,  as  these  gentlemen 
have  this  morning,  we  shall  become  better  doctors.  I 
wish  the  paper  could  have  been  read  before  the  entire 
group.  Many  of  us  are  interested  in  seeing  how  this  thing 
is  done.  I,  for  one,  did  not  know  before;  and  I want  to 
thank  you  for  presenting  it. 

Dr.  Gill,  closing  the  discussion:  I wish  to  thank  both 
the  discussants.  I felt  almost  like  apologizing  for  bring- 
ing a technical  paper  of  this  nature  before  a group  of 
general  men. 

As  to  the  particular  technique  that  a surgeon  uses,  it 
is  largely  a matter  of  personal  equation.  Our  goal  is 
to  remove  the  cataract  with  the  least  possible  trauma  to 
the  structures  of  the  eye  and  to  give  the  patient  useful 
vision.  If  that  goal  is  attained  the  patient  can  resume 
his  vocation  in  life  if  he  is  in  a physical  condition  to  do  so. 

I am  very  happy  that  Dr.  Faris  had  a kind  word  to 
say  on  behalf  of  the  specialists.  I would  have  gone  into 
more  detail  if  I had  thought  the  men  in  general  practice 
would  have  been  interested.  Blindness,  from  the  result  of 
a cataract,  is  a great  economic  factor,  and  I think  it  is 
well  for  the  general  practitioner  to  know  what  it  means, 
and,  also,  the  patient  who  has  the  cataract.  They  should 
know  that  it  can  be  removed  with  the  modern  technique 
without  a great  amount  of  shock  to  the  patient,  and  that 
the  hospital  stay  is  about  eight  days,  and  the  patient  does 
not  have  to  be  in  bed  more  than  24  hours  after  the  opera- 
tion. 

I wish  again  to  thank  both  men  for  the  discussion  of  the 
paper,  and  the  program  committee  for  allowing  us  to 
bring  a technical  paper  of  this  nature  before  the  general 
practitioners. 
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THE  TREATMENT  OF  MALIGNANT  MELANOMA* 


Harry  J.  Warthen,  Jr.,  M.D., 

Richmond,  Virginia. 


The  adjective  “malignant”  could  be  omitted  from 
the  title  of  this  paper  for  present  usage  of  the  term 
melanoma  pre-supposes  a malignant  tumor  com- 
posed of  melanin-pigmented  cells.  A benign  pig- 
mented tumor  is  called  a nevus  pigmentosus.  So 
malignant  are  all  melanomas,  however,  that  I wel- 
come the  opportunity  to  emphasize  it  in  my  title. 

The  mortality  in  this  condition  is  always  high. 
Pack!  in  1947  analyzed  595  cases  of  melanoma 
which  had  been  followed  over  a five  year  period  at 
the  Memorial  Hospital  in  New  York  City.  Only 
9.7  per  cent  survived.  This  is  a terrific  mortality, 
especially  when  it  is  considered  that  these  tumors 
almost  always  arise  on  the  skin  where  they  can  be 
detected  in  their  incipiency. 

Ai  least  two-thirds  of  all  patients  with  melanoma 
give  a history  of  a pre-existing  pigmented  mole.^ 
Over  50  per  cent  of  this  group  state  that  this  mole 
has  been  traumatized  and  in  well  over  one-half  of 
these  cases  a physician  is  resp>onsible  for  the  trauma. 
The  usual  story  is  that  of  coagulation  of  a nevus 
wdth  an  electrosurgical  unit  or  a biopsy  through  the 
tumor  or  excision  of  a deeply  pigmented  mole  with 
an  insufficient  margin.  The  careless  injection  of 
procain  into  the  nevus  or  the  passage  of  the  hypo- 
dermic needle  through  the  base  of  the  mole  may  be 
sufficient  to  activate  a quiescent  pigmented  tumor. 
A case  has  been  reported  in  which  a melanoma  ap- 
peared shortly  after  a typhoid  injection  was  given 
through  a pigmented  nevus. 

The  patient  or  circumstances  may  be  responsible 
for  the  trauma  under  the  following  conditions: 

1.  Scratching  or  picking  a mole. 

2.  Shaving  over  a nevus  situated  on  the  face  or 
neck. 

3.  Rubbing  the  tumor  with  a towel  or  wash 
cloth. 

4.  Friction  from  constricting  clothing  as  by  a 
collar,  hat  band,  belt  or  brassiere. 

There  are  many  kinds  of  nevi  and  the  question 
arises  as  to  which  type  is  most  prone  to  undergo 
malignant  change.  As  a rule  the  deeper  the  pig- 
mentation the  greater  the  hazard.  The  most  dan- 
gerous nevi  have  a shiny  anthracite  glitter  or 

*Read  before  the  annual  meeting  of  the  Medical  Society 
of  Virginia  in  Richmond,  October  18-20,  1948. 


sheen.  The  more  lightly  pigmented  are  less  dan- 
gerous but  brown  and  even  pink  nevi  have  given 
rise  to  melanomas.  The  presence  of  hair  in  the 
mole  makes  malignant  change  less  likely  but  does 
not  rule  it  out  altogether. 

In  view  of  all  this,  what  steps  should  be  taken 
to  prevent  melanomas  from  arising  in  pre-existing 
pigmented  moles?  .\dair  states  that  one  school  of 
thought  advocates  the  excision  of  all  pigmented 
moles.  This  is  the  counsel  of  perfection,  desirable 
perhaps,  but  unobtainable.  Pack,  as  the  result  of  a 
detailed  study,  has  determined  that  an  adult  has 
an  average  of  20  moles,  which  would  make  their 
excision  impracticable.  The  other  extreme  is  rep- 
resented by  those  fatalists  who  advocate  no  treat- 
ment until  the  nevus  shows  evidence  of  malignant 
change. 

more  rational  middle  ground  would  be  fol- 
lowed if  all  deeply  pigmented  nevi  and  all  moles, 
which  by  reason  of  their  location,  are  subject  to 
trauma,  be  excised  as  a prophylactic  measure.  Cer- 
tain other  nevi  should  be  viewed  with  suspicion. 
.•\.dair  has  pointed  out  the  relative  high  incidence 
of  malignant  change  in  nevi  situated  about  the 
feet  and  ankles.  Fortunately  nevi  are  less  fre- 
quentl\-  on  the  lower  than  on  the  upper  extremity. 
IMoles  which  appear  in  the  aged  and  any  nevus 
which  undergoes  growth  should  be  removed.  Pig- 
mented nevi  on  the  genitalia  or  between  the  toes 
are  especially  hazardous.  Negroes  are  less  prone  to 
melanomas  than  Caucasians  but  pigmented  moles 
which  occur  on  non-pigmented  areas,  as  the  sole  of 
tlie  foot  or  palm  of  the  hand,  .should  be  excised 
promptl}-. 

Pack^  recently  called  attention  to  an  endocrine 
factor  in  the  relationship  between  jjigmented  tu- 
mors and  melanomas.  Despite  definite  clinical  and 
microscopic  evidence  of  malignancy  in  an  occa- 
sional case  in  childhood,  pigmented  tumors  which 
are  excised  prior  to  puberty  do  not  recur,  whereas 
similar  tumors  e.xcised  in  adolescents  just  after  the 
age  of  pubert}’  show  a higher  recurrence  rate  than 
that  encountered  in  older  adults.  This  significant 
finding  should  lead  to  the  excision  of  pigmented 
tumors  which  appear  hazardous,  whether  by  rea- 
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son  of  their  location  or  aspect,  prior  to  the  onset 
of  puberty. 

Certain  precautions  must  be  observed  in  the  pro- 
phylactic excision  of  these  tumors.  The  nevus  must 
not  be  traumatized  in  any  manner  during  the  pro- 
cedure. On  theoretical  grounds  intravenous  sodium 
pentothal  should  be  the  anesthetic  of  choice,  but, 
if  the  patient  demurs,  a carefully  administered  lo- 
cal anesthetic  probably  carries  a minimum  of  risk. 
The  hypodermic  needle  must  be  inserted  at  a dis- 
tance and  the  procain  should  be  injected  around 
and  not  into  the  immediate  region  of  the  tumor.  The 
nevus  must  not  be  grasped  by  an  instrument  or 
manipulated  in  any  manner.  sharp  scalpel  should 
be  used  and  the  nevus  must  not  be  coagulated.  A 
margin  of  one  centimeter  should  be  given  the  tu- 
mor and  the  full  thickness  of  the  skin  must  be  ex- 
cised. A pathological  examination  should  be  made, 
for  any  tumor  worth  removing  is  worth  examining 
microscopically. 

If  the  nevus  should  also  show  deepening  pig- 
mentation or  recent  increased  elevation,  scaliness, 
bleeding  or  itching  a much  wider  margin  should  be 
given  than  the  one  centimeter  described  above,  for 
these  changes  should  arouse  suspicion  of  malignant 
change. 

A certain  number,  fortunately  small,  will  show 
unmistakable  indications  of  malignancy  when  first 
seen.  These  are  usually  coal  black,  fungating  or 
ulcerated  tumors.  Adjacent  areas  of  stippling  or 
actual  daughter  tumors  about  the  primary  lesion 
may  be  seen.  If  the  tumor  is  growing  very  rapidl} 
the  metastases  may  not  show  the  intensity  of  pig- 
mentation which  is  present  in  the  initial  lesion. 
Enlargement  of  the  regional  lymphnodes  indicates 
widespread  involvement  and  a correspondingly  poor 
outlook.  An  X-ray  of  the  chest  should  be  made  to 
rule  out  blood  borne  metastases  to  the  lungs. 

If  the  lungs  are  uninvolved  and  the  patient  shows 
microscopic  or  unmistakable  clinical  evidence  of  a 
melanoma  being  present,  a major  excision  is  indi- 
cated. The  primary  tumor  must  be  excised  wdth  a 
minimum  of  6 to  10  cm.  of  adjacent  skin.  Skin 
grafting  is  frequently  necessary.  Tbe  underlying 
fat  and  fascia  should  be  removed  over  an  even 
greater  area.  If  the  regional  honphnodes  are  in- 
volved a block  dissection  of  these  glands  should  be 
made  10  or  14  days  later.  This  interval  of  time  is 
permitted  to  elapse  in  order  to  allow  tumor  cells, 
which  may  be  migrating  up  the  hinphatics  at  the 


time  of  the  first  operation,  to  reach  the  lymphnodes 
before  these  nodes  are  excised.  If  the  hanphnodes 
are  not  involved  clinically  at  the  time  of  excision 
of  the  melanoma  the  block  dissection  of  the  regional 
nodes  should  be  deferred  until  5 or  6 weeks  after 
the  initial  operation.  Pack  has  been  able  to  dem- 
onstrate metastases  in  50  per  cent  of  the  l)Tnph- 
nodes  which  showed  no  gross  evidence  of  involvement. 

In  recent  years  Pack^  and  his  associates  at  the 
Memorial  Hospital  have  been  carrying  out  in  suit- 
able cases  an  “excision  and  dissection  in  continuity” 
for  primary  and  metastatic  melanomas  of  the  skin. 
This  procedure  is  based  on  the  principles  outlined 
by  Will 'am  S.  Halsted  in  treating  carcinoma  of 
the  breast.  Halsted’s  operation  entailed  removal 
of  the  primary  tumor,  the  adjacent  skin,  the  lym- 
phatics through  which  the  tumor  cells  would  pass 
and  the  lymphnodes  into  which  these  lymphatics 
drained,  in  one  mass.  By  applying  these  same  prin- 
ciples, Pack  is  able,  in  suitably  situated  melanomas, 
to  remove  yvidely  the  primary  tumor  as  well  as  the 
lymphatics  and  lymphnodes  with  a large  segment  of 
skin,  subcutaneous  fat  and  underlying  fascia. 

If  a melanoma  arises  on  a finger  or  toe  the  ac- 
cepted treatment  has  been  to  amputate  the  digit 
and  follow  this  by  a yvide  dissection  of  the  axilla  or 
groin.  This,  of  course,  does  not  obviate  the  dan- 
ger of  implants  at  any  level  in  the  extremity  as  a 
result  of  tumor  cells  lodging  in  the  lymphatics. 

In  an  effort  to  overcome  this  hazard,  the  Me- 
morial Hospital  group®  have  carried  out  more  drastic 
procedures  during  the  past  feyv  years.  In  cases 
yvhere  the  primary  lesion  is  situated  too  distant  from 
the  regional  nodes  to  permit  “excision  and  dissec- 
tion in  continuity”,  interscapulothoracic  (shoulder- 
girdle)  amputations  have  been  performed  for  mela- 
nomas of  the  upper  extremity.  In  the  lower  ex- 
tremity melanomas  of  the  foot  with  metastases  to 
the  femoral  and  inguinal  glands  have  been  treated 
by  disarticulations  of  the  hip-joint  with  retro- 
peritoneal dissection  of  the  iliac  and  obturator 
lymph  nodes.  Several  hemipelvectomies  (hind-quar- 
ter amputations)  have  been  performed  yvhich  en- 
tailed amputation  of  the  loyver  extremity  together 
yyith  the  innominate  bone  on  the  involved  side.  It 
may  be  found  that  a procedure  of  this  magnitude  is 
not  only  justified  but  indicated  in  yvhat  yvould  other- 
yvise  be  a lethal  condition,  but  sufficient  cases  have 
not  been  folloyved  over  an  adequate  period  to  per- 
mit conclusions  at  the  present  time.  The  author 
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feels  that  a procedure  as  mutilating  and  disabling 
as  a shoulder-girdle  amputation  or  hip  disarticula- 
tion should  be  buttressed  by  an  impressive  five  year 
cure  rate  before  its  general  adoption  is  justified. 

The  question  naturally  arises  as  what  results  can 
be  obtained  by  X-ray  therapy  in  the  treatment  of 
melanomas.  Many  melanomas  have  been  treated  by 
radiation  but  the  results  have  been  uniformly  dis- 
couraging. It  is  questionable  whether  a single  five 
year  cure  has  been  obtained  by  this  agent  alone. 
Our  only  hope  of  effecting  a cure  at  the  present 
time  is  early  and  definitive  surger}'. 

Summary 

1.  Melanomas  carry  the  highest  mortality  of  any 
tumor  arising  upon  the  surface  of  the  body. 

2.  Many  apparently  innocent  pigmented  tumors 
have  rapidly  metastasized  following  fulguration  or 
other  unwise  forms  of  local  treatment. 

3.  All  pigmented  moles  which  are  subject  to  in- 
jury by  reason  of  location  and  all  deeply  pig- 
mented nevi  should  be  carefully  excised  and  exam- 
ined microscopically. 

4.  Any  evidence  of  activity  on  the  part  of  a 
nevus,  whether  this  be  growth,  itching,  bleeding,  ul- 
ceration, or  increased  pigmentation  should  be  fol- 
lowed by  an  immediate  excision  with  a wide  margin. 
If  the  pathological  report  is  positive  for  melanoma 
a definitive  excision  with  subsequent  block  dissec- 
tion of  the  related  lymph  nodes  should  be  done. 

5.  The  fate  of  the  patient  with  an  early  mela- 
noma rests  in  the  hands  of  the  first  physician  who 
sees  him.  Temporizing  with  such  a condition  or 
ill-advised  methods  of  removal  make  the  death  of 
the  patient  inevitable. 
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Discussion 

Dr.  Robert  L.  Payne,  Jr.,  Norfolk:  It  has  been  a 
pleasure  to  hear  Dr.  Warthen’s  paper.  The  subject  has 
been  covered  in  such  a comprehensive  fashion  that  very 
little  remains  to  be  said.  It  seems  to  me  very  important, 
however,  that  this  subject  should  be  brought  to  our  atten- 
tion from  time  to  time.  All  too  many  of  these  tumors  are 
still  being  wrongly  or  inadequately  treated.  It  is  the  re- 
sponsibility of  the  man  who  first  sees  a case  of  melanoma 
to  be  sure  that  proper  treatment  is  carried  out. 

I should  like  to  re-emphasize  the  point  that  Dr.  Warthen 
has  made  about  the  prepubertal  lesions.  It  is  important 
to  realize  that  although  the  local  lesion  removed  in  a 
child  may  have  all  the  microscopic  characteristics  of  a 
malignant  lesion,  it  still  will  prove  to  be  benign  in  its 
clinical  behavior.  For  this  reason  radical  surgery  such 
as  amputation  and  the  wide  lymph  node  dissections  are 
not  indicated.  Pack  states  in  a recent  editorial  on  the 
subject  that  in  over  nine  hundred  cases  of  melanoma 
treated  at  the  Memorial  Hospital  in  New  York  there 
were  no  cases  occurring  prior  to  puberty  in  which  me- 
tastases  occurred. 

It  is  important  to  remove  suspicious  lesions  before 
puberty.  It  is  important  not  to  do  extensive  and  unneces- 
sary surgery  before  puberty. 

There  are  two  additional  points  which  would  indicate 
an  endocrine  factor  in  the  development  of  these  tumors. 
In  pregnancy  the  occurrence  of  a melanoma  has  an  ex- 
tremely poor  prognosis.  Spread  is  usually  very  rapid 
and  death  occurs  early.  Patients  who  develop  multiple 
skin  lesions  usually  have  an  early  death.  However,  there 
have  been  a few  reports  of  marked  improvement  in  this 
type  of  case  following  X-ray  therapy  to  the  pituitary 
gland.  Wigby  and  Metz*  report  one  case  with  complete 
retrogression  of  the  skin  lesions  for  as  long  as  a year 
after  treatment  and  this  was  as  long  as  the  patient  had 
been  followed  at  the  time  of  their  report.  I wonder  if 
Dr.  Warthen  can  give  us  any  more  information  about 
this  type  of  treatment?  I should  like  to  make  it  clear 
that  I agree  that  X-ray  treatment  of  lesions  or  metastases 
is  of  no  value. 

Finally,  I think  a few  words  should  be  said  about  the 
occasional  bizarre  behavior  of  these  tumors.  While  the 
average  case  with  metastases  survives  for  only  a few 
3'ears,  a rare  case  will  live  for  a remarkable  length  of 
time.  There  are  reports  in  the  literature  of  patients  with 
known  metastases  who  have  lived  for  ten,  fifteen  or 
twenty  years;  one  patient  actually  living  for  as  long  as 
twenty-five  years. 

We  have  in  our  records  one  patient  with  a somewhat 
unusual  history.  This  man,  aged  fifty-five  when  first 
seen,  had  a melanoma  removed  from  the  right  scapular 
region.  Three  years  later  a large  mass  of  nodes  were 
removed  from  the  right  axilla.  Five  years  after  the 
removal  of  the  original  lesion  he  developed  an  obstruct- 
ing lesion  of  the  cecum  for  which  the  customary  resection 

*Wigby  & Metz:  Am.  J.  Roentg.,  1939.  41:415. 
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was  done.  All  of  these  tumors  proved  to  be  identical 
histologically.  Eight  years  after  the  removal  of  the  orig- 
inal lesion  he  developed  enlarged  glands  in  the  left  supra- 
clavicular region  and  died  about  one  year  after  this,  nine 
years  after  the  removal  of  the  original  melanoma. 

The  fact  that  melanoma  may  spread  either  by  the 
lymphatics  or  by  the  blood  stream  makes  successful  treat- 
ment difficult.  Early  involvement  of  the  liver  or  lungs 
is  common.  However,  since  we  cannot  prevent  the  blood 
borne  metastases,  we  can  only  strive  to  prevent  lymphatic 


spread  as  outlined  by  Dr.  Warthen. 

I would  like  to  thank  Dr.  Warthen  for  the  oppor- 
tunity of  discussing  his  paper. 

Dr.  Warthen,  closing  the  discussion;  I wish  in  turn 
to  thank  Dr.  Payne  for  his  courtesy  in  discussing  my 
paper.  He  asked  one  question — if  I had  seen  any  cases 
of  disseminated  melanoma  treated  by  radiation  of  the 
pituitary.  So  far  as  I know,  a suitable  case  for  this 
has  not  occurred  in  Richmond  since  this  method  has  been 
suggested. 


Women  Doctors  Faring  Well. 

Though  still  a medical  minority,  U.S.  women 
physicians  today  occup}'  an  important  niche  in  the 
profession.  Here  are  a few  facts  on  their  status 
garnered  from  a nationwide  survey  published  in 
the  June  issue  of  Medical  Economics,  national  busi- 
ness magazine  for  physicians; 

Women  practitioners  net  an  average  annual  in- 
come of  $7,929  (male  doctors  average  $11,036). 
They  devote  nine  hours  a day  to  their  medical 
practice  (one  hour  less  than  men),  spend  an  equiva- 
lent of  41  days  a year  in  post-graduate  study  (eight 
days  more  than  men).  They  allow  25  days  a year 
for  vacations  (to  men’s  16  days).  Only  12  per  cent 
are  in  full  specialty  practice  (as  against  31  per 
cent  of  men). 

New  Books 

The  following  are  recent  acquisitions  to  the  Li- 
brary of  the  Medical  College  of  Virginia  and  are 
available  to  our  readers  under  usual  library  rules; 
Advances  in  surgery — vol.  1,  1949. 

Barzilai — Atlas  of  ovarian  tumors. 

Bast — The  temporal  bone  and  the  ear. 

Beliak — Dementia  praecox. 

Brit.  Med.  Assoc. — The  training  of  a doctor. 

Burrow — The  neuroses  of  man. 

Cole — Operative  surgery. 


De  Courcy — Pathology  and  surgery  of  thyroid  tissue. 
Fine — Care  of  the  surgical  patient. 

Golden — For  doctors  only. 

Gould — New  Gould  medical  dictionary. 

Gross — Surgical  treatment  of  the  abnormalities  of  the 
heart  and  great  vessels. 

Hermann — Clinical  case  taking. 

Hess  and  Lundeen — The  premature  infant.  2nd  ed. 
Kopetsky — Deafness,  tinnitus,  and  vertigo. 

Kramer — Clinical  orthoptics.  Diagnosis  and  treatment. 
Lawrence — The  skin  problem  facing  young  men  and 
women. 

Meigs  and  Sturgis — Progress  in  gynecology. 

Meleney — Treatment  of  surgical  infections. 

Menninger — Psychiatry  in  a troubled  world. 

Moodie — The  doctor  and  the  difficult  child. 

Mumey — Vaccination  bicentenary  of  the  birth  of  Edward 
Jenner. 

Nielsen — Engrammes  of  psychiatry. 

Pack — Cancer  of  the  esophagus  and  gastric  cardia. 

Rusk — New  hope  for  the  handicapped. 

Samuels — Nutrition  and  hormones. 

Scheinker — Neurosurgical  pathology. 

Scobee — A child’s  eyes. 

Thomson  and  Negus — Diseases  of  the  nose  and  throat. 
Tobin — Shearer’s  manual  of  human  dissection. 

Thorn — The  diagnosis  and  treatment  of  adrenal  insuf- 
ficiency. 

Trussel — Trichomonas  vaginalis  and  trichomoniasis. 
Van  Ingen — The  N.  Y.  academy  of  medicine.  Its  first 
hundred  years. 

Wespi — Early  carcinoma  of  the  uterine  cervix. 
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ACUTE  PANCREATITIS* 


Hugh  H.  Trout,  Jr.,  M.D., 

and 

Horace  A.  Albertson,  M.D., 

Roanoke,  Virginia. 


We  would  like  to  present  a rexdew  of  the  etio- 
logical factors  and  the  present  status  of  treatment 
in  cases  of  acute  hemorrhagic  pancreatitis  with  par- 
ticular emphasis  on  several  phases  which  have  been 
mentioned  in  the  literature  in  the  past  but  which 
we  feel  have  not  received  sufficient  notice.  In  addi- 
tion, twenty  new  cases  will  be  added  to  the  litera- 
ture, only  three  in  detail,  these  being  selected  to 
illustrate  one  particular  phase  of  acute  pancreatic 
disease.  The  points  which  we  wish  to  make  in  par- 
ticular are:  (1)  The  marked  variation  in  the  se- 
verity of  the  disease.  In  many  cases  there  is  only 
a mild  edema  with  relatively  mild  symptoms  and 
one  is  never  worried  about  the  outcome  of  the  case. 
This  mildness  on  one  hand  can  be  matched  by  an 
extremely  catastrophic  event  which  occurs  suddenly 
and  is  marked  by  death  within  twenty-four  hours 
in  spite  of  intensive  supportive  therapy.  Cases  il- 
lustrating these  two  extremes  will  be  presented. 

(2)  A second  point  which  we  would  like  to  stress 
is  the  finding  of  albuminuria  which  was  present  in 
a large  percentage  of  our  twenty  cases.  We  have 
seen  this  mentioned  in  the  literature  only  once.* 

(3)  A third  point  which  we  wish  to  emphasize  is 
that  high  blood  amylase  and  lipase  tests  are  a very 
great  diagnostic  help,  but  are  not  infallible  evi- 
dence of  acute  pancreatitis.  The  most  important 
factors  in  making  the  diagnosis  are  the  history  and 
physical  findings.  We  have  one  case  which  is  not 
included  in  the  series  but  which  is  being  presented 
showing  an  elevated  blood  amylase  in  a case  of  in- 
testinal obstruction.  In  this  case,  operation  was  un- 
duly delayed  because  of  this  laboratory  finding. 
Had  the  blood  amylase  not  been  available,  we  feel 
that  this  patient  would  have  received  earlier  and 
better  surgical  care.  Polowe^*  has  reported  a case 
of  high  intestinal  obstruction  in  which  there  was 
increased  blood  amylase  activity. 

Various  authors  have  given  definite  names  to 
the  various  stages  of  pancreatitis.  Many  feel  that 

•From  the  Department  of  Surgery,  Jefferson  Hospital, 
Roanoke,  Virginia. 
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they  are  definite  stages  of  the  same  disease  while 
others  feel  that  they  are  two  or  three  distinct  clini- 
cal entities.  The  most  commonly  used  terminology  is 
to  divide  these  conditions  into  (1)  acute  edematous 
pancreatitis,  (2)  acute  hemorrhagic  pancreatitis, 
(3)  acute  pancreatic  necrosis.  It  is  our  opinion 
that  these  are  different  phases  of  the  same  disease. 

Etiology 

Lewison^  in  1940  follows  McWharter’s  classifi- 
cation which  was  published  in  1932.  In  this  classi- 
fication acute  pancreatitis  is  divided  according  to 
possible  etiological  factors.  This  is  divided  into 
main  groups  of  infectious  and  non-infectious  origin, 
and  there  is  a third  group  consisting  of  a combina- 
tion of  two  or  more  factors.  In  the  non-infectious 
type,  further  subdivisions  are;  mechanical,  chemi- 
cal, traumatic  or  secondar}-  degenerative  changes  in 
the  pancreas.  Morton’s®  classification,  which  was 
also  published  in  1940,  adds  to  the  possible  causes 
mentioned  above,  alcohol,  certain  drugs,  and  circu- 
latory stasis  as  possible  causes  for  the  disease.  We 
feel  in  reviewing  the  literature  that  an  occasional 
case  of  pancreatitis  may  well  arise  from  such  things 
as  trauma,  toxic  conditions,  and  infection.  How- 
ever, certainly  none  of  these  can  explain  the  vast 
majority  of  cases  of  acute  pancreatitis.  Archibald^ 
stated  in  1940  that  “infection  is  practically  always 
a late  complication,  the  earlier  lesions  being  found 
sterile.”  Eliminating  the  above  possible  rare  causes 
of  pancreatitis,  we  will  discuss  in  more  detail  only 
a few  of  the  more  commonly  accepted  theories  as 
to  etiology. 

1.  Obstruction  at  the  ampulla  of  Vater  by  a 
biliary  calculus  with  reflux  of  bile  into  the  pan- 
creas was  first  brought  out  by  Opie  in  1901  and  is 
probably  the  most  commonly  held  theory  at  the 
present  time.  While  a large  percentage  of  cases  of 
acute  pancreatitis  are  associated  with  cholelithiasis 
or  choledocholithiasis,  there  are  certainly  a large 
number  in  which  no  stones  have  been  demonstrated 
either  at  operation,  by  x-ray,  or  at  autopsy.  Never- 
theless, there  are  some  strong  points  in  favor  of  this 


1049] 


Virginia  Medical  Monthly 


533 


tlieory.  In  the  first  place,  exp>erimentally  it  has 
been  found  that  if  a stone  is  impacted  in  the  very 
outlet  of  the  ampulla  of  Vater  and  water  is  injected 
into  the  hepatic  duct  under  pressure,  a continuous 
channel  between  the  biliary  and  pancreatic  ducts 
with  reflux  of  this  fluid  into  the  pancreas  occurred 
in  about  66%  of  the  cadavers  examined.^  Reinhoff 
and  PickerelP®  found  in  examining  two  hundred 
and  fifty  apparently  normal  pancreases  at  autopsy 
that  in  about  three-quarters  of  the  cases  the  biliary 
and  pancreatic  ducts  emptied  together  but  that  the 
common  channel  was  shorter  than  the  diameter  of 
the  duodenal  orifice  in  all  but  18%.  Also  it  has  been 
found  that  bile,  if  injected  into  the  pancreatic  tis- 
sue or  back  up  the  pancreatic  ducts  will  cause  a pic- 
ture both  grossly  and  microscopicall}'  similar  to 
that  seen  in  acute  hemorrhagic  pancreatitis.^  A 
little  added  support  to  this  common  channel  theory 
has  been  brought  out  by  Popper^^  who  demonstrated 
that  pancreatic  enzymes  were  present  in  the  gall- 
bladder in  sixteen  out  of  eighteen  cases  of  acute 
pancreatic  necrosis.  DragstedP  in  1931  found  that 
the  secretory  pressure  of  the  pancreas  was  greater 
than  the  secretory  pressure  of  bile  as  determined  by 
Mann  and  Giordano.  Therefore,  one  would  expect 
pancreatic  enzymes  to  go  into  the  biliary  tract  much 
more  frequently  than  bile  into  the  pancreatic  ducts. 
I’opper’s  theory  is  that  this  pancreatic  enz)Tne  is 
activated  either  while  in  the  pancreas,  in  the  com- 
mon ampulla,  or  in  the  biliary  passages  following 
which  there  is  a reflux  of  active  trypsin  into  the 
pancreas. 

2.  Archibald  feels  that  the  cause  of  acute  pan- 
creatitis is  frequently  as  mentioned  above,  but  in 
addition  there  are  many  cases  of  acute  pancreatitis 
which  do  occur  and  in  which  no  common  channel 
can  be  demonstrated  between  the  biliary  and  pan- 
creatic ducts  or  in  which  no  stone  is  demonstrated 
in  a duct  with  a common  opening  into  the  duodenum. 
In  these  cases  he  postulates  the  theory  that  the  bile 
is  brought  into  the  pancreas  by  reflux  up  the  pan- 
creatic duct  from  the  duodenum. 

3.  In  1936  Rich  and  Duff^^  came  out  with  a new 
concept  as  to  the  etiology  of  acute  pancreatitis.  It 
is  their  belief  that  a large  percentage  of  the  cases 
can  be  best  explained  in  the  followdng  way.  There 
is  a metaplasia  of  the  epithelial  lining  of  the  small 
pancreatic  ducts.  This  causes  a damming  up  of 
pancreatic  secretions  behind  the  block  with  a re- 
sulting rupture  of  the  acini.  This  allows  trypsino- 


gen  to  escape  into  the  parenchyma  of  the  pancreas. 
This  tr)’psinogen  is  either  already  changed  to  ac- 
tive trypsin  or  is  activated  following  escape  into 
the  tissues.  This  active  trypsin  erodes  the  w’alls  of 
the  blood  vessels,  causing  the  hemorrhage  so  fre- 
quently seen.  In  other  cases  where  there  is  no 
hemorrhage,  only  the  pancreatic  tissue  is  damaged 
and  no  blood  vessels  are  involved.  This  would  cor- 
respond to  the  cases  of  acute  pancreatic  edema  that 
one  sees  clinically  and  in  which  hemorrhage  is  not 
a large  factor.  In  support  of  this  theory,  they  found 
the  same  microscopic  pathological  picture  of  vas- 
cular necrosis  in  tissues  of  other  parts  of  the  body 
that  W'ere  injected  with  trypsin.  This  picture  was 
not  present  when  the  tissues  were  injected  with  bile. 
These  findings  are  in  conflict  with  those  of  Archi- 
bald^ mentioned.  Rich  found  metaplasia  of  the 
duct  epithelieum  with  acinar  dilatation  in  thirteen 
of  his  tw’enty-four  cases  of  acute  pancreatitis. 

Signs  and  Symptoms 

The  usual  signs  and  symptoms  of  severe  acute 
pancreatitis  are  a sudden  onset  of  pain  in  the  mid 
epigastrium  w'hich  rapidly  becomes  more  severe  and 
radiates  both  to  the  right  and  left  and  usually 
equally  to  both  sides.  By  the  time  the  patient  is 
generally  seen  by  the  doctor,  the  pain  is  very  severe 
and  may  radiate  through  to  the  mid  upper  lumbar 
region  posteriorly.  The  other  usual  features  are 
nausea,  vomiting,  abdominal  distention,  and  fre- 
quently signs  of  shock.  A subnormal  temperature 
is  not  uncommon.  Examination  reveals  marked 
tenderness  throughout  the  abdomen,  particularly  in 
the  epigastrium,  with  involuntary  muscle  spasm. 
The  above  is,  of  course,  the  picture  of  an  acute 
pancreatic  necrosis.  In  cases  of  pancreatic  edema 
there  may  be  no  more  symptoms  than  mild  diges- 
tive upsets;  and,  as  the  pathology  varies  consider- 
ably, so  do  the  symptoms  which  may  be  anywTere 
between  these  two  extremes.  There  has  been  a case 
reported  in  the  literature  in  which  death  occurred 
within  twenty  minutes  of  the  onset  of  the  first  at- 
tack.® 

Diagnosis 

In  any  patient  with  severe  abdominal  pain  in 
the  epigastrium,  the  diagnosis  of  acute  pancreatitis 
mujit  be  considered.  Of  course,  it  is  necessary  first 
to  eliminate  other  conditions  which  require  imme- 
diate operation  and  which  will  be  discussed  in  the 
differential  diagnosis.  When  one  questions  the  pa- 
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tient,  he  should  be  sure  to  ask  the  location  and 
duration  of  the  pain  and  severity  and  to  try  to 
ascertain  without  leading  questions  whether  the 
pain  is  present  only  in  the  anterior  abdomen  or 
whether  it  does  go  through  to  the  back.  If  pan- 
creatitis is  suspected,  a blood  amylase  or  lipase 
estimation  should  be  obtained.  In  chronic  pan- 
creatitis the  blood  amylase  or  lipase  may  be  ele- 
vated for  a long  period  of  time  while  in  the  acute 
pancreatic  necrosis  these  values  are  markedly  ele- 
vated during  the  first  twenty-four  hours  and  then 
rapidly  return  to  normal.^  Sometimes  they  are  rela- 
tively normal  at  first  and  then  go  up  twelve  or  eight- 
een hours  after  the  onset  of  the  disease.  Therefore, 
it  has  been  suggested  that  these  tests  be  performed 
every  six  hours  in  cases  where  the  diagnosis  is  in 
doubt. 

Another  point  which  was  demonstrated  by  Lan- 
gerhans  in  1890,  but  not  often  stressed,  is  the  purely 
chemical  cause  of  fat  necrosis.®  This  is  due  to  the 
escape  of  lipase  from  the  damaged  pancreas  into 
the  free  peritoneal  cavity  with  the  neutral  fat  then 
being  acted  upon  by  the  enzyme.  The  fats  are  split 
into  glycerol  and  free  fatty  acids.  The  latter  may 
be  joined  with  calcium  from  the  blood  to  form  cal- 
cium soaps.  This  process  in  turn  may  cause  a 
lowering  of  the  blood  calcium  levels.  For  this  rea- 
son, blood  calcium  determinations  may  be  of  value 
in  the  diagnosis  of  acute  pancreatitis.®  According 
to  Edmundson,  thirty-six  of  fifty  clinical  cases  of 
pancreatic  necrosis  showed  a serum  calcium  value 
below  9 mgm.  per  100  c.c.  of  blood  some  time  be- 
tween the  second  and  fifteenth  day  of  the  disease, 
but  also  Edmundson  has  studied  a number  of  cases 
of  perforated  duodenal  ulcer  in  which  there  was  a 
moderate  lowering  of  the  serum  calcium.  For  this 
and  other  reasons,  blood  calcium  determinations, 
even  when  lowered,  are  not  of  great  value  in  the 
differential  diagnosis  of  this  condition. 

Difeerenti.al  Diagnosis 

In  considering  the  differential  diagnosis,  one  is 
immediately  struck  by  the  many  and  varied  condi- 
tions which  may  be  confused  with  acute  pancreatitis. 
This  is  only  natural  when  one  realizes  the  marked 
variation  in  symptomatology  and  severity  of  the 
pancreatitis  itself.  In  the  mild  forms  of  pancreati- 
tis, the  diagnosis  is  frequently  confused  with  peptic 
ulcer,  gastritis,  cholecystitis,  and  appendicitis.  When 
the  SATnptoms  are  mild,  however,  there  is  usually 


sufficient  time  and  safety  to  obtain  complete  diag- 
nostic workup,  including  x-ray  examinations  of 
organs  which  might  be  causing  the  difficulty.  On 
the  other  hand,  in  severe  cases  of  acute  pancreatitis 
the  conditions  which  are  most  easily  confused  are 
conditions  which  require  immediate  surgical  op- 
eration. One  of  the  most  easily  confused  condi- 
tions is  a perforated  peptic  ulcer.  In  both  the 
onset  is  rather  abrupt,  although  usually  more  rapid 
in  the  perforated  ulcer.  The  pain  of  acute  pan- 
creatitis, while  chiefly  epigastric  as  stated,  is  usual- 
ly more  generalized  than  in  the  perforated  ulcer 
where  the  pain  and  muscle  spasm  is  usually  con- 
fined to  the  epigastrium  during  the  first  few  hours 
after  perforation. 

Acute  cholecystitis  as  well  as  biliary  colic  due  to 
impaction  of  gall  stones  in  the  cystic  duct  or  pas- 
sage of  gall  stones  through  the  common  bile  duct  is 
often  most  difficult  to  differentiate.  In  lesions  of 
the  biliary  tract  the  pain  is,  however,  most  marked 
in  the  upper  right  quadrant  with  radiation  to  the 
right  shoulder;  whereas,  in  pancreatitis  the  symp- 
toms are  more  in  the  epigastrium  and  periumbilical 
region  with  radiation  to  both  sides  equally  and  fre- 
quently to  the  midline  of  the  back. 

Many  other  conditions  have  been  mistaken  for 
acute  pancreatitis.  We  have  recently  had  a case  of 
acute  intestinal  obstruction  which  was  mis-diag- 
nosed  acute  pancreatitis  and  for  this  reason  opera- 
tion was  unnecessarily  delayed.  Because  of  this, 
we  strongly  urge  that  cases  of  acute  pancreatitis  be 
explored  if  the  diagnosis  is  in  doubt.  We  person- 
ally feel  that  acute  intestinal  obstruction  is  the  ab- 
dominal disaster  most  easily  confused  with  acute 
pancreatic  necrosis. 

Another  condition  which  should  be  mentioned  in 
the  differential  diagnosis  is  acute  coronary  throm- 
bosis. From  the  Massachusetts  General  Hospital 
comes  the  report  of  a case  so  mis-diagnosed  and 
reported  in  clinical  pathological  conference.^® 

Treatment 

The  primary  treatment  of  acute  pancreatitis  is 
supportive.  In  the  severe  cases  life  can  be  main- 
tained only  with  repeated  whole  blood  transfusions. 
The  use  of  whole  blood  is  the  one  most  important 
factor  in  the  treatment,  but  this  should  certainly  be 
supplemented  with  other  intravenous  fluids  con- 
taining proteins,  sugar,  and  salt.  The  water  bal- 
ance and  blood  chlorides  should,  of  course,  be  main- 
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tained  at  the  proper  level.  Severe  distention  is  best 
combated  with  continuous  gastrointestinal  suc- 
tion.’^ All  other  treatment  is  secondary  to  the 
above.  It  is,  of  course,  necessary  to  give  moderately 
large  doses  of  narcotics  for  the  relief  of  pain,  and 
it  is  our  feeling  that  the  patients  do  better  if  they 
are  not  allowed  to  suffer  unduly.  Pain  may  be  re- 
lieved by  paravertebral  blocks,^^  but  we  have  had  no 
experience  with  this.  Whether  operation  is  per- 
formed or  not,  all  of  the  above  measures  should  be 
carried  out  in  the  severest  cases  of  pancreatitis.  The 
decision  as  to  w’hether  to  explore  surgically  or  to 
treat  the  patient  conservatively  must  be  left  entirely 
to  clinical  judgment,  which  is  based  on  how  sure  is 
the  diagnosis.  It  is  our  feeling  that  the  patients 
are  apt  to  do  better  if  they  are  not  operated  upon, 
but  to  take  any  chance  on  allowing  a perforated 
ulcer  to  remain  open  or  not  to  relieve  an  acute  in- 
testinal obstruction  is  not  warranted. 

When  operation  is  performed  and  acute  pan- 
creatitis found,  it  is  generally  our  custom  to  place 
a drain  into  the  lesser  peritoneal  cavity  or  into  any 
pancreatic  necrosis  or  abscess  which  might  be  pres- 
ent. If  there  are  stones  in  the  gallbladder,  drain- 
age of  the  gallbladder  with  removal  of  the  stones  is 
much  simpler  and  probably  safer  in  these  severely 
ill  patients  than  to  perform  a cholecystostomy  at  this 
time.  If  no  stones  are  present,  the  question  of  biliary 
drainage  is  debatable.  DragstedP  believes  biliary 
pressure  should  be  reduced  by  cholecystectomy  or 
choledochostomy.  It  is  our  feeling  that  this  should 
be  done  if  there  is  evidence  of  increased  pressure, 
but  is  not  wise  if  the  gallbladder  is  not  distended 
and  no  stones  are  felt  in  the  biliary  tract.  Penicil- 
lin is  generally  given,  but  whether  it  is  of  any  value 
in  the  treatment  of  this  condition  is  open  to  ques- 
tion. Our  feeling  is  that  it  should  be  given  pri- 
marily to  control  any  secondary  infection  which 
might  arise.  There  is  no  pathological  or  physio- 
logical basis  for  believing  that  the  penicillin  per  se 
is  of  any  benefit  in  the  treatment  of  pancreatitis 
itself. 

After  recovery  from  the  attack  of  pancreatitis, 
ever)’  patient,  we  feel,  should  have  x-rays  of  the 
gallbladder  unless  the  exact  condition  prevailing 
within  the  gallbladder  was  determined  at  opera- 
tion. If  gall  stones  are  present,  an  elective  cholecys- 
tectomy should  be  performed  a few  months  after 
the  illness. 


Summary  of  Cases 

We  have  recently  reviewed  twenty  cases  of  acute 
pancreatitis  seen  at  the  Jefferson  Hospital.  Of  these 
twenty,  the  diagnosis  was  made  at  operation  in 
seventeen.  In  two  of  the  remaining  three,  the  diag- 
nosis was  made  at  autopsy.  In  the  twentieth  case, 
no  operation  was  perfonned  and  the  patient  re- 
covered completely.  We  feel  that  this  case,  how- 
ever, can  be  safely  included  in  the  series  as  the 
history  and  physical  findings  were  rather  typical  of 
pancreatitis,  and  there  was  marked  elevation  of  the 
blood  amylase  during  the  early  stages  of  the  dis- 
ease with  a later  fall  to  normal.  The  sex  instance  is 
even,  there  being  ten  cases  of  each  sex.  In  this 
series  it  was  found  that  the  disease  is  primarily  one 
of  young  adult  life,  the  ages  varying  from  twenty- 
three  to  seventy,  with  fourteen  out  of  the  twenty 
being  under  the  age  of  forty-five.  In  all  but  four 
cases,  a history  of  chronic  digestive  complaints  of 
some  type  was  obtainable. 

The  duration  of  symptoms  prior  to  operation 
varied  from  seven  hours  to  six  days.  Both  the  white 
blood  count  and  temperature  were  poor  diagnostic 
signs.  White  blood  counts  on  admission  were  ob- 
tained between  the  levels  of  5,600  and  39,200. 
Mild  leucocytosis  was  the  usual  finding.  The  de- 
gree of  fever  was  even  poorer  in  helping  us  to  make 
the  diagnosis  or  evaluate  the  prognosis.  In  six 
cases,  admission  temperature  was  subnormal.  In 
two  cases  there  was  no  urinalysis  as  the  patients 
died  before  the  admission  urine  was  obtained.  In 
sixteen  out  of  the  remaining  eighteen  case,  albumin 
was  present  in  the  urine,  being  anywhere  from  a 
slight  trace  to  four  plus.  This  instance  of  albuminuria 
has  been  commented  upon  by  Metheny,  et  al.,^  but 
has  not  been  generally  stressed  in  the  literature.  In 
nine  cases  the  gallbladder  was  definitely  abnormal, 
whereas  in  four  cases  it  was  stated  that  the  gall- 
bladder was  essentially  negative  at  operation.  In 
remaining  cases,  unreliable  data  was  available. 

The  mortality  rate  is  35%,  as  seven  out  of  the 
twenty  died.  Only  three  cases  were  not  operated 
upon,  and  two  of  these  died.  However,  the  two 
who  did  die  were  not  operated  upon  primarily  be- 
cause their  condition  was  so  poor  at  the  time  of 
admission  that  it  was  felt  they  could  not  withstand 
any  type  of  operative  procedure.  Aside  from  this, 
to  make  any  comparison  of  mortality  rates  in  a 
series  as  small  as  this  would  be  completely  foolish. 
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Case  Reports 

1.  The  following  case  is  presented  as  an  exam- 
ple of  a severe  fulminating  type  of  the  disease : Mrs. 
D.  R.,  age  70,  was  admitted  to  the  Jefferson  Hos- 
pital, September  21,  1947,  with  the  complaint  of 
lower  abdominal  pain,  nausea,  and  vomiting.  About 
one  month  prior  to  admission  she  had  had  a simi- 
lar attack  which  was  much  milder  and  consisted  of 
abdominal  pain,  nausea,  vomiting,  distention,  and 
constipation.  She  was  hospitalized  for  ten  days 
elsewhere  and  gastrointestinal  and  gallbladder 
x-rays  were  essentially  normal,  while  barium  enema 
revealed  only  a diverticulum  of  the  sigmoid.  She 
slowly  improved  from  this  illness  until  two  days 
before  admission  when  the  pain  became  much  more 
severe,  confined  primarily  to  the  lower  abdomen  on 
both  sides  and  was  associated  with  nausea  and  con- 
stipation. Examination  on  admission  showed  ten- 
derness throughout  the  lower  abdomen,  most  marked 
in  the  left  lower  quadrant.  There  was  slight  disten- 
tion. There  was  no  muscle  spasm  or  rigidity  and 
no  masses  could  be  felt.  Temperature  was  98°. 
General  examination  otherwise  essentially  nega- 
tive. Patient  did  not  appear  acutely  ill  at  this  time 
nor  during  the  night. 

-About  twelve  hours  after  admission  the  patient 
went  into  shock.  The  blood  pressure  could  not  be 
obtained,  and  the  pulse  was  almost  imperceptible 
within  a matter  of  thirty  minutes.  Examination  of 
the  abdomen  at  this  time  revealed  that  it  was  more 
distended,  very  tense,  and  tender  throughout.  Her 
temperature  was  100°  by  mouth.  White  count  was 
23,400.  In  spite  of  1,000  c.c.  of  whole  blocd,  1,000 
c.c.  of  plasma  and  saline  solution,  the  patient’s 
condition  rapidly  became  more  critical,  and  she 
e.xpired  about  twelve  hours  after  the  sudden  onset 
of  her  very  acute  symptoms.  Postmortem  examina- 
tion revealed  fat  necrosis  throughout  the  peritoneal 
cavity  and  a hemorrhagic  type  of  necrosis  involv- 
ing the  entire  pancreas. 

2.  This  case  is  presented  to  illustrate  a milder 
phase  of  the  disease  and  also  one  which  was  treated 
without  operation:  Mrs.  N.  D.,  age  25,  was  ad- 
mitted to  the  Jefferson  Hospital,  October  14.  1947, 
with  the  complaint  of  abdominal  pain.  Present  ill- 
ness revealed  that  the  patient  had  been  awakened 
from  her  sleep  with  epigastric  pain.  The  pain  re- 
mained deep  in  her  epigastrium  and  did  not  radiate 
and  had  been  constant  in  character  since  it  began. 
It  was  not  relieved  or  made  worse  by  the  ingestion 


of  food.  There  was  nausea  but  no  vomiting.  Past 
history  revealed  no  previous  trouble  with  the  gas- 
trointestinal tract. 

Physical  examination:  Patient  was  seen  to  be 
an  obese  young  woman  in  moderate  distress.  She 
complained  of  epigastric  pain.  There  was  marked 
tenderness  in  the  epigastrium  and  some  voluntary 
muscle  spasm,  but  no  true  involuntary  spasm.  No 
masses  could  be  felt.  Temperature  on  admission 
was  98.2°  and  white  blood  count  was  5,600.  The 
patient’s  general  condition  gradually  became  more 
severe  during  the  next  two  days.  White  blood  count 
two  days  after  admission  was  elevated  to  20,550 
and  the  temperature  had  risen  to  101.6°.  The  pain 
became  more  generalized  throughout  the  upper  ab- 
domen, and  there  was  some  radiation  to  the  back. 
Blood  amylase  was,  therefore,  obtained,  and  this 
was  87  mgm.  %.*  The  following  day  with  no 
treatment  other  than  supportive  therapy  and  peni- 
cillin 50,000  units  q.  3 h.,  the  white  blood  count 
had  fallen  to  12,000,  and  the  patient’s  abdomen 
was  not  quite  as  tender  as  it  had  been.  Blood 
amylase  was  51  mgm.  %.  Two  days  later  this 
had  fallen  to  14  mgm.  %.  Mild  supportive  ther- 
apy was  continued.  This  included  a transfusion 
as  well  as  daily  intravenous  glucose.  Her  tem- 
perature remained  elevated  from  100°  to  103°  con- 
stantly for  six  days,  following  which  there  was  a 
rapid  return  to  normal  during  a period  of  forty- 
eight  hours;  and  it  remained  normal  during  the 
remainder  of  her  hospitalization. 

3.  This  case  is  presented  to  show  an  example  of 
pancreatitis  which  apparently  was  produced  by 
trauma:  Mr.  R.  S.,  37  years  old,  was  well  until 
he  was  struck  in  his  abdomen  by  a fist  blow  on 
July  8,  1947.  He  began  having  immediate  cramp- 
like colicky,  abdominal  pain  associated  with  nausea 
and  vomiting.  This  was  more  severe  the  following 
day  and  then  subsided.  On  July  10,  1947,  he  be- 
gan to  notice  abdominal  distention  which  was  pro- 
gressive up  until  his  admission  to  the  hospital  on 
July  11,  1947.  The  discomfort  in  his  abdomen  had 
become  more  severe  so  that  morphine  had  been 
necessary  for  the  relief  of  pain  the  night  before 
admission.  Examination  revealed  an  obese  male 
in  acute  distress.  The  abdomen  was  markedly  dis- 

*Method  of  serum  amylase  determination  used  at  Jef- 
ferson Hospital  is  the  one  proposed  by  Bray  in  his 
“Synopsis  of  Clinical  Laboratory  Methods.”  Normal 
values  do  not  exceed  50.  Values  by  the  Somogyi  method 
are  roughly  four  times  the  values  obtained  by  this  method. 
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tended  and  tympanitic.  There  was  epigastric  ten- 
derness without  any  real  muscle  spasm.  No  peri- 
staltic sounds  could  be  heard  on  auscultation. 
Exploration  was  immediately  performed,  and  it 
was  found  that  there  was  severe  fat  necrosis.  The 
pancreas  was  necrotic  for  an  extensive  region.  Pa- 
tient’s condition  was  poor  before  operation,  and  he 
died  twenty-four  hours  after  operation.  Autopsy 
revealed  hemorrhage  and  necrosis  throughout  90% 
of  the  pancreas  with  extensive  fat  necrosis  of  tis- 
sues within  the  peritoneal  cavity.  In  view  of  the 
very  definite  histor)'  of  trauma  and  the  onset  of 
pain  at  that  time,  it  was  felt  that  this  is  one  of  the 
cases  which  might  fairly  be  classified  as  .having 
trauma  as  an  etiological  agent. 

4.  A 30  year  old  woman  entered  the  hospital  on 
November  1,  1947,  with  the  chief  complaint  of  ab- 
dominal pain.  For  twelve  days  before  her  admis- 
sion she  had  had  severe  recurrent  sharp  stabbing 
pains  in  her  entire  upper  abdomen  radiating  straight 
through  to  both  sides  of  the  back.  Pain  also  ra- 
diated into  her  lower  back.  Since  the  onset  of  her 
pain,  she  had  had  frequent  bouts  of  nausea  and 
occasional  vomiting.  The  day  before  admission  she 
vomited  five  times  profusely.  Past  history  is  rele- 
vant in  that  she  had  an  appendectomy  and  bilateral 
salpingectomy  in  July,  1947.  Diagnosis  at  this 
time  was  pyosalpinx. 

Physical  examination  on  admission  revealed  a 
well  developed  and  well  nourished  young  woman 
in  considerable  distress,  moaning  and  retching  and 
complaining  of  stabbing  pain  in  the  upper  abdo- 
men and  back.  Examination  of  the  abdomen  re- 
vealed a low-grade  tenderness  in  the  upper  abdo- 
men; no  masses,  no  definite  spasm  was  noted. 
Otherwise  the  physical  examination  was  essentially 
negative. 

From  the  time  of  her  admission  on  November  1 
until  early  in  the  morning  of  the  4th,  she  did  not 
actually  vomit  at  all  and  received  only  mild  seda- 
tion for  her  discomfort.  On  the  morning  of  Novem- 
ber 4,  phe  began  vomiting  and  had  severe  abdomi- 
nal pain.  Nausea  and  vomiting  continued  all 
through  that  day,  and  the  abdominal  pain  was  quite 
severe  in  spite  of  fairly  large  doses  of  narcotics.  The 
abdomen  at  this  time  was  essentially  soft,  and  there 
were  no  definite  high-pitched  gurgling  sounds.  The 
morning  of  the  5th  a blood  amylase  was  obtained 
which  was  71  mgm.  %.  She  continued  to  vomit 
everything  taken  by  mouth  this  day.  Fluid  re- 


quirements were  maintained  intravenously,  .\round 
midnight  that  night  she  suddenly  went  into  shock, 
and  large  amounts  of  plasma  and  glucose  were 
necessary  to  resuscitate  her.  She  then  began  to 
vomit  fecal  vomitus.  As  soon  as  the  patient  was 
gotten  into  a little  better  shape,  she  was  carried  to 
the  operating  room  and  an  emergency  laparotomy 
performed.  She  was  found  to  have  enormously  dis- 
tended loops  of  bowel,  but  there  was  no  evidence  of 
gangrene.  .A.dhesions  were  released  and  the  abdo- 
men closed  as  rapidly  as  possible.  Her  post-opera- 
tive course  was  stormy,  but  at  the  time  of  her  dis- 
charge on  November  22,  1947,  she  was  almost  fully 
recuperated. 

Summary 

1.  .4,  brief  review  of  the  etiology,  diagnosis  and 
treatment  of  acute  pancreatitis  has  been  given. 

2.  A summary  of  twenty  new  cases  is  presented 
with  case  ref)orts  of  three  of  these. 

3.  Attention  is  called  to  the  marked  variation  in 
severity  of  s\Tnptoms  and  also  to  the  high  incidence 
of  albuminuria. 

4.  Elevated  serum  amylase  may  occur  in  high 
intestinal  obstruction. 
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Discussion 

Dr.  R.  P.  Bell,  Staunton:  Mr.  President  and  Gentle- 
men: Dr.  Trout’s  paper  brings  up  a subject  about  which 
there  has  been  quite  a lot  of  new  study  and  new  thought. 
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and,  of  course,  such  papers  are  always  timely  and  valu- 
able; that  is,  when  they  are  properly  prepared  and  prop- 
erly presented,  as  is  his. 

The  pancreas,  as  we  all  know,  is  an  organ  about  which 
all  too  little  is  known,  although  we  must  admit  that  a 
great  deal  has  been  found  out  concerning  it  during  the 
last  five  or  six  decades.  We  have  known,  of  course,  for 
a long  time  about  the  digestive  ferments  that  are  orig- 
inated in  the  pancreas — amylopsin,  steapsin,  trypsin,  and 
rennin.  The  discovery  of  insulin, — that  spectacular  oc- 
currence— brought  out  the  fact  that  this  internal  secretion 
of  the  islands  of  Langerhans  has  absolute  control  over 
sugar  metabolism.  We  have  found  out  in  recent  years, 
from  a surgical  standpoint,  that  the  whole  pancreatic 
organ  can  be  removed  and  the  patient  live  by  administra- 
tion of  the  enzymes  and  insulin.  The  monumental  work 
of  Whipple,  Mulholland  and  others  along  this  line  has 
been  mentioned.  But  we  are  brought  face  to  face  fre- 
quently, to  our  chagrin,  with  the  fact  that  of  the  in- 
flammations of  the  pancreas  we  are  still  woefully  ignorant. 

I think  the  first  operations  for  pancreatitis  were  done 
back  as  far  as  1883.  From  that  time  up  to  about  1930 
acute  pancreatitis  was  thought  to  be  a very  virulent, 
rapidly  fatal  disease  never  diagnosed  until  operation  was 
done  for  something  else.  Along  about  1930  we  began 
to  have  a new  thought  on  the  subject  of  pancreatitis  and 
began  to  realize  that  it  is  not  primarily  an  infection  but 
is  a chemical  change  brought  on  by  the  stoppage  of  the 
ducts  and  rupture  of  the  capsule,  with  a pouring  out  of 
the  enzymes  into  the  abdomen.  Therefore,  the  point  was 
brought  out,  why  operate  when  we  can  make  the  diag- 
nosis? But  the  sad  part  is  that  we  often  cannot  make  it. 
Take  the  series  of  cases  Dr.  Trout  has  presented.  Out  of 
twenty  cases,  seventeen  were  diagnosed  at  operation  and 
two,  I believe,  at  autopsy.  I have  seen  several  other  series 
presented  in  which  about  the  same  percentage  of  pre- 
operative diagnosis  was  made. 

As  to  the  causes,  our  thought  is  pretty  well  crystal- 
lized that  there  is  a damming  up  of  the  pancreatic  fluids, 
either  by  a stone  or  other  obstruction,  causing  bile  to 
dam  up  in  the  pancreatic  ducts,  causing  rupture  of  the 
acini  and  allowing  trypsinogen  to  escape  into  the  paren- 
chyma of  the  pancreas. 

The  symptoms,  of  course,  we  know  pretty  well.  This 
condition  is  frequently  confused  with  other  things — ap- 
pendicitis, peptic  ulcer,  gall  bladder  disease.  Sometimes 
coronary  disease  may  confuse  us. 

As  to  treatment,  I think  our  thought  is  pretty  well 
crystallized  that  we  should  not  operate  on  these  patients. 
The  difficulty  is  to  know  when  we  have  a pancreatitis. 
Since  1930,  when  most  of  the  cases  died,  the  statistics  have 
been  very  much  better. 

What  are  we  going  to  do  about  it?  Is  this  a surgical 
or  is  it  a medical  problem?  I think  it  is  a medical  proo- 
lem,  but  I notice  that  the  surgeons  are  writing  all  the 
papers.  When  a medical  man  gets  a patient  with  high 
abdominal  pain,  tenderness,  and  so  forth,  he  usually  calls 


in  a surgeon,  and  I think  it  is  right  and  proper  he  should 
do  so.  I think  the  medical  men  and  the  surgeons  should 
work  together  on  these  cases  in  order  to  reach  the  proper 
diagnosis. 

The  history,  of  course,  is  the  important  thing.  The 
amylase  test  is  a great  help,  and  I think  all  hospitals 
should  be  equipped  to  do  it.  Every  hospital  ought  to 
have  a laboratory  technician  trained  to  do  these  tests  and 
do  them  accurately,  and  I think  there  are  a great  many 
hospitals  that  are  not  so  fixed.  The  points  to  be  stressed 
are  careful  examination,  the  use  of  this  test,  and,  when 
in  doubt,  operate.  With  the  anesthetics  that  we  have 
these  days  a simple  opening  of  the  abdominal  cavity  is 
scarcely  a hardship  on  any  patient;  and  it  is  very  much 
better  to  operate,  because  there  may  be  ruptured  peptic 
ulcer,  than  to  wait  too  long  watching  the  patient  because 
you  think  it  is  acute  pancreatitis. 

Dr.  J.  Morrison  Hutcheson,  Richmond:  I wish  to  com- 
mend Dr.  Trout  for  his  excellent  paper  on  this  important 
subject.  Acute  pancreatitis  is  probably  far  more  common 
than  we  realize.  Dr.  Trout  has  touched  upon  the  variable- 
ness of  the  picture.  It  seems  likely  that  while  the  more 
severe  cases  manifest  symptoms  and  signs  that  permit 
recognition,  there  are  milder  cases  that  escape  detection 
because  the  symptoms  are  slight  or  because  we  fail  to 
think  of  this  condition. 

The  diagnosis  of  acute  pancreatitis  is  largely  a clinical 
one.  The  presence  of  increased  serum  amylase  is  un- 
doubtedly important  but  the  elevation  is  transient  and  may 
easily  be  missed,  and  its  absence  should  not  argue  too 
strongly  against  pancreatitis.  Serum  amylase  may  also 
be  increased  in  other  conditions.  One  of  the  highest  levels 
I have  seen  occurred  in  a patient  with  a ruptured  gall 
bladder. 

Dr.  Trout,  closing  the  discussion:  I should  like  to 
thank  Dr.  Bell  and  Dr.  Hutcheson  for  their  remarks. 

With  reference  to  Dr.  Bell’s  remark  as  to  whether  acute 
pancreatitis  should  be  treated  by  a medical  man  or  by  a 
surgeon,  I certainly  agree  with  him  that  there  should  be 
close  cooperation  between  the  two.  While  it  is  a medical 
condition  it  seems  hard  to  believe  that  a medical  man 
can  treat  the  great  majority  of  these  patients  alone,  be- 
cause so  often  acute  abdominal  catastrophe  which  re- 
quires immediate  surgical  intervention  must  be  consid- 
ered; and  I think  the  surgeon  should  be  called  in. 

I would  like  to  stress  particularly  Dr.  Hutcheson’s  re- 
marks. I agree  with  him  that  the  presence  of  increased 
serum  amylase  is  of  great  help,  but  its  absence  does  not 
rule  out  pancreatic  disease.  The  elevation  is  extremely 
transitory.  In  some  cases  it  may  rise  in  the  first  twenty- 
four  hours  and  then  fall  to  normal.  In  chronic  pan- 
creatitis it  may  be  slightly  elevated  over  a long  period  of 
time.  It  has  therefore  been  suggested  that  in  these  cases 
the  blood-amylase  test  be  repeated  every  six  hours  for  the 
first  two  or  three  days.  If  this  is  done,  an  elevated  serum 
amylase  may  be  found  on  a later  examination  which 
would  be  missed  if  only  one  determination  were  made. 
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AN  UNUSUAL  CASE  OF  HYDROCEPHALUS  WITH  SOME  COMMENTS  ON 

DELIVERY 


Chester  D.  Bradley,  M.D., 

Newport  News,  Virginia. 


A 34-year  old  multipara  was  found  to  have  a 
breech  presentation  about  six  weeks  before  the  ex- 
pected date  of  delivery.  An  X-ray  taken  to  confirm 
the  clinical  impression  revealed  a huge  hydrocepha- 
lus in  the  frank  breech  position.  The  hydrocepha- 
lus had  not  been  suspected.  As  term  drew,  near  the 
size  of  the  abdomen  increased  markedly  especially 
in  the  upper  portion.  The  enlarged  fetal  head  final- 
ly could  be  palpated  most  easily.  The  patient  went 
into  spontaneous  labor  at  the  41st  week.  For  a 
long  time  the  uterine  contractions  were  irregular 
and  not  very  strong.  After  18  hours  the  cervix  had 
dilated  only  4 cm.  At  this  point  the  membranes 
were  ruptured  in  the  hope  that  the  release  of  in- 
trauterine pressure  would  improve  the  quality  of 
the  labor.  Following  this  the  strength  of  the  uterine 
contractions  was  indeed  increased  and  in  several 
hours  the  cervix  was  completely  dilated. 

Study  of  this  case  beforehand  had  convinced  me 
that  the  head  was  too  large  to  engage  in  the  pelvis. 
And  so  it  was.  The  buttocks  delivered  spontane- 
ously, the  legs  were  brought  down  and  about  two- 
thirds  of  the  body  was  easily  delivered.  Here  the 
delivery  came  to  a standstill.  Further  progress  was 
impossible  because  the  head  was  arrested  at  the 
pelvic  inlet;  it  was  up  in  the  abdominal  cavity  out 
of  reach  for  perforation  through  the  vagina.  Antici- 
pating this  difficulty,  I had  come  to  the  deliver)^ 
room  armed  with  a long  metal  cannula  wLich  I 
planned  to  insert  up  the  spinal  canal  after  cutting 
down  on  the  most  accessible  portion  of  the  verte- 
bral column.  But  it  so  happened  that  the  fetus  had 
a spina  bifida  along  its  entire  lumbar  spine.  The 
cannula  was  therefore  inserted  into  the  spinal  canal 
through  this  ready-made  opening  and  easily  passed 
up  into  the  cranial  cavity  (figure  1).  Cerebrospinal 
fluid  spurted  out  through  the  cannula  and  in  a few 
minutes  the  head  was  so  reduced  in  size  it  entered 
the  pelvis.  The  remainder  of  the  body  then  de- 
livered and  the  head  itself  was  easily  brought  forth 
by  grasping  the  infant  by  its  ankles  and  swinging 
its  body  back  on  the  mother’s  abdomen.  Even  in 
the  collapsed  state  the  head  circumference  (oc- 
cipito-frontal)  was  45  cm.,  or  10  cm.  more  than 


that  of  a nonnal  newborn.  The  baby  weighed  8 
lbs.  2 oz.  (3685  gm.).  The  fetal  heart  was  heard 
when  the  mother  was  brought  to  the  delivery  room, 
but  the  infant  was  stillborn.  Death  was  attributed 
to  the  delay  in  the  delivery  of  the  head.  Due  to  an 
oversight  no  autopsy  was  obtained. 

Delivery  of  the  hydrocephalic  infant  presenting 
by  the  breech  is  usually  handled  without  difficulty 
by  perforating  the  after-coming  head  following  de- 
livery of  the  body.  In  the  case  just  reported  the 
problem  was  more  difficult  in  that  the  head  was  too 
large  to  engage  in  the  pelvis.  The  head  remained  in 


the  abdominal  cavity  out  of  reach  through  the 
vagina.  This  impasse  was  overcome  by  passing  a 
cannula  up  the  spinal  canal  to  the  cranial  cavity. 
IM other  Nature  made  the  task  easier  by  providing  a 
spina  bifida  so  that  it  was  not  necessary  to  cut 
down  on  the  vertebral  column.  To  enter  the  spinal 
canal,  an  incision  is  made  in  the  midline  over  the 
spinous  processes.  The  skin  edges  are  retracted  by 
Allis  forceps,  the  laminae  are  incised  with  the 
scalpel  and  the  fragments  removed.  A semi-rigid 
waxed  silk  urethral  catheter*  is  then  passed  through 
the  defect  in  the  vertebral  arches  on  up  to  the 
cranial  cavity.  If  such  a catheter  is  not  available 

*Catheters  are  ideal  for  this  procedure  in  that  they  are 
always  to  hand.  In  my  own  case  I happened  to  have  a 
long  metal  cannula  which  was  almost  straight. 
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one  can  use  an  ordinary  soft  rubber  catheter  into 
which  has  been  inserted  a length  of  stiff  wire.  In- 
sert the  wire  into  the  catheter  just  short  of  the  eye, 
for  if  it  protrudes  through  the  eye  it  may  get 
snagged  in  the  spinal  canal.  Bend  the  far  end  of 
the  wire  to  a right  angle  or  more  so  that  it  does  not 
advance  further  into  the  catheter. 

Where  the  after-coming  head  is  engaged  in  the 
pelvis  and  the  entire  body  has  been  delivered,  the 
method  of  Gustafson  is  very  satisfactory  (figure  2). 


A transverse  incision  is  made  in  the  skin  at  the 
base  of  the  neck  and  then  the  scissors  or  the  per- 
forator are  tunneled  beneath  the  skin  to  the  base 
of  the  occiput,  thus  protecting  the  maternal  soft 
parts  from  injury. 

In  breech  hydrocephalus  the  practitioner  has  at 
least  a purchase  hold  on  the  fetus  through  its  body, 
which,  being  smaller  than  the  head,  will  be  ex- 
pelled in  whole  or  in  part.  When  the  hydrocepha- 
lus presents  by  the  vertex  the  problem  is  obviously 
different.  It  constitutes  one  of  the  most  dramatic 
examples  of  cephalopelvic  disproportion.  The  use 
of  cesarean  section  for  this  type  of  case  has  been 
roundly  and  rep)eatedly  condemned.  Yet  the  treat- 
ments which  have  been  recommended  for  so  many 
years,  such  as  craniotomy,  perforation  and  version, 
etc.,  are  more  dangerous  than  cesarean  section. 
Therefore,  some  practitioners  turn  to  cesarean  sec- 
tion in  order  to  insure  the  survival  of  the  mother. 

.\11  of  the  classic  technics  for  delivery  of  the  ver- 
tex hydrocephalus  insist  on  complete  dilation  of 
the  cervix  as  a preliminary.  However,  full  dilata- 
tion occurs  slowly  in  hydrocephalus,  the  labor  often 


being  very  inefficient  and  prolonged.  The  length  of 
labor  required  for  full  dilatation  can  seriously 
overstretch  an  already  markedly  distended  lower 
uterine  segment.  Version  and  extraction  run  the 
risk  of  rupture  of  the  uterus  because  of  the  thin- 
ning out  of  the  lower  segment.  Craniotomy  runs  the 
risk  of  deep  laceration  of  the  birth  canal  by  frag- 
ments of  the  crushed  skull. 

O’Connor  and  Gorman^  solved  this  dilemma  of 
treatment  in  a most  simple  manner.  Early  in  labor 
when  the  cervix  was  only  a few  centimeters  dilated 
they  inserted  a spinal  needle  into  the  head  of  the 
fetus  and  drew  off  enough  fluid  to  reduce  the  size 
of  the  head.  The  results  were  excellent.  The  pa- 
tient was  a primipara  with  a vertex  hydrocephalus. 
The  cervix  was  3 cm.  dilated.  These  authors  rup- 
tured the  membranes  and  inserted  a No.  18  spinal 
puncture  needle  into  the  head  (figure  3).  Cere- 


brospinal fluid  spurted  out  and  whenever  the  stream 
slowed  it  was  accelerated  by  pressure  on  the  head 
througli  the  abdomen.  About  1400  cc.  of  fluid  were 
removed.  Adequate  uterine  contractions  set  in  al- 
most at  once  and  in  just  one  hour  the  infant  was 
delivered  spontaneously.  It  died  two  hours  after 
birth. 

O’Connor  and  Gorman  called  their  procedure  in- 
traventricular tap  and  drainage.  It  has  many  ad- 
vantages. One  does  not  wait  for  complete  dilatation 
of  the  cervix.  All  that  is  required  is  enough  dilata- 
tion to  permit  insertion  of  the  needle  into  the  fetal 
head.  Prolonged  labor  is  avoided.  The  dangers  of 
a long  labor  are  not  added  to  the  dangers  of  an  al- 
ready over-stretched  lower  uterine  segment.  Intra- 
ventricular tap  and  drainage  may  be  done  by  the 
general  practitioner.  Special  skill  and  training  are 
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not  required  as  in  craniotomy,  perforation  and  ver- 
sion, etc.  No  anesthesia  is  needed  for  intraventricu- 
lar tap  and  drainage.  After  the  head  has  been 
drained  of  excess  fluid  it  engages  in  the  j^elvis  and 
can  be  delivered  in  due  course  either  spontaneously 
or  by  low  forceps. 

Intraventricular  tap  and  drainage  of  the  hydro- 
cephalic head  is  a safe,  simple  means  of  obtaining 
easy  delivery  through  the  vagina.  Perforation  of 
the  vertex  is  an  easy  matter.  The  skull  bones  are 
thin  and  the  fontanels  are  widely  open.  The  dis- 
tention of  the  ventricles  of  the  brain  is  so  great  that 
the  brain  tissue  over  the  vertex  is  compressed  into 
a thin  layer.  The  essential  point  about  intraven- 
tricular tap  and  drainage  is  that  the  spinal  needle 
is  inserted  into  the  fetal  head  in  early  labor  as  soon 
as  there  is  enough  dilatation  to  insert  a spinal  needle 
through  the  cervical  canal.  One  does  not  wait  for 
complete  dilatation  of  the  cervix.  Here  is  the  over- 
whelming superiority  of  the  method  over  the  classic 
technics.  Intraventricular  tap  and  drainage  avoid 
the  risks  of  prolonged  labor,  rupture  of  the  uterus, 
pressure  necrosis,  fistulas,  postpartum  hemorrhage 
from  atony  of  an  over-distended  uterus  or  lacera- 
tions of  the  birth  canal. 

There  may  be  a rare  case  of  vertex  hydrocepha- 
lus where  the  cervix  is  difficult  to  expose  or  the 
head  cannot  be  brought  within  reach  of  the  needle 
through  the  vagina.  Here  intraventricular  tap  and 
drainage  may  be  done  through  the  abdominal  wall, 
after  the  method  of  Walsh,^  of  Liverpool.  The 
bladder  is  emptied  by  catheter.  The  skin  of  the  ab- 
dominal wall  and  the  peritoneum  is  anesthetized 
with  1 per  cent  novocaine  in  the  midline  over  the 
head  (usually  this  site  is  midway  between  the  sym- 
physis and  umbilicus).  A No.  16  spinal  needle  is 
then  passed  through  the  abdominal  wall,  uterus  and 
head  into  the  ventricles.  Very  little  effort  is  needed. 
The  procedure  is  quite  painless  to  the  mother  and 
there  is  no  need  to  try  to  pass  the  needle  through  a 
fontanelle  or  suture.  The  needle  passes  readily 
through  the  deficiently  ossified  skull.  A 20-  or  50-cc. 
syringe  is  then  fitted  to  the  needle  and  the  cere- 
brospinal fluid  aspirated  after  which  the  needle  is 
withdrawn. 

The  four  simple  technics  reviewed  in  this  paper 
make  possible  safe,  simple,  easy  delivery  through 
the  vagina  for  the  hydrocephalic  case  whether  it 
presents  by  the  breech  or  vertex,  whether  the  bod>' 
is  completely  or  only  jaartially  delivered,  whether 


the  head  is  high  or  low.  Plass®  pointed  out  recently 
that  these  procedures  have  greatly  simplified  the 
management  of  hydrocephalic  labors  although  they 
are  rarely  mentioned  in  standard  textbooks.  “They 
are  so  much  simpler  than  the  classic  technics  that 
their  general  adoption  would  seem  indicated.”  It 
should  be  stated  that  the  most  recent  editions  of 
McCormick,  De  Lee-Greenhill,  and  Mengert  men- 
tion or  describe  some  or  all  of  these  simplified 
technics.  Generally  speaking,  vaginal  delivery  is 
10  times  safer  than  cesarean  section.  Therefore,  the 
vaginal  route  is  to  be  preferred  for  the  delivery  of 
hydrocephalus  now  that  the  safety  of  this  route  is  as- 
sured. There  is  no  need  to  have  recourse  to  the 
dangerous  and  complicated  technics  of  craniotomy, 
perforation  and  version,  etc.  By  the  same  token, 
“cesarean  section  with  its  attendant  maternal  risk, 
performed  for  a child  who  is  virtually  biologic 
waste,  is  a completely  irrational  method  of  therapy 
for  hydrocephalus”  (MengerP). 

Are  there  any  religious  objections  to  the  technics 
which  have  been  recommended  in  this  paper?  It  is 
well  to  consider  this  aspect  of  the  subject  because 
there  are  millions  of  Catholics,  hundreds  of  Catho- 
lic hospitals,  and  thousands  of  Catholic  doctors  in 
this  country.  The  Catholic  Church  forbids  crani- 
otomy as  long  as  the  infant  is  alive.  This  is  be- 
cause craniotomy  involves  destruction  and  evacua- 
tion of  the  cerebral  contents.  .Any  cranial  opera- 
tion is  forbidden  which  has  for  its  purpose  the  di- 
rect killing  of  the  fetus.®  However,  tapping  the 
fetal  head  with  a trocar  and  cannula  has  been  ap- 
proved by  Catholic  moralists,  says  McCormick.® 
“The  procedure  is  not  necessarily  synonymous  with 
fetal  death,  and  cannot  be  described  as  an  attack  on 
the  fetus  any  more  than  a cerebral  operation  on  an 
adult  is  an  attack  on  him.  It  is  done  for  the  sake 
of  both  the  child  and  the  mother;  to  save  the  mother 
from  death  from  a ruptured  uterus,  to  give  the  child 
the  only  thin  chance  of  life  and  Baptism,  which  is 
possible  for  him  aside  from  having  recourse  to  ce- 
sarean section  . . . Although  cesarean  section  in 
handling  a case  of  dystocic  hydrocephalus  is  al- 
lowed, ecclesiastical  opinion  does  not  require  it 
peremptorily.”  And  Walsh,^  whose  procedure  has 
been  described  above,  says,  “I  am  advised  on  the 
highest  ecclesiastical  authority  that  there  is  no  ob- 
jection on  religious  grounds  (to  tapping  the  hydro- 
cephalic head  with  a spinal  needle).  The  aim  of 
the  treatment  is  to  reduce  the  size  of  the  head  to 
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make  spontaneous  labor  possible  and  to  prevent  ob- 
structed labor.” 

It  must  be  remembered  that  tapping  or  mere  per- 
foration of  the  greatl}'  dilated  and  thinned  out  brain 
does  not  as  a rule  cause  fetal  death. 

A Catholic  point  of  view  attributed  to  Moore  is 
quoted  by  O’Connor  and  Gorman,^  “The  operation 
of  craniotomy  involves  two  stages:  (a)  perforation 
of  the  skull;  (b)  complete  destruction  of  the  cere- 
bral contents  ...  If  the  second  stage  of  the  op- 
eration is  omitted  and  the  physician  attempts  to  ef- 
fect delivery  with  as  little  loss  of  cerebral  substance 
as  possible  and  does  all  he  can  to  save  the  life  of 
the  child  he  is  no  longer  making  a direct  attempt  to 
kill  the  child  but  in  certain  rare  instances  in  which 
delivery  may  be  otherwise  impossible,  he  will  be 
doing  all  he  possibly  can  do  to  save  the  lives  both 
of  the  child  and  of  the  mother.” 

In  the  case  of  breech  hydrocephalus,  the  body 
will  be  born  first  and  this  wall  allow  the  performance 
of  baptism.  The  infant  will  almost  inevitably  suc- 
cumb to  the  delay  in  deliver}'  of  the  greatly  enlarged 
head.  One  then  proceeds  to  reduce  the  size  of  the 
head  by  tapping  and  draining  off  the  excess  fluid. 
This  can  be  done  either  by  passing  a scissors  up 
under  the  skin  of  the  neck  to  the  base  of  the  occiput 
or  by  passing  a catheter  up  the  spinal  canal,  de- 
pending upon  the  accessibility  of  the  head.  Churn-, 
ing  or  stirring  up  the  cerebral  contents  with  the  scis- 
sors or  other  instrument  must  be  strictly  avoided, 
for  in  case  there  is  still  a spark  of  life  in  the  infant 
it  would  be  destroyed.  This  action  would  violate 
Catholic  moral  concepts. 

O’Connor  and  Gorman^  approached  the  problem 
of  delivery  of  the  vertex  hydrocephalus  from  a 
Catholic  point  of  view.  They  were  concerned  with 
delivering  the  infant  alive  by  some  means  other 
than  cesarean  section.  In  the  method  of  intraven- 
tricular tap  and  drainage  they  found  a means  which 
not  only  met  their  theological  requirements  but 
which  is  overwhelmingly  superior  to  the  classic  tech- 
nics as  regards  ease,  safety  and  rationality.  The 
need  for  both  craniotomy  and  cesarean  section  in  the 
treatment  of  hydrocephalus  no  longer  exists.  Ce- 
sarean section  can  be  justified  only  if  there  is  an 
associated  complication  which  requires  the  opera- 
tion per  se  such  as  placenta  previa. 


Summary 

1.  A case  of  breech  hydrocephalus  is  reported 
where  the  head  was  too  large  to  engage  in  the  pelvis 
and  only  a portion  of  the  infant’s  body  could  be  de- 
livered. Delivery  was  effected  by  draining  the  head 
through  the  spinal  canal. 

2.  Consideration  is  given  to  the  management  of 
hydrocephalic  births  in  general.  The  older  tech- 
nics are  evaluated  in  the  light  of  recent  advances 
and  found  wanting. 

3.  Four  simple,  improved  technics  are  recom- 
mended which  permit  safe,  easy  deliver}'  of  the 
hydrocephalus  through  the  vagina  regardless  of 
presentation. 

4.  These  simplified  technics  are  shown  to  be  per- 
missible with  Catholic  patients  because  they  do  not 
directly  attack  the  life  of  the  fetus.  They  can  there- 
fore be  used  universally  whatever  the  religious  af- 
filiation of  the  patient,  the  physician  or  the  hospital. 
This  makes  it  possible  to  standardize  the  manage- 
ment of  the  hydrocephalic  labor  case. 

5.  It  is  urged  that  craniotomy,  perforation  and 
version,  and  other  classic  technics  for  the  delivery  of 
hydrocephalus  be  abandoned  because  they  require 
full  dilatation  of  the  cervix,  prolonged  labor,  and 
dangerous  complicated  manipulations  in  an  over- 
distended uterus. 

6.  It  is  urged  that  cesarean  section  be  abandoned 
because  with  these  simplified  technics  there  is  no 
longer  any  justification  for  subjecting  a woman  to 
abdominal  operation  for  the  sake  of  a monster. 
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A METHOD  OF  TREATMENT  OF  MASSIVE  GASTRO-INTESTINAL 
HEMORRHAGE  WHICH  APPEARS  UNCONTROLLABLE* 


Ernest  S.  Roberts,  M.D., 

Chief,  Surgical  Service,  Veterans  Administration  Hospital, 
Kecoughtan,  Virginia. 


One  of  the  difficult  types  of  gastric  hemorrhage 
to  handle  is  that  in  a patient  more  than  50  years 
of  age,  where  a sclerotic  vessel  along  the  wall  of 
the  stomach  or  in  an  adjacent  structure  has  become 
eroded  by  an  ulcer.  The  vessel  at  autopsy  is  seen 
to  be  wide  open  and  surrounded  with  the  dense 
scar  tissue  of  the  ulcer.  Probably  no  procedure  we 
may  follow  would  completely  solve  the  surgeon’s 
problem  in  all  these  cases.  Two  case  histories  are 
given,  illustrating  how  two  such  cases  were  han- 
dled successfully. 

W'.  H.,  a 52  year  old  white  veteran,  was  admitted 
February  28,  1948,  for  gall  bladder  disease.  He 
had  an  attack  of  abdominal  pain  six  months  pre- 
viously. Roentograms  made  revealed  what  was 
thought  to  be  a duodenal  ulcer. 

His  present  attack  of  pain  began  ten  days  prior 
to  admission.  He  was  nauseated  at  times,  but  did 
not  vomit.  Food  did  not  relieve  the  pain.  He  also 
had  pain  in  the  right  kidney  region  and  complained 
of  hematuria.  The  ward  surgeon  proceeded  to  work 
him  up  from  the  genito-ur inary  angle.  Early  in  the 
morning  of  March  10,  1948,  he  became  nauseated 
and  started  for  the  bathroom  when  he  “blacked 
out.”  The  ward  nurse  found  him  on  his  hands  and 
knees  in  a pool  of  bright  red  and  clotted  blood 
which  he  had  vomited.  When  he  was  placed  in 
bed,  his  blood  pressure  was  found  to  be  80/40, 
when  it  was  ordinarily  130/90.  His  hemoglobin 
dropped  from  14.5  on  admission  to  8.5  that  morn- 
ing. He  was  given  plasma  while  a donor  was  ob- 
tained. He  was  given  nothing  by  mouth  for  twelve 
hours,  then  was  put  on  a Muelengracht  diet.  He 
was  given  a mixture  of  milk  with  alkalies  hourly. 
He  was  also  given  transfusions  on  the  two  succeed- 
ing days.  Stools  were  tarry,  but  there  was  no  more 
evidence  of  copious  hemorrhage  until  March  13, 
1948. 

In  this  second  episode  of  profuse  hemorrhage, 
his  hemoglobin  dropped  to  four  grams,  with  1,500,- 
000  red  cells,  and  his  pulse,  which  could  not  al- 

*Published with  permission  of  the  Chief  Medical  Direc- 
tor, Department  of  Medicine  and  Surgery,  Veterans  Ad- 
ministration, who  assumes  no  responsibility  for  the  opin- 
ions expressed  or  conclusions  drawn  by  the  author. 


ways  be  counted,  rose  to  140.  He  was  given  2,500 
c.c.  of  blood  during  the  next  24  hours  and  a surgi- 
cal consultation  was  requested. 

Since  the  patient  was  in  extremely  poor  physical 
condition  for  emergency  surgery,  the  following  pro- 
cedure was  adopted  to  make  a diagnosis  and  to  get 
the  patient  in  a better  physical  condition  for  any 
indicated  surgery:  (1)  Bed  rest;  (2)  Constant 
nursing  care;  (3)  Gastric  evacuation  continuously, 
using  a #18  French  gastro-duodenal  tube;  (4)  Fre- 
quent lavage  of  stomach  by  encouraging  patient  to 
drink  ice  water;  (5)  Reduction  of  gastric  acidity 
by  irrigating  the  stomach  through  the  gastro-duode- 
nal tube  hourly  with  30  c.c.  of  soda  bicarbonate 
solution,  ounces  one  to  eight  ounces  of  water.  The 
patient  was  given  demerol  for  pain,  vitamin  K,  pro- 
tein hydrolysates,  electrol}  tes,  fluids  to  meet  the  body 
needs,  and  the  use  of  tobacco  was  interdicted.  His 
blood  pressure,  electrolytic  balance,  and  blood  pro- 
tein were  checked  frequently. 

The  return  from  the  stomach  was  bloody  at  first. 
This,  however,  cleared  in  four  or  five  hours.  The 
gastro-duodenal  tube  was  removed  after  four  days. 
There  was  no  recurrence  of  bleeding.  After  the  tube 
was  removed,  he  was  given  not  more  than  one  ounce 
of  water  every  hour.  He  was  also  given  amphogel, 
drams  one  hourly,  during  the  day,  and  atropine, 
grains  1/100,  hypodermically  every  4 hours.  The 
second  day  he  was  given  milk  ounces  one  every  hour. 
This  was  increased  as  he  tolerated  it  better.  His 
blood  count  and  hemoglobin  were  brought  to  former 
levels  with  repeated  blood  transfusions.  A roento- 
gram  March  21st  revealed  a duodenal  ulcer  with  a 
crater.  A gastric  resection  was  done  April  7,  1948. 
An  ulcer  which  had  perforated  the  first  portion  of 
the  duodenum  into  the  pancreas  was  found.  The 
floor  of  the  ulcer  in  the  pancreas  was  covered  with 
thin  granulations  through  which  a large  vessel  was 
visible.  This  vessel,  no  doubt,  had  been  eroded  and 
the  hemorrhage  issued  from  the  erosion.  The  pa- 
tient received  7,000  c.c.  of  blood  during  his  hospital 
stay.  His  recovery  was  uneventful  and  he  returned 
to  his  work  as  an  electrician. 
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The  other  case  was  that  of  a 65  year  old,  retired 
soldier;  admitted  April  6,  1948,  with  a history  sug- 
gestive of  gastric  ulcer  for  twenty  years.  The  ad- 
mitting physician  also  thought  of  the  possibility 
of  cirrhosis  of  the  liver.  He  was  transferred  to  us 
from  an  Army  Hospital,  where  he  was  treated  six 
days  and  given  a tentative  .diagnosis  of  carcinoma 
of  the  stomach.  While  there  he  was-  digitalized  be- 
cause of  evidence  of  cardiac  failure.  During  those 
six  days  he  had  a severe  hemorrhage,  with  hema- 
temesis.  His  blood  pressure  dropped  to  70/40, 
and  his  hemoglobin  from  11.5  to  6 grams.  While  in 
the  Army  Hospital,  he  was  given  three  transfusions 
of  500  c.c.  of  blood  each.  When  he  was  transferred 
to  the  Veterans  Hospital,  he  was  given  a transfu- 
sion because  of  anemia.  The  following  day  his 
red  cells  were  1,800,000,  and  hemoglobin  5.5  grams. 
He  did  not  show  improvement  after  two  more  trans- 
fusions and  was  turned  over  to  the  surgical  service. 
Since  the  patient’s  condition  was  very  poor,  the 
same  regime  was  used  on  him  as  on  patient  num- 
ber one,  except  that  an  attempt  was  made  to  save 
the  services  of  a special  nurse.  He  was  placed  in  a 
ward  with  another  patient  who  required  constant 
care,  and  these  two  patients  shared  one  attendant. 
This  proved  to  be  a mistake.  The  patient  pulled 
out  his  gastro-duodenal  tube  three  times  in  the  first 


48  hours,  and  at  the  end  of  that  time  had  a minor 
hemorrhage.  He  was  then  given  a special  nurse. 
The  return  from  his  stomach  cleared  up  in  a few 
hours  and  he  had  no  more  bleeding.  Gastric  evacua- 
tion was  discontinued  after  five  days.  A gastro- 
intestinal roentogram  April  19,  1948,  revealed  what 
was  thought  to  be  a duodenal  ulcer.  The  patient 
had  a gastric  resection  April  30,  1948.  An  ulcer  of 
the  stomach  with  perforation  into  the  pancreas  was 
found.  The  ulcer  was  near  the  lesser  curvature 
posteriorly.  The  pathologist  reported  two  points  of 
projecting  eroded  vessels  occluded  by  an  organizing 
thrombus  in  the  ulcer.  The  patient  had  an  unevent- 
ful recovery  and  returned  to  his  home  in  retirement. 

This  method  of  treatment  has  been  used  on  other 
patients  with  hemorrhage  from  ulcer,  with  equal 
success.  The  two  cases  are  presented  because  they 
illustrate  hemorrhage  from  ulcer  that  is  difficult 
to  control.  It  is  believed  that  points  in  favor  of 
this  method  of  treatment  are:  (1)  The  stomach  is 
put  at  physiologic  rest;  (2)  Acidity  of  the  stomach 
is  controlled;  (3)  The  surgeon  is  warned  promptly 
if  hemorrhage  recurs;  (4)  The  hemorrhage  is 
checked  temporarily,  giving  time  to  make  a diagno- 
sis by  roentogram,  and  to  build  the  patient  up  for 
operation. 


SKF  Laboratories  Awarded  Grant  for  Can- 
cer Research. 

One  of  the  first  grants  for  cancer  research  from 
the  National  Cancer  Institute  to  a non-academic  re- 
search center  has  been  awarded  to  Smith,  Kline  & 
French  Laboratories,  Philadelphia  pharmaceutical 
manufacturers.  The  grant,  in  the  amount  of  $10,800, 
will  be  administered  by  Dr.  Glenn  E.  Ullyot,  head 
of  the  organic  chemistry  section  of  the  firm’s  re- 
search laboratories. 

Dr.  Ullyot’s  investigations  will  center  around 


colchicine,  an  alkaloid  derived  from  the  bulbous 
herb  known  as  meadow  saffron  or  autumn  crocus. 
This  substance  is  known  to  arrest  multiplication 
of  cancer  cells  in  experimental  animals,  but  it  is 
also  injurious  to  the  normal  cells.  Preliminary  re- 
search with  closely  related  compounds  indicate  that 
there  may  be  some  hope  of  developing  colchicine 
derivatives  with  a more  specific  action  against  the 
disease.  Already  widely  experienced  in  colchicine 
chemistry.  Dr.  Ullyot  will  extend  his  studies  in  an 
attempt  to  find  a cancer-inhibiting  compound  that 
will  not  damage  the  host. 
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PUBLIC  HEALTH 


L.  J.  Roper,  M.D., 

State  Health  Commissioner  of  Virginia. 


The  report  of  the  Bureau  of  Communicable  Dis- 
ease Control  of  tlie  State  Department  of  Health  for 
August  1949  as  compared  with  the  same  month  in 
1948,  and  for  the  period  of  January  through  August 


1949  compared  with  the 

same  period 

in  1948, 

is  as 

follows : 

Jan.- 

Jan.- 

Aug. 

Aug. 

Aug. 

Aug. 

19+9 

1948 

19+9 

19+8 

Typhoid  and  paratyphoid 

__  21 

13 

91 

93 

Diarrhea  and  Dysentery 

._1,402 

614 

3,91+ 

2,770 

Measles 

136 

97 

21,237 

6,063 

Scarlet  fever 

24 

16 

456 

611 

Diphtheria 

9 

10 

92 

1+3 

Poliomyelitis 

109 

152 

161 

258 

Meningitis  _ - 

11 

7 

66 

67 

Undulant  fever 

4 

3 

42 

60 

Rocky  Mountain  spotted  fever  27 

19 

86 

58 

Tularemia  

6 

5 

25 

41 

Results  of  Antibiotic  Therapy 

There  is  a growing  and  gratifying  tendency  upon 
the  part  of  physicians,  in  reporting  certain  types  of 
communicable  diseases,  to  report  upon  the  results 
of  antibiotic  therapy.  We  heartily  appreciate  these 
treatment  reports  and  hope  the  physicians  will  con- 
tinue to  send  them.  Though  not  primarily  respon- 
sible for  treatment,  this  being  the  function  of  the 
private  physician,  the  State  Health  Department 
would  like  to  act  as  a clearing-house  of  practical 
information  in  regard  to  treatment  results.  Since 
we  send  out  weekly  morbidity  reports  to  all  report- 
ing physicians  of  the  State,  these  weekly  reports 


may  well  serve  as  a two-way  channel  of  informa- 
tion of  communicable  disease  incidence  and  results 
of  treatment. 

In  reviewing  these  treatment  notes  on  reports  of 
communicable  diseases  of  the  last  few  months,  we 
find  reference  to  the  successful  use  of  antibiotics  in 
Rocky  Mountain  spotted  fever,  typhoid  fever,  un- 
dulant  fever  and  at)^ical  pneumonia.  The  most 
dramatic  of  these  clinical  reports  have  concerned 
the  treatment  of  Rocky  Mountain  spotted  fever 
with  Aureomycin.  In  cases  reported,  fever,  pros- 
tration and  rash  have  responded  within  48  hours  to 
intensive  Aureomycin  therapy.  One  report  showed 
similar  prompt  results  with  the  use  of  Chloromy- 
cetin. In  line  with  the  results  obtained  by  other 
clinicians  the  reports  from  our  physicians  show 
equally  excellent  results  from  the  use  of  Aureomycin 
in  acute  brucellosis.  These  reports  are  most  en- 
couraging when  we  recall  the  unsatisfactory  treat- 
ment of  undulant  fever  before  the  advent  of  the 
antibiotics. 

On  the  laboratory  side,  the  limited  experience  of 
our  State  Health  Department  Laboratory  in  the  ex- 
amination of  blood  specimens  from  Rocky  Moun- 
tain spotted  fever  cases  treated  with  antibiotics  for 
complement-fixing  bodies  and  non  specific  agglu- 
tinins, as  demonstrated  by  the  Weil-Felix  reaction, 
indicates  that  there  is  an  increase  in  titre  as  shown 
by  both  tests  in  spite  of  antibiotic  therapy.  How- 
ever, the  increase  in  titre  does  not  attain  the  levels 
found  in  these  cases  prior  to  the  introduction  of 
this  therapy. 
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MEDICAL  SOCIETY  OF  VIRGINIA 
PUBLIC  RELATIONS 


Henry  S.  Johnson,  Director 


Reception  Room  and  Literature. 

It  seems  that  compulsory  health  insurance  will 
not  be  inacted  in  1949.  The  President’s  Reorgani- 
zation Plan  No.  1 also  seems  dead,  although  the 
philosophy,  politics,  and  the  pressure  of  both  of 
these  should  not  be  ignored. 

Of  course,  we  can  expect  proponents  of  govern- 
ment medicine  and  the  extension  of  other  govern- 
ment services,  to  be  very  active  during  1950  under 
the  leadership  of  a President  sharing  their  point 
of  view. 

Dentists  and  Pharmacists  in  Virginia  are  co- 
operating nicely  in  our  educational  campaign.  They 
are  helping  in  speaking  engagements,  in  discus- 
sion groups,  with  the  distribution  of  literature, 
talking  with  influential  people,  and  in  getting  reso- 
lutions to  Washington. 

It  is  hoped  that  every  member  of  the  Medical 
Society  of  Virginia  wdll  (beginning  not  later  than 
October  1),  make  conspicuous  display  of  the  Fildes 
painting  of  “The  Doctor”  and  of  literature  perti- 
nent to  the  subject  of  compulsory  health  insurance. 

Ample  literature  is  in  the  office,  but  orders  are  not 
coming  in.  It  will  take  individual  and  combined 
effort  to  carry  this  story  to  the  people.  You  are 
urged  to  join  in  now. 

Prepayment  Plans  Said  to  be  Exploited.* 

Dr.  H.  Boyd  Stewart,  President  of  the  American 
Society  of  Anesthesiologists,  recently  stated;  “From 
many  sources  over  the  United  States,  I am  hearing 
increasingly  numerous  reports  that  surgeons  and 
anesthesiologists  are  being  cited  in  contempt  by  the 
public  in  their  relations  with  patients  who  are  in- 
sured under  Blue  Cross  and  Blue  Shield  Plans.” 

He  went  on  to  say  that  “the  universal  charge 
against  the  physician  is  that  he  is  guilty  of  ex- 
ploitation of  his  patients  by  accepting  a fee  from 
a pre-payment  plan  and  then  charging  the  patient 
a private  fee  as  large  as  he  was  accustomed  to  levy 
before  the  patient  had  insurance.” 

(♦Taken  from  the  “President’s  Page’’  of  the  Newsletter 
of  the  American  Society  of  Anesthesiologists,  Inc.,  August 
1949.) 


He  indicated  that  patients  are  asking  the  ques- 
tion, “Who  is  the  one  insured  and  protected  under 
these  voluntary  plans,  the  patient  or  the  physician?” 

Dr.  Stewart  indicated  that  “most  of  these  volun- 
tary plans  had  been  sponsored  by,  and  are  being 
operated  under  the  supervision  of  the  medical  pro- 
fession, and  that  the  success  of  it  depends  almost 
entirely  upon  the  integrity  and  cooperation  of  the 
profession.” 

He  stated  further,  in  part,  “It  behooves  the  in- 
dividual physician  who  participates  and  who  is 
reimbursed  by  these  plans  to  use  discretion  and 
observe  honesty,  lest  he  inadvertently  contribute  to 
a justifiable  wave  of  resentment.” 

Editor  Looks  at  British  Medicine. 

After  five  weeks  in  Great  Britain  and  a study  of 
their  system  of  socialized  medicine,  John  W.  Mc- 
Pherrin,  editor  of  American  Druggist,  stated;  “It 
is  our  conclusion  that  there  is  no  hope,  peace  of 
mind,  or  real  security  for  anyone  in  the  belief  that 
‘The  State  is  my  Shepherd,  I shall  not  want.’  This 
is  the  real  concept  of  the  welfare  state  and — nothing, 
not  even  a free  health  service  is  more  important 
to  a nation  that  the  spirit  of  its  people.” 

He  adds  that  “so  far  as  the  British  Health 
scheme  is  concerned,  it  is  a major  expression  of  the 
welfare  state  idea,  and  as  a health  scheme,  it  is  very 
similar  to  the  plan  President  Truman  has  proposed 
for  this  nation.” 

Mr.  IMcPherrin  continues,  “If  this  nation  of  ours 
should  ever  adopt  the  same  kind  of  a scheme,  we 
must  be  prepared  to  accept  the  same  increase  in 
taxes  and  government  controls.  . . .” 

It  is  believed  that  “security”  would  not  be  found 
in  the  “socialist  idea”  that  “the  state  is  my  shep- 
herd”, for  acceptance  of  this  idea  could  lead  to  a 
deterioration  of  the  medical  services,  and  a loss  of 
faith  in  the  individual. 

Thanks  to  Our  Senators! 

The  U.  S.  Senate  on  August  16th  rejected  by  a 
vote  of  60  to  32  the  President’s  reorganization  Plan 
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No.  1,  which  would  have  created  a Department  of 
Public  Welfare  under  which  Federal  medical  serv- 
ices would  have  been  included.  Senator  A.  Willis 
Robertson  and  Senator  Harry  Flood  Byrd  were 
among  those  who  voted  against  this  plan. 

You  would  perhaps  be  interested  in  knowing  that 
in  addition  to  voting  for  the  resolution  wliich  pre- 
vented the  President  of  the  United  States  from  put- 
ting his  proposed  Reorganization  Plan  No.  1,  into 
effect,  Senator  A.  Willis  Robertson  discussed  with 
his  colleagues  testimony  which  had  been  presented 
before  the  committee,  pointing  out  that  no  material 
economies  would  result  from  it  and  that  it  was  not 
in  accordance  with  the  recommendations  of  the 


Hoover  Commission.  In  addition,  he  voted  against 
the  plan  as  a member  of  the  Committee  on  Expendi- 
tures in  the  Executive  Departments,  as  well  as  on 
the  floor  of  the  Senate,  when  it  came  up  for  final 
action. 

Perhaps  no  one  will  make  a better  suggestion  than 
that  our  membership  take  the  time  out  for  a per- 
sonal note  to  Senator  Robertson  and  Senator  Byrd 
in  expression  of  our  gratitude  for  their  stand  on 
this  matter. 

Press  Room, 

For  the  convenience  of  those  wishing  to  contact 
the  press  during  the  convention  at  the  Chamberlin 
Hotel,  please  check  with  the  bulletin  board  there. 


CORRESPONDENCE 

The  Study  of  Twins. 

To  The  Editor: 

The  study  of  twins  is  of  great  value  in  providing 
information  concerning  the  respective  importance  of 
hereditary  predisposition  and  environmental  influ- 
ences in  disease  in  man.  The  results  of  the  use  of 
this  method  have  sho\vn  an  hereditary  predisposi- 
tion to  tuberculosis,  diabetes,  and  tumor  formation, 
and  a high,  medium  or  low  intelligence  quotient. 

There  is  some  a priori  evidence  showing  an  heredi- 
tary predisposition  for  peptic  ulcer.  Only  six  cases 
of  the  occurrence  of  peptic  ulcer  in  the  one  or  both 
of  mono-  or  dizygous  twins  have  been  reported  in 
the  readily  accessible  literature.  Since  twins  are 
born  in  1 of  86  births  and  identical  twins  in  1 of 
344  births  and  the  general  incidence  of  ulcer  is  from 
5 to  10  per  cent  there  should  be  plenty  of  material 
available. 

I should  like  to  ask  physicians  to  cooperate  in  as- 
semblying  such  material  by  sending  me  cases  in 
which  ( 1 ) one  or  both  twins  develop  peptic  ulcer, 
(2)  the  site  of  the  ulcer,  (3)  the  age  of  onset  of 
ulcer,  (4)  the  type  of  twins  (monovular  or  diovular), 
(5)  the  sex  of  the  twins,  (6)  the  date  of  birth  of 
the  twins,  and  (7)  the  number  and  age  of  the 


brothers  and  sisters  and  the  absence  or  presence  of 
ulcer  in  each. 

Y^ours  sincerely, 

A.  C.  Ivy,  M.D., 

Department  of  Clinical  Science, 
University  of  Illinois, 

1853  West  Polk  Street, 

Chicago  12,  Illinois. 

.^.ugust  30,  1949 


BOOK  ANNOUNCEMENTS 


Poliomyelitis.  Papers  and  Discussions  Presented  at 
the  First  International  Poliomyelitis  Conference. 
Compiled  and  Edited  for  the  International  Polio- 
myelitis Congress.  Philadelphia,  J.  B.  Lippincott 
Company,  1949.  xi-360.  Illustrated.  Cloth. 

Marihuana  in  Latin  America  The  Threat  It  Consti- 
tutes. By  PABLO  OSVALDO  WOLFF,  M.D., 
Ph.D.,  M.A.,  Member  of  Expert  Committee  on 
Habit  Forming  Drugs  of  the  World  Health  Organ- 
ization. Sponsored  by  Washington  Institute  of 
Medicine.  The  Linacre  Press,  Inc.,  Washington, 
D.  C.  1939.  Pamphlet  of  56  pages.  Price  $1.50. 

Atlas  of  Obstetric  Technic.  By  PAUL  TITUS,  M.D., 
Obstetrician-Gynecologist  to  the  St.  Margaret  Me- 
morial Hospital,  Pittsburgh;  Secretary,  American 
Board  of  Obstetrics  and  Gynecology.  Illustrations 
by  E.  M.  SHACKELFORD,  Formerly  Medical  Il- 
lustrator, John  C.  Oliver  Memorial  Research 
Foundation,  St.  Margaret  Memorial  Hospital,  Pitts- 
burgh. Second  Edition.  St.  Louis,  The  C.  V.  Mosby 
Company.  1949.  197  pages.  Cloth.  Price  $7.50. 
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EDITORIALS 


Claude  Bernard  (1813-1878) 

’’  I 'HE  great  French  physiologist  and  father  of  experimental  medicine  was  the 
beau  ideal  experimenter.  He  had  wonderful  dexterity  and  a beautifully  logical 
mind  so  that  his  experiments  were  perfectly  planned  to  demonstrate  the  truth.  His 
frequently  quoted  advice  to  those  undertaking  scientific  investigation  illustrates  his 
own  attitude — “Put  off  your  imagination,  as  you  take  off  your  overcoat,  when  you 
enter  the  laboratory.  Before  the  experiment,  and  between  whiles,  let  your  imagina- 
tion wrap  you  around;  put  it  right  away  from  you  during  the  experiment  itself  lest  it 
hinder  your  observing  power.”  Garrison  says  “All  of  Bernard’s  greatest  dis- 
coveries were  based  upon  accidently  discovered  facts,  which  he  used  as  clues  to 
larger  results  through  his  wonderful  power  of  thinking  physiologically.”  Fulton, 
on  the  other  hand,  says  that  accident  played  no  part  in  Bernard’s  experiments.  Be 
that  as  it  may,  no  one  disputes  the  importance  or  the  greatness  of  Bernard’s  dis- 
coveries. He  clearly  and  conclusively  demonstrated  the  function  of  the  pancreatic 
juice.  DeGraaf,  nearly  200  years  previously,  had  successfully  established  pancreatic 
fistulae  in  dogs  but  his  experiments  with  the  pancreatic  secretion  were  not  conclusive. 
It  remained  for  Bernard  to  fully  establish  the  importance  of  the  pancreatic  juice. 

Bernard’s  work  on  the  glycogenic  function  of  the  liver  was  entirely  without  pre- 
cedent. Foster  says  that  the  whole  story  of  glycogen  lies  in  Bernard’s  own  writings.  He 
showed  that  the  liver  made  glycogen  and  poured  it  out  into  the  blood  stream  as  an 
“internal  secretion”,  a term  that  he  coined.  He  isolated  the  carbohydrate  which  he 
named  glycogen.  He  also  showed  that  puncture  of  the  floor  of  the  fourth  ventricle  in 
dogs  produced  experimental  diabetes.  By  chemical  and  histological  methods  he  dem- 
onstrated the  presence  of  glycogen  in  various  tissues  of  the  body,  especially  the  muscles 
and  the  rapidly  growdng  tissues  of  the  embryo.  Seldom  has  so  great  a discovery 
been  made  and  carried  out  to  its^conclusion  single  handed  and  without  outside  help. 
Bernard  “not  only  laid  the  first  stone  but  left  a house  so  nearly  finished  that  other 
men  have  been  able  to  add  but  little.” 

His  third  great  discovery  was  the  vaso-motor  nerves.  He  was  also  interested  in  the 
physiological  effects  of  poisons  and  experimented  with  curare  and  carbon-monoxide 
gas,  as  well  as  with  anesthesia  and  asphyxia. 

Claude  Bernard  was  bom  on  July  12,  1813  in  the  village  of  Saint-Julien  near  Ville- 
franche.  He  was  educated  in  the  local  Jesuit  school  and  at  the  college  at  Lyons.  For 
economic  reasons  he  left  the  college  before  completing  the  course  and  took  a position 
in  an  apothecary  shop.  In  his  off  hours  he  wrote  a successful  comedy  that  was  played 
but  not  published.  Later,  he  wrote  a more  ambitious  drama  and  at  the  age  of  21  he 
went  to  Paris  to  embark  on  a literary  career.  Girardin  read  the  manuscript  and  recog- 
nized its  merit.  Nevertheless,  he  advised  the  young  man  to  study  medicine  as  a surer 
means  of  making  a living.  Bernard  followed  his  advice.  In  his  fifth  year  he  came 
under  the  influence  of  Magendie,  becoming  first  his  assistant  and  finally  his  suc- 
cessor at  Magendie’s  death.  Even  with  such  connection  his  laboratory  facilities  were 
meagre,  and  most  of  his  early  and  important  work  was  done  in  odd  comers  and  out 
of  the  way  places  and  in  private  laboratories. 

Very  little  is  said  of  Bernard’s  private  life.  He  had  a wife  and  two  daughters  but 
his  wife  became  estranged,  because  she  resented  Bernard’s  refusal  to  go  into  private 
practice  where  the  monetary  returns  would  have  been  greater.  One  of  his  daughters 
spent  much  of  her  time  founding  hospitals  for  dogs  and  cats  with  a view  of  atoning 
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for  what  she  considered  the  crimes  of  vivisection,  which  her  father  had  committed.  So 
he  was  spared  the  diversions  of  family  life.  His  pupils  were  devoted  to  him.  He 
received  every  honor  France  could  give  him  including  membership  in  the  French 
Academy.  When  he  died  on  February  10,  1878,  he  was  accorded  a public  funeral,  the 
first  man  of  science  to  be  so  honored. 

Editor’s  Note:  This  is  the  sixth  of  a series.  “Doctors  for  whom  the  public  should  be  thankful.” 


Rochester,  Minnesota 

IN  1854  Rochester  was  a crossroads  camp  ground  in  Southern  Minnesota  for  im- 
migrant wagon  trains.  It  was  established  by  George  Head  of  Rochester,  New  York. 
At  the  end  of  the  Civil  War  it  was  a country  village  with  nothing  to  distinguish  it 
from  any  other  county  seat  in  the  State.  It  was  unheard  of  outside  of  the  State  of 
Minnesota.  It  had  however  something  no  other  village  had.  It  had  a country  doctor 
who  had  two  sons  who  were  fired  with  the  determination  of  being  the  best  doctors  in  the 
world,  and  with  capacities  for  work  that  amounted  to  genius.  There  were  no  other 
medical  assets — no  healing  springs,  no  salubrious  climate.  In  fact,  its  first  hospital 
was  the  direct  result  of  a death-dealing  tornado. 

At  present  all  the  world  knows  of  Rochester  and  not  an  inconsiderable  part  of  the 
people  of  the  world  has  been  there.  The  benches  in  the  parks  and  on  the  sidewalks 
outside  of  its  hotels  are  filled  with  cripples  and  invalids  of  all  sorts,  such  as  one  sees 
at  Excelsior  Springs,  Missouri,  Hot  Springs,  Arkansas,  or  the  recreation  center  of  Day- 
tona, Florida,  in  February.  According  to  the  American  Guide  Series  for  Minnesota 
(1938),  Rochester  has  forty  hotels,  eighty-four  apartment  buildings,  two  hundred  room- 
ing houses,  twenty  restaurants  and  a twenty  acre  tourist  camp.  When  an  individual 
starts  across  the  street,  either  on  foot  or  in  a wheel  chair,  all  automobiles  stop  at  a 
respectful  distance  as  if  to  say  the  town  is  yours,  take  your  time. 

St.  Mary’s  Hospital,  which  was  started  as  a poorly  equipped  forty  bed  hospital  in 
1889  after  the  tornado,  is  now  one  of  the  great  hospitals  of  the  world.  Besides,  there 
are  two  other  hospitals  and  one  hotel -hospital  with  a total  capacity  of  1533  patients. 

Rochester  also  has  the  largest  pea  cannery  in  the  world,  but  few  have  ever  heard 
of  it.  The  focal  point  is  the  Mayo  clinic  building,  a fifteen  story  office  building  with 
all  the  latest  facilities  for  prompt  and  accurate  diagnosis.  The  personnel  consists  of 
five  hundred  staff  members  and  some  three  hundred  and  fifty  research  fellows,  to- 
gether with  technicians,  nurses,  secretaries  etc.  In  the  summer  some  10,000  patients 
“go  through”  the  Clinic  each  month.  In  the  winter  months  the  number  drops  to  5,000 
or  6,000.  The  greatest  number  in  any  one  month  has  been  13,000.  This  overtaxed 
the  laboratories  and  they  got  behind  in  their  reports. 

In  the  park  in  front  of  the  Clinic  is  the  Mayo  Foundation  of  Hygiene  and  Medicine 
which  contains  a number  of  models  and  charts  of  medical  interest.  To  our  mind  the 
most  interesting  exhibit  is  an  old  Bausch  and  Lomb  microscope  that  has  a card  de- 
scribing it  as  follows:  “Bausch  and  Lomb  microscope  property  of  Dr.  William  Wor- 
rall  Mayo.  It  was  bought  with  money  obtained  from  placing  a mortgage  on  the  old 
homestead  which  occupied  the  site  upon  which  the  Mayo  Clinic  Building  now  stands.” 
Such  was  the  beginning  of  the  Mayo  Clinic  which  is  present  day  Rochester.  Not  only 
has  the  Clinic  paid  its  way  as  it  grew,  but  it  has  contributed  two  million  dollars  to 
the  University  of  Minnesota  as  a Foundation  for  post  graduate  medical  instruction. 
In  this  day,  when  hospitals  and  medical  schools  are  running  in  the  red  and  are  seeking 
Federal  aid,  it  is  refreshing  to  know  of  a medical  institution  that  maintains  its 
independence. 
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Never  Believe  What  a Patient  Says  about  Another  Doctor 
HE  Centennial  of  Sir  William  Osier’s  birth  was  celebrated  throughout  the  world 


in  a remarkable  manner.  Almost  every  medical  magazine  took  some  notice  of  it, 
and  some,  notably  the  Bulletin  of  the  Johns  Hopkins  Hospital,  The  Canadian  Medi- 
cal Association  Journal  and  the  Archives  of  Internal  Medicine  devoted  entire  issues 
to  reminiscences  and  sketches  of  Osier  and  appraisements  of  his  place  in  medicine. 
He  was  discussed  as  a clinician,  as  an  investigator,  as  a pathologist,  as  a teacher,  as 
a scholar,  as  a book  collector,  as  a medical  historian,  as  a man  and  as  a promoter  of 
good  relations  among  doctors.  His  students  collected  his  wise  sayings  and  maxims. 
They  usually  went  by  the  name  of  Oslerisms.  One  of  the  most  characteristic  Oslerism 
had  to  do  with  listening  to  tales  the  patient  tells  about  his  or  her  previous  doctor.  His 
advice  was  never  to  believe  what  a patient  says  about  another  doctor. 

Dr.  Osier  did  not  qualify  this  statement.  There  was  no  need  to.  The  least  re- 
flection would  show  how  unwise  it  would  be  to  pay  any  attention  to  what  a patient 
says  on  such  a subject.  In  the  first  place,  he  or  she  is  a biased  and  therefore  an  un- 
trustworthy witness.  The  patient  is  either  over  enthusiastic  or  else  disgruntled.  In 
the  second  place,  an  untrained  person,  especially  a sick  one,  is  very  apt  to  misunderstand 
medical  statements.  How  frequently  do  your  own  patients  misunderstand  your  own 
diagnoses  or  prognoses?  For  instance,  no  wise  doctor  ever  makes  a positive  diagnosis 
of  early  pregnancy  even  with  the  newer  laboratory  tests.  It  is  our  invariable  rule 
never  to  make  such  a diagnosis  and  yet  we  not  infrequently  hear  that  we  have  told  a 
patient  positively  that  she  is  pregnant.  Another  statement  we  frequently  hear  is  that 
her  doctor  told  her  that  she  could  never  become  pregnant.  There  is  no  use  to  argue 
about  such  matters.  The  best  thing  to  do  is  to  follow  Osier’s  advice  and  ignore  them. 
It  promotes  better  feeling  among  doctors. 


Tap  Water  Sodium  in  the  Low  Salt  Diets 


T salt  diets  are  being  used  more  and  more  extensively  in  the  treatment  of  heart 
failure,  hypertension,  renal  disease  and  toxemias  of  pregnancy.  Cole  {J.A.M.A. 
140:19,  1949)  calls  attention  to  the  importance  of  knowing  the  salt  content  of  the 
water  used  in  preparing  these  diets.  Where  the  salt  content  of  the  drinking  water 
amounts  to  more  than  10  mgm.  per  100  cc.  as  it  does  in  Aberdeen,  S.  D.,  Biloxi, 
Miss.,  Crandall,  Galveston  and  Houston,  Texas;  Galesburg,  111.;  Kansas  City  and 
Nevado,  Mo.;  Los  Angeles;  Marion,  Ohio;  Minot,  N.  D.;  Oklahoma  City,  and 
Phoenix,  Arizona,  it  seriously  interferes  with  this  type  of  treatment.  The  problem  is 
further  complicated  by  attempts  at  softening  naturally  hard  waters.  The  usual  soft- 
ening process  raises  the  sodium  content  of  the  water. 

The  ordinary  routine  analysis  of  public  water  supplies  does  not  give  any  infor- 
mation on  the  sodium  content.  Sometimes  the  combined  sodium  and  potassium 
content  is  given,  but  of  course  that  does  not  help  when  one  is  figuring  on  the  sodium 
content  of  a diet.  Being  interested  in  this  subject  we  asked  Dr.  Eller,  former  Health 
Director  of  the  City  of  Richmond,  about  the  sodium  content  of  the  city’s  water.  He 
had  a special  analysis  run  which  shows  a sodium  content  of  5.01  per  million  which  is  a 
negligible  quantity.  ; 
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Charles  Armistead  Blanton,  M.D.,  LL.D., 

1859-1949 

Dr.  CHARLES  A.  BLANTON  was  born  in  “West  Hill”,  Cumberland  County, 
July  23,  1859  and  died  at  his  home,  826  West  Franklin  Street,  September  6th, 
1949.  While  not  the  oldest  member  of  the  IMedical  Society  of  Virginia,  he  had  been  a 
member  longer  than  anyone  else,  having  joined  the  Society  in  1881.  Dr.  Blanton  was 
the  son  of  a doctor  and  the  father  and  grandfather  of  doctors,  and  exemplified  all  that 
was  finest  in  the  art  of  medicine. 

Graduating  at  the  Medical  College  of  Virginia  in  1881,  he  spent  his  entire  pro- 
tessional  life  in  Richmond.  He  always  enjoyed  a fine  practice.  We  say  enjoyed 
advisedly  for  no  one  was  more  complacent  with  the  average  patient  and  no  one  worked 
harder  over  a seriously  ill  one.  In  1887  he  became  a member  of  the  adjunct  faculty 
of  the  Medical  College  of  Virginia,  which  at  that  time  and  for  a number  of  years 
afterwards,  was  a delightful  medical  club.  In  1894  he  was  promoted  to  the  faculty, 
filling  the  Chair  of  Materia  Medica  and  Therapeutics  until  1898,  and  the  Chair  of 
Children’s  Diseases  until  he  was  made  emeritus  professor  in  1911.  It  was  the  con- 
tacts with  such  teachers  as  Dr.  Blanton,  who  made  their  living  practicing  medicine 
and  who  of  necessity  must  be  masters  of  the  art  of  medicine  as  contrasted  to  the 
science  of  medicine,  that  was  such  a valuable  part  of  the  medical  teaching  of  forty  or 
fifty  years  ago. 

Not  only  was  Dr.  Blanton  a good  doctor  but  he  was  also  a good  citizen  and  a good 
churchman.  He  was  a member  of  the  Board  of  Visitors  of  Hampden-Sydney  College, 
a member  of  the  finance  committee  of  the  Union  Theological  Seminary,  a member  of 
the  Society  of  Colonial  Wars  and  of  The  Virginia  Historical  Society.  He  was  a Pi 
Mu  and  an  O.D.K.  He  had  been  a deacon  and  an  elder  in  the  First  Presbyterian 
Church  in  Richmond,  and  was  an  elder  of  Brown’s  Presbyterian  Church  in  Cumber- 
land County,  a church  that  was  founded  by  his  grandfather.  Dr.  Jesse  S.  Armistead. 
In  1888,  Dr.  Blanton  married  Miss  Elizabeth  Brown  Wallace  of  Fredericksburg.  He 
is  survived  by  one  daughter,  two  sons,  Drs.  Wyndham  B.  Blanton  and  H.  Wallace 
Blanton,  five  grandchildren  and  nine  great-grandchildren. 

Dr.  Blanton  was  always  courteous  and  dignified  and  was  an  excellent  example  to 
the  younger  members  of  our  Society. 


Floral  Eponym 
Stapelia 

SxAPELius,  Johannes  Bodaeus  d.  1636 

Stapelius  graduated  in  medicine  at  Leyden  on  May  3,  1625,  and  established 
himself  as  a practitioner  in  Amsterdam.  He  is  said  to  have  been  a learned  young 
man  with  a wide  knowledge  of  Latin  and  Greek,  and.  a special  devotion  to  botany. 

The  genus  Stapelia  of  the  milk  weed  family  honors  him.  Stapelia  are  South 
African,  cactus-like  desert  plants.  The  flowers  are  large  and  have  an  unpleasant 
odor;  hence  the  common  name,  carrion  flower. 


552 


Virginia  Medical  Monthly 


[October, 


SOCIETIES 


Augusta  County  Medical  Association. 

At  the  meeting  of  this  Association  held  on  Au- 
gust 3rd,  the  following  officers  were  elected:  Presi- 
dent, Dr.  Charles  F.  Gaylord,  Staunton;  vice-presi- 
dents, Drs.  S.  G.  Saunders,  Waynesboro,  McKelden 
Smith,  Staunton,  and  George  B.  Tyler,  Staunton; 
secretary.  Dr.  Paul  A.  Woods,  Waynesboro;  treas- 
urer, Dr.  Boyd  H.  Payne,  Staunton;  and  censor, 
Dr.  A.  F.  Robertson,  Staunton. 

Medical  Society  of  Northern  Virginia. 

Dr.  Amos  Koontz,  assistant  professor  of  surgery 
at  Johns  Hopkins  University,  Baltimore,  was  guest 
speaker  at  a meeting  of  this  Society  on  August  9th 
at  Luray.  His  subjects  were  “Experiences  in  Two 
World  Wars”  and  “Tantalum  Mesh  in  Hernia”. 
Drs.  J.  A.  Miller  and  G.  H.  Murphy  gave  reports 
of  case  studies  and  Dr.  M.  J.  W.  White  showed  a 
motion  picture  on  leprosy.  Dr.  H.  W.  Miller  gave 
a report  of  the  meeting  of  the  Virginia  Pharmaceuti- 
cal Association. 

Dr.  H.  W.  Miller,  Woodstock,  is  president  of  this 
Society  and  Dr.  F.  D.  Maphis,  Strasburg,  secretary. 

Orange  County  Medical  Society. 

At  its  meeting  on  August  17th,  Dr.  H.  C.  McCoy, 
Gordonsville,  was  elected  president  to  succeed  Dr. 
C.  Cameron  Kress,  Orange;  Dr.  Frank  G.  Scott, 
Orange,  vice-president;  and  Dr.  J.  Garnett  Bruce, 
Jr.,  Gordonsville,  secretary-treasurer. 

Rockingham  County  Medical  Society. 

Officers  of  this  society  are:  President,  Dr.  Charles 
C.  Powel,  Harrisonburg;  vice-president.  Dr.  Hol- 
len  G.  Helbert,  Harrisonburg;  and  secretary- 
treasurer,  Dr.  George  S.  Row,  Bridgewater. 

Southampton  County  Medical  Society. 

New  officers  of  this  Society  are:  President,  Dr. 
T.  A.  Morgan  (re-elected) ; vice-president.  Dr. 
Henry  R.  Gardner,  Jr.;  and  secretary.  Dr.  W.  D. 
Varner.  All  are  of  Franklin. 

The  Williamsburg-James  City  County  Medi- 
cal Society 

Held  its  regular  bi-monthly  meeting  in  the  Li- 
brary of  the  Eastern  State  Hospital  preceded  by 
dinner  in  the  Officers  Dining  Room  of  the  Hos- 
pital, the  President,  Dr.  Joseph  E.  Barrett,  presid- 
ing. Guests  present  were  Dr.  Ralph  M.  Chambers 


of  New  York  and  Dr.  George  B.  McMurray  of 
Bradenton,  Florida,  Inspectors  from  the  Central 
Inspection  Board  of  the  American  Psychiatric  As- 
sociation, who  were  engaged  in  making  an  inspection 
survey  of  the  Eastern  State  Hospital.  Another 
guest  was  Dr.  J.  R.  Turnage  of  Sandston.  Action 
was  taken  by  the  Society  on  the  death  of  Dr.  Al- 
bert M.  Sneed,  who  w'as  the  first  President  of  the 
revived  County  Society.  Under  miscellaneous  busi- 
ness, Dr.  Granville  L.  Jones,  Chairman  of  the  Red 
Cross  Blood  Program  Committee  of  the  James  City 
County  Red  Cross  Chapter,  announced  the  visit 
of  the  Mobile  Blood  Unit  to  Williamsburg  on  Oc- 
tober 14th  and  asked  for  support  and  cooperation 
from  the  Society. 

The  scientific  session  consisted  of  talks  by  Mr. 
W.  R.  Reese,  Clinical  Psychologist  and  Dr.  Eleanor 
Beamer-Maxwell,  Acting  Psychiatrist,  both  of  the 
Williamsburg  Area  Guidance  Clinic  which  is  open- 
ing at  this  time.  The  speakers  discussed  the  gen- 
eral policies  and  operating  procedures  of  the  Clinic. 
They  stressed  the  need  for  close  cooperation  with 
the  Medical  Society,  asked  for  reports  covering 
physical  factors  and  history  on  cases  referred  by 
physicians  or  who  had  been  known  by  the  physi- 
cians although  the  referral  was  made  by  the  school 
or  some  other  organization.  It  was  brought  out  that 
the  Clinic  expects  to  refer  back  to  the  family  doctor 
every  possible  case  for  treatments  which  can  be 
rendered  by  the  family  doctor.  While  the  Clinic 
will  admit  adults,  the  most  hopeful  field  of  work 
in  Mental  Hygiene  is  among  children.  In  some  in- 
stances in  which  the  child  is  the  referred  patient, 
it  will  be  found  helpful  or  even  necessary  to  treat 
the  parents  as  w'ell.  The  Clinic  is  one  being  es- 
tablished by  the  Department  of  Mental  Hygiene 
and  Hospitals  of  the  Commonwealth  of  Virginia 
in  cooperation  vdth  the  United  States  Public  Health 
Service. 

Granville  L.  Jones, 

Secret  ary- T reasurer 

The  Smyth  County  Medical  Society 

Held  its  regular  meeting  at  Hotel  Lincoln,  Marion, 
on  August  17th.  This  was  preceded  by  a delight- 
ful cocktail  party  given  at  the  home  of  Dr.  and 
Mrs.  D.  C.  Boatwright,  which  was  attended  by 
twenty-nine  including  the  ladies. 


1949] 


Virginia  Medical  Monthly 


553 


It  was  moved  and  seconded  that  the  business  be 
postponed  until  the  next  meeting,  and  members  and 
guests  were  delightfully  entertained  by  “Dr.”  Bob 
Kent,  of  radio  station  W.M.E.V.,  who  gave  us  a 
talk  on  “Chiropracty”. 

Richard  C.  Potter, 
Secretary-Treasurer 

Wythe-Bland  Medical  Society. 

Members  of  the  Wythe-Bland  Medical  Society, 
meeting  on  August  26  at  the  George  Wythe  Hotel, 
went  on  record  as  being  unanimously  in  favor  of 
voluntary  health  insurance  and  opposed  compulsory 
federal  health  insurance.  Every  doctor  present  felt 


that  the  greatest  service  to  his  patients  at  the  least 
cost  could  be  rendered  through  several  of  the  vol- 
untary health  insurance  plans. 

The  guest  speakers  were  Dr.  W.  W.  Walton,  who 
sjx)ke  on  “The  Treatment  of  Burns”,  and  Dr.  James 
Chitwood,  who  spoke  on  “Thyroid  Diseases”.  Both 
speakers  are  on  the  staff  of  the  Pulaski  Hospital. 

The  Wythe-Bland  Medical  Society  was  reor- 
ganized November  1948  and  has  been  holding 
regular  monthly  meetings  since  that  time.  The 
President  is  Dr.  C.  D.  Moore,  of  Wytheville,  Vice- 
president,  Dr.  George  Kegley,  of  Bland,  and  Sec- 
retary-Treasurer, J.  E.  Mangus  of  Wytheville. 

J.  E.  Mangus 


NEWS 


Medical  Society  of  Virginia. 

Last  call  for  the  102nd  meeting  of  the  Society  has 
been  sent  all  members  in  the  form  of  the  program. 
The  scientific  part  has  been  arranged  to  give  some- 
thing of  special  interest  in  each  session,  and  the 
exhibits — scientific  and  technical — are  up  to  a high 
standard.  Tuesday  evening  has  been  given  over  to 
social  features.  There  are  many  places  of  special 
interest  to  be  seen  in  the  vicinity  of  our  meeting 
place — Fort  Monroe — and  a large  attendance  is 
expected. 

The  Virginia  Diabetes  Association 

Is  having  its  first  meeting  at  the  Hotel  Chamber- 
lin at  Old  Point  Comfort,  in  connection  with  the 
Medical  Society  of  Virginia  annual  meeting,  at 
3 :00  P.  M.  on  Sunday,  October  9. 

The  weather  and  the  place  should  combine  to 
make  a very  enjoyable  meeting.  All  members  of 
the  state  society  are  invited  to  attend  and  any  who 
are  interested  are  urged  to  join  the  society.  The 
meeting  should  be  interesting,  with  papers  by  dif- 
ferent clinicians  in  the  state.  Following  the  sci- 
entific program  there  will  be  a short  meeting  for 
adoption  of  by-laws  and  election  of  officers. 

M.  C.  V.  Alumni  Dinner. 

Medical  alumni  of  tlie  Medical  College  of  Virginia 
will  hold  their  annual  dinner,  preceded  by  a social 
hour,  during  the  convention  of  the  Medical  Society 
of  Virginia  at  the  Hotel  Chamberlin,  on  Monday, 
October  10  at  5:30  P.  M.  Dr.  Edward  L.  Alexander 


will  be  in  charge  of  the  social  hour  and  will  pre- 
side over  the  dinner  and  brief  meeting  following. 

Dr.  Harvey  B.  Haag,  Dean  of  the  School  of  Medi- 
cine of  the  College,  will  speak  on  “Trends  in  Medi- 
cal Education  at  the  College”. 

Dr.  Waverly  R.  Payne,  Chairman  of  the  Com- 
mittee on  Arrangements  for  the  Society’s  Conven- 
tion, will  extend  greetings  from  Tidewater  Virginia, 
and  Dr.  H.  Hudnall  Ware,  Jr.,  Professor  of  Ob- 
stetrics at  MCV,  will  speak  briefly  on  the  War 
Memorial  Alumni  Building,  the  Alumni  Asso- 
ciation’s House,  which  is  now  undergoing  extensive 
renovations  and  which  it  is  hoped  will  be  ready  for 
occupancy  before  the  end  of  the  current  year.  Dr. 
Roshier  W.  Miller,  Emeritus  Professor  of  Materia 
Medica  and  Therapeutics,  will  give  the  invocation. 

All  alumni  of  the  Medical  College  of  Virginia 
are  urged  to  attend  this  dinner  and  to  bring  their 
wives  and  other  guests. 

News  from  the  State  Department  of  Health. 

Carroll  and  Grayson  counties  have  a newly  es- 
tablished Health  Department  with  Dr.  Mildred 
Esther  Scott  as  Health  Officer.  Dr.  Scott’s  appoint- 
ment became  effective  August  1,  1949. 

Dr.  Stuart  T.  Bray  has  been  appointed  Health 
Officer  for  Buchanan  and  Tazewell  counties,  as  of 
October  3,  1949. 

Dr.  William  B.  Wild  has  been  appointed  Health 
Officer  for  the  Rockingham-Harrisonburg  Health 
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District,  this  appointment  becoming  effective  Oc- 
tober 3,  1949. 

Dr.  S.  S.  Shouse,  Health  Officer  for  Appomattox, 
Buckingham  and  Cumberland  counties  has  been 
granted  a year’s  military  leave,  effective  August 
26,  1949. 

Dr.  R.  Southward  has  been  appointed  Direc- 
tor of  Venereal  Disease  Bureau  of  the  Virginia 
State  Health  Department.  Dr.  Southward  begins 
this  work  October  1,  1949. 

Roanoke  City  Board  of  Health. 

Dr.  E.  G.  Gill  has  recently  been  elected  chairman 
of  the  Board  and  Dr.  \V.  R.  Whitman,  vice-chair- 
man. This  is  for  a two-year  period. 

Dr.  J.  D.  Middlemas, 

Recently  of  Orange,  is  now  at  the  University  of 
Virginia  Hospital  where  he  is  taking  a residency 
in  psychiatry. 

Post-Graduate  Course  in  Ophthalmology  and 
Otolaryngology. 

The  Post-Graduate  course  sponsored  by  the  Vir- 
ginia Society  of  Ophthalmology  and  Otolaryngology 
will  be  held  November  29,  and  30  and  December  1 
and  2.  The  first  two  days  are  for  otolaryngology 
and  the  remaining  two  for  ophthalmology.  The 
courses  will  be  given  at  Baruch  Auditorium,  Medi- 
cal College  of  Virginia,  Richmond. 

The  West  Virgina  State  Medical  Association, 
At  its  recent  meeting  at  White  Sulphur  Springs, 
elected  Dr.  Russell  B.  Bailey  of  Wheeling  as  presi- 
dent to  assume  office  January’  1,  1950.  Dr.  T.  M. 
Barber  of  Charleston  was  re-elected  secretary- 
treasurer  for  his  twenty-third  consecutive  term.  The 
1950  annual  meeting  will  also  be  held  at  White  Sul- 
phur Springs. 

Dr,  Breyfogle  Resigns. 

Dr.  Herbert  S.  Breyfogle,  Virginia’s  first  chief 
medical  examiner,  has  resigned  effective  October 
1st.  He  will  be  succeeded  by  Dr.  Geoffrey  T.  Mann, 
his  assistant,  who  has  been  appointed  for  a three 
year  term  beginning  October.  Dr.  Breyfogle  advised 
that  he  plans  to  study  law  on  the  West  Coast. 

Dr.  Julien  H.  Meyer, 

Roanoke,  announces  the  change  of  his  office  to 
the  Shenandoah  Building  where  his  practice  will 


be  limited  to  obstetrics  and  g}'necology,  including 
female  urology. 

Dr.  E.  B.  J.  Whitmore, 

Recently  junior  physician  at  Western  State  Hos- 
pital at  Staunton,  has  been  transferred  to  the  post 
of  senior  physician  at  Central  State  Hospital,  Pe- 
tersburg. 

Dr.  E.  G.  Gill, 

Roanoke,  has  returned  from  Europe  where  he  at- 
tended the  Fourth  International  Congress  of  Oto- 
larj’ngology.  The  sessions  were  held  at  London, 
Oxford,  Cambridge  and  Edinburgh.  Dr.  Gill  pre- 
sented a paper  on  “The  Effects  of  Air  Pollution  on 
the  Respiratory  Tract”. 

Dr.  O.  L.  Ramsey,  Jr., 

Recently  a staff  member  of  the  hospital  at  Holden, 
^'a.,  has  opened  offices  at  IHadison  Heights,  Vir- 
ginia, for  general  practice. 

Dr.  Walter  E.  Vest, 

Huntington,  W.  Va.  was  elected  president  of  the 
new  West  Virginia  medical  licensing  board  at  its 
organization  meeting  this  summer. 

The  Piedmont  Proctologic  Society, 

A sub-section  of  the  American  Proctologic  So- 
ciety, was  organized  in  Asheville,  N.  C.  on  July  30, 
1949.  All  of  the  proctologists,  who  are  members 
of  the  American  Proctologic  Society,  in  the  states 
of  Virginia,  North  Carolina,  South  Carolina,  Ten- 
nessee and  Georgia  are  eligible  for  membership  and 
all  of  the  states  were  represented  at  the  organiza- 
tion meeting. 

Dr.  Isaac  E.  Harris,  of  Durham,  was  chairman  of 
the  organization  committee;  Dr.  C.  S.  Drummond, 
of  Winston-Salem,  Secretary;  Dr.  Geo.  F.  Parker, 
of  Asheville,  the  host;  Dr.  W.  T.  Brockman,  of 
Greenville,  was  to  select  a name;  Dr.  C.  R.  Deeds, 
of  Hendersonville,  to  draw  up  the  Constitution  and 
By-Laws. 

Dr.  W.  T.  Brockman,  of  Greenville,  S.  C.  was 
elected  first  President;  Dr.  C.  R.  Deeds,  of  Hender- 
sonville, N.  C.  its  first  Vice-President;  Dr.  C.  S. 
Drummond  of  Winston-Salem,  N.  C.  the  first  Sec- 
retary-T  reasurer. 

The  next  meeting  will  be  held  in  .Atlanta,  Ga.  on 
December  5,  1949. 
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Post-Graduate  Course  on  Urinary  Tract  Dis- 
orders. 

On  November  17,  18,  and  19  the  Frank  E.  Bunts 
Institute  and  the  Cleveland  Clinic  will  present  a 
continuation  course  for  physicians  on  “Medical  and 
Surgical  Disorders  of  tlie  Urinary  Tract”.  Dr. 
Herman  L.  Kretschmer  of  Chicago  will  give  the 
evening  address  November  17  on  “Clinical  Signifi- 
cance of  Hematuria”.  The  other  out-of-town  guest 
speaker  will  be  Dr.  Louis  Leiter  of  New  York,  who 
will  speak  on  “Uremia”  Saturday  morning,  Novem- 
ber 19,  and  who  will  take  part  in  the  panel  discus- 
sion closing  the  course. 

Inquiries  regarding  the  complete  program  and 
registration  can  be  addressed  to  the  Director  of 
Education,  Frank  E.  Bunts  Educational  Institute, 
2020  East  Ninety-third  Street,  Cleveland  6,  Ohio. 

Post-Graduate  Courses  in  Diseases  of  the 
Chest, 

Sponsored  by  the  Council  on  Post-Graduate  Medi- 
cal Education  and  the  New  York  State  Chapter  of 
the  American  College  of  Chest  Physicians,  will  be 
given  November  14-18,  at  the  Hotel  New  Yorker, 
New  York  City.  Full  information  may  be  received 


from  Dr.  Frank  R.  Ferlaino,  secretary,  580  Park 
venue,  New  York  21,  N.  Y. 

Dr.  James  L.  Patterson, 

Logan,  W.  Va.  was  elected  president  of  the  West 
Virginia  Chapter,  Medical  College  of  Virginia 
.“Alumni  .Association  at  its  recent  meeting. 

Jefferson  Medical  College,  Philadelphia, 

Has  received  official  word  that  Dr.  A.  J.  Oren- 
stein  of  the  class  of  1905  has  been  elected  an  Hon- 
orary Fellow  of  the  Royal  Society  of  Tropical  Medi- 
cine and  Hygiene.  This  honor  has  been  conferred 
upon  only  thirty-five  men  during  the  forty-two  years 
of  the  Society’s  existence.  Seven  of  these  men,  now 
deceased,  were  Americans.  There  are  only  seven 
Honorary  Fellows  living  today,  including  Dr. 
Orenstein,  the  only  .American. 

General  Surgeon. 

Board  eligible;  seven  years  formal  training;  two 
years  army  surgery;  desires  association  with  es- 
tablished surgeon,  group  or  private  practice  oppor- 
tunity. Married,  39,  immediate  availability.  Write 
“Surgeon”,  care  the  Virginia  Medical  Monthly, 
1200  East  Clay  Street,  Richmond  19.  (Adv.) 


OBITUARIES 


Dr.  Charles  Armistead  Blanton 

Prominent  and  beloved  Richmond  physician,  died 
September  6th.  He  was  a native  of  Cumberland 
County  and  ninety  years  of  age.  Dr.  Blanton  grad- 
uated from  the  Medical  College  of  Virginia  in  1881 
and  had  practiced  in  Richmond  since  that  time. 
In  1887  he  was  appointed  to  the  faculty  of  the 
College,  where  he  was  professor  of  materia  medica 
and  therapeutics,  the  first  professor  of  pediatrics, 
and  a demonstrator  of  anatomy.  He  had  been 
emeritus  professor  of  children’s  diseases  of  the 
College  since  1911.  Dr.  Blanton  had  been  a trustee 
of  Hampden-Sydney  College  since  1911  and  in 
1931  the  College  conferred  on  him  the  honorary 
degree  of  LL.D.,  which  was  the  second  time  in  its 
history  they  had  honored  a member  of  its  board. 
He  was  very  active  in  the  work  of  the  Presbyterian 
Church  of  the  State,  having  served  as  an  Elder  and 
on  the  finance  committee  of  the  Union  Theological 
Seminary.  Dr.  Blanton  had  been  a member  of  the 
Medical  Society  of  Virginia  for  sixty-two  years 
and  was  made  a Life  Member  at  its  1948  meeting. 


A daughter  and  tw’o  sons,  Drs.  Wyndham  B.  Blan- 
ton and  H.  Wallace  Blanton,  survive  him. 

Dr.  Talmage  Bryan  Weatherly, 

Well-known  Richmond  eye,  ear,  nose  and  throat 
specialist,  died  September  4th  following  a long  ill- 
ness. He  was  sixty-one  years  of  age  and  a graduate 
of  the  former  University  College  of  Medicine,  Rich- 
mond, in  1912.  Dr.  Weatherly  had  practiced  in  Rich- 
mond since  1914  and  was  at  one  time  ophtlialmolo- 
gist  for  the  Retreat  for  the  Sick  Hospital.  He  was 
active  in  many  fraternal  organizations,  among  them 
the  Richmond  Masonic  Lodge.  He  had  been  a mem- 
ber of  the  Medical  Society  of  Virginia  for  thirty- 
four  years.  His  wife  survives  him. 

Dr.  George  Gilbert  Crawford, 

Prominent  physician  of  Strasburg,  died  Septem- 
ber 6th  after  an  illness  of  several  months.  He  was 
seventy-three  years  of  age  and  a graduate  in  medi- 
cine from  the  University  of  Virginia  in  1901.  Dr. 
Crawford  had  practiced  at  Strasburg  for  forty-one 
years  and  sers’ed  as  its  Alayor  for  twenty  years.  He 
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was  president  of  the  Shenandoah  Valley  Medical 
Society  and  a past  president  of  the  Medical  Society 
of  Northern  Virginia.  He  had  been  a member  of  the 
Medical  Society  of  Virginia  for  twenty-five  years. 
His  wife  and  five  children  survive  him. 

Dr.  Henry  Garnett  Plaster, 

Washington,  D.  C.,  died  August  3rd,  having  been 
in  ill  health  for  more  than  a year.  He  was  a native 
of  Bluemont  and  seventy  years  of  age.  Dr.  Plaster 
graduated  from  the  former  University  College  of 
Medicine,  Richmond,  in  1899  and  practiced  in  Lou- 
doun County  for  more  than  twenty  years  before 
locating  in  Washington  in  1925.  He  had  been  a 
member  of  the  ^Medical  Society  of  Virginia  for  fifty 
years  and  would  have  been  made  a Life  Member  at 
the  annual  meeting  in  October.  His  wife  and  two 
children  survive  him. 

Dr.  John  William  Freed, 

Staunton,  died  June  2nd  at  the  age  of  seventy- 
four.  He  received  his  medical  degree  from  the 
University  of  Virginia  in  1901,  and  was  on  the  staff 
of  the  \\'estern  State  Hospital  for  forty  years.  He 
had  been  a member  of  the  Medical  Society  of  Vir- 
ginia for  forty-seven  years.  His  wife  and  three 
children  survive  him. 

Resolution  Upon  the  Death  of  Dr.  Staige 

Davis  Blackford. 

Dr.  Staige  Davis  Blackford  died  of  coronary  throm- 
bosis in  Charlottesville,  Va.,  July  17,  1949.  He  was  Pro- 
fessor of  the  Practice  of  Medicine  at  the  University  of 
Virginia  Medical  School. 

Dr.  Blackford  was  the  son  of  Dr.  Launcelot  M.  Black- 
ford and  Eliza  Ambler  Blackford.  He  was  born  Decem- 
ber 28,  1898,  at  Alexandria  where  his  father  was  head- 
master of  the  Episcopal  High  School  for  many  years.  He 
attended  Episcopal  High  School  and  the  University  of 
Virginia.  He  received  B.S.  and  M.D.  degrees,  the  latter 
in  1925.  As  a student  he  was  an  active  leader  in  all 
aspects  of  undergraduate  life  in  school  and  the  university. 

Following  graduation,  he  interned  at  the  Massachusetts 
General  Hospital  in  Boston.  He  returned  to  the  Univer- 
sity of  Virginia  as  a member  of  the  Faculty  in  1927.  He 
was  the  author  of  numerous  articles  on  tularemia,  gall 
bladder  disease,  spontaneous  pneumothorax,  and  other 
topics.  He  was  keenly  interested  in  both  under-graduate 
and  post-graduate  medical  education.  As  Chairman  of 
the  Medical  School  Committee  on  Post-Graduate  Educa- 
tion, he  organized  many  refresher  courses  for  practicing 
physicians.  He  was  the  first  Editor  of  the  University’s 
Medical  Alumni  Bulletin.  He  was  the  first  chairman 
of  the  Clinical  Staff  of  the  University  Hospital. 


He  was  a member  of  the  Albemarle  County  Medical 
Society,  Medical  Society  of  Virginia,  American  Medical 
Association,  American  College  of  Physicians,  American 
Clinical  Climatological  Association. 

During  World  War  I Dr.  Blackford  served  with  the 
University  of  Virginia  section  of  the  Army  Ambulance 
Service.  He  was  decorated  with  the  Croix  de  Guerre. 
Soon  after  this  country  entered  World  War  II,  he  or- 
ganized the  hospital  unit,  sponsored  by  the  University 
of  Virginia,  which  became  the  Eighth  Evacuation  Hos- 
pital. Dr.  Blackford  served  as  its  Chief  of  Medicine  for 
more  than  thirty  months  in  North  Africa  and  Italy.  Dr. 
Blackford  was  decorated  with  the  Legion  of  Merit  and 
the  Medal  of  French  Morocco.  He  was  released  from 
active  duty  at  the  end  of  the  War  with  the  rank  of 
Colonel. 

In  August,  1927,  he  married  Miss  Lydia  Fishburn  who 
survives.  His  son,  Staige  D.  Blackford,  Jr.,  is  a student 
at  the  University  of  Virginia.  His  daughter,  Linda 
Harper  Blackford,  is  a student  at  St.  Anne’s  School. 

As  an  educator  and  as  a soldier  in  two  wars,  his  con- 
tributions to  the  University,  the  State,  and  the  Country 
he  loved,  were  outstanding.  But  more  remarkable  than 
his  tangible  accomplishments  was  his  unique  personality. 
His  unusual  charm,  wit,  and  searching  mind,  made  him 
a peerless  companion.  His  frankness  and  intellectual  hon- 
esty made  him  a valued  critic.  His  wide  vision  made 
him  a trusted  counsellor.  His  humanity,  kindness,  and 
unusual  personal  magnetism  endeared  him  to  many.  Cer- 
tainly, few  people  have  been  considered  a “best  friend’’ 
by  so  many.  To  them  his  untimely  death  has  brought 
a feeling  of  genuine  sorrow  and  irreplaceable  personal 
loss. 

Offered  by  the  Committee  for  the  minutes  of  the  Albe- 
marle Medical  Society: 

Oscar  Swineford,  Jr. 

Byrd  S.  Leavell 
H.  B.  Mulholland 
J.  B.  Tvvyman 

Resolutions  on  Dr.  Hill. 

At  a meeting  of  the  Petersburg  Medical  Faculty 
held  August  8th,  the  following  resolutions  were 
unanimously  adopted: 

Whereas  it  has  pleased  our  Heavenly  Father  in  His 
infinite  wisdom  to  remove  from  our  midst  our  friend  and 
co-worker.  Dr.  Phillip  L.  Hill, 

Be  It  Resolved:  First,  that  we  deeply  appreciated  Dr. 
Hill  as  a man,  citizen  and  physician;  Second,  that  we 
deeply  deplore  our  loss;  Third,  that  we  extend  our 
sympathy  to  his  family;  and  Fourth,  that  a copy  of  these 
resolutions  be  published  in  the  Virginia  Medical  Month- 
ly, the  public  press  of  Richmond  and  the  Progress-Index, 
also  a copy  to  be  spread  on  the  minutes  of  the  Petersburg 
Medical  Faculty. 

J.  Bolling  Jones 
Claiborne  T.  Jones 
Francis  N.  Taylor 
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Rickets  may  be  found  in  apparently  healthy  and  well  nourished  infants 
due  to  an  insufficient  intake  of  vitamin  D plus  inadequate  exposure  to  ultraviolet  rays. 
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With  Other  Fish  Liver  Oils  and  Viosterol  is  useful  for  this  purpose. 
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cessful clinical  use. 
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GUEST  EDITORIAL 
The  Problem  of  Diabetes 

all  the  common  diseases  diabetes  goes  undiagnosed  most  often  and  this  in 
spite  of  the  fact  that  no  elaborate  laboratory  procedure,  no  extensive  study 
and  no  expensive  equipment  are  needed  to  make  this  diagnosis.”  A profe'^sor  of 
medicine  made  this  remark  to  me  just  recently. 

It  is  amazing  how  often  and  how  long  a patient  can  suffer  with  diabetes  before 
the  diagnosis  is  made.  It  is  not  uncommon  to  see  the.  disease  progress  to  its  final  stage 
of  coma  without  being  diagnosed.  Even  more  common  is  the  patient,  who  has  been 
treated  for  diabetes  and  who  has  remained  in  good  health,  only  to  fall  sick  two  or 
three  years  later  without  diabetes  being  suspected  as  the  cause  of  his  new  illness.  At 
times  the  correct  diagnosis  is  made  only  because  the  patient  is  admitted  to  a hos- 
pital where  in  the  course  of  time  the  routine  laboratory  work  discloses  the  diagnosis 
which  until  then  has  not  been  considered.  Even  in  the  modern  hospital  an  unconscious 
patient  may  stay  there  for  hours  in  diabetic  coma  without  treatment  until  the  labora- 
tory reports  the  routine  urinalysis.  This  is  especially  astonishing  in  view  of  the 
fact  that  a simple  urine  test  costing  less  than  five  cents  and  requiring  less  than  five 
minutes  will  yield  the  diagnosis  in  the  majority  of  diabetics.  Of  course,  such  an 
omission  in  diagnosis  of  the  really  sick  person  is  rare  compared  to  the  less  acutely 
ill  person.  In  the  latter,  the  routine  urinalysis  may  be  taken  long  after  the  patient 
has  taken  food  and  shows  no  sugar.  Remembering  this,  we  should  make  an  effort  to 
examine  the  postprandial  urine  and  take  the  blood  sugar  an  hour  after  a real  meal 
rather  than  after  the  patient  has  fasted. 

In  Dr.  Joslin’s  home  town  of  Oxford,  Massachusetts,  a survey  was  made  of  about 
75%  of  the  inhabitants.  Approximately  as  many  unknown  diabetics  were  detected 
as  those  in  whom  the  diagnosis  had  already  been  made.  The  conclusion  one  may 
draw  is  that,  for  every  diabetic  we  treat,  there  is  another  who  has  not  been  discovered 
and  who  can  obtain  no  such  benefit.  This  diagnostic  omission  has  probably  been  a 
factor  in  the  Federal  government’s  desire  to  carry  on  such  surveys.  One  such  survey 
is  now  being  planned  for  Richmond.  If  the  doctors  of  the  State  will  solve  this  prob- 
lem themselves,  there  probably  will  be  less  governmental  activity  of  this  sort.  The 
American  Diabetes  Association  has  instituted  a case  finding  program  which  has 
brought  to  light  many  an  unluiown  diabetic,  and  similar  private  effort  should  be 
encouraged. 

Other  than  the  above,  the  most  neglected  phase  of  the  handling  of  this  disease  in 
Virginia  seems  to  be  inadequate  training  of  these  patients.  The  son  of  a former 
patient  of  mine  stated  the  other  day  that  the  last  twelve  years  of  his  father’s  life 
could  have  been  quite  different  and  less  burdensome  if  he  had  kno^vn  at  the  onset  of 
Iiis  diabetes  what  he  learned  after  ten  years  of  his  disease.  With  no  treatment  or  poor 
treatment  their  life  expectancy  will  be  cut  by  67%.  With  our  best  present  treatment 
there  is  very  little  increase  in  mortality  rate.  Many  thousands  of  years  of  healthy 
human  life  probably  are  being  wasted  in  Virginia  for  failure  to  utilize  an  available 
therapy.  There  are  hospital  beds  where  these  diabetics  can  be  treated  and  are  being 
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treated  in  large  numbers.  There  is  no  diabetic  service  where  proper  training  and 
treatment  are  given  and  coordinated.  Probably  more  hospital  beds  are  unneces- 
sarily wasted  on  diabetics  than  anyone  realizes.  Many  days  or  even  weeks  are  spent 
in  the  hospital  today  by  diabetics  who  could  have  avoided  this  if  they  had  known  and 
realized  the  difference  between  following  a lackadaisical  treatment  rather  thair  a 
relatively  easy  but  definite  and  continuous  proper  treatment. 

Think  what  it  would  mean  if  every  new  diabetic  went  out  after  the  initial  dis- 
covery of  his  disease  with  a thorough  knowledge  of  his  problems  and  how  to  handle 
them!  Instead  of  disturbing  his  doctor  for  a small  boil,  or  a temporary  digestive 
upset,  or  a bad  cold,  he  would  know  how  to  handle  himself  to  avoid  the  aggravation 
of  the  diabetes  and  of  the  other  trivial  condition  to  the  point  where  serious  illness 
results.  He  would  know  how  to  alter  his  diet  and  insulin  dosage  to  the  slight  degree 
necessary  to  take  care  of  such  trivial  upsets.  More  important  still,  he  would  recog- 
nize the  symptoms  that  are  serious,  consult  his  doctor  promptly,  and  thus  prevent 
a serious  or  ev'en  fatal  condition.  The  man  who  picked  a sm.all  pimple,  watched  it 
enlarge,  drain,  and  spread  and  progress  to  the  stage  of  septicemia  and  diabetic 
acidosis  and  death  could  have  prevented  all  of  this  easily  by  keeping  his  sugar  con- 
trolled or  notifying  his  doctor  of  its  uncontrol  in  ample  time  to  have  prevented  this 
outcome. 

With  the  new  hospitals  being  built  and  planned  in  Richmond  and  other  towns  in 
Virginia,  it  is  appropriate  that  we  consider  a service  where  diabetics  can  be  admitted 
and  trained  at  the  time  of  the  discover)'  of  their  disease  to  avoid  the  pitfalls  men- 
tioned. Such  a service  need  not  be  complicated  nor  expensive.  A nurse  especially 
trained  and  interested  in  diabetes  should  be  in  charge  and  she  and  the  doctors  who 
have  patients  there  could  give  lectures  and,  when  necessary,  personal  instruction  to 
the  patients  each  week  as  is  done  by  Joslin  and  others  throughout  the  country. 

At  the  meeting  of  the  Medical  Society  of  Virginia  at  Old  Point  Comfort  last 
month  the  Clinical  Society  of  the  Virginia  Diabetes  Association  was  formed.  The 
aim  of  this  group,  which  is  composed  of  practitioners  from  various  parts  of  the 
State,  is  to  improve  the  diagnostic  and  therapeutic  results  in  the  people  of  this 
State.  Any  and  all  doctors  are  asked  to  aid  in  this  venture  in  any  way  they  wish  by 
becoming  members,  by  giving  suggestions,  and  by  following  such  procedure  best 
suited  to  accomplish  this  goal.  This  seems  a suitable  effort  in  combating  one  of 
the  ten  major  causes  of  death  in  Virginia. 

William  R.  Jordan,  M.D. 

1631  Monument  Avenue 
Richmond,  Virginia 
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THE  FUTURE  OF  MEDICINE  IN  VIRGINIA 


M.  Pierce  Rucker,  M.D., 

Richmond,  Virginia. 


The  presidency  of  tlie  Medical  Society  of  Vir- 
ginia is  a great  honor.  Recently  it  has  also  gotten 
to  be  a big  job.  I am  grateful  for  this  evidence  of 
your  esteem  and  for  the  privilege  of  serving  you  at 
this  critical  time. 

Tlie  November  election  has  been  variously  in- 
terpreted. It  has  been  called  a mandate  for  com- 
pulsor}-  health  insurance.  It  certainly  created  a 
serious  situation  for  medicine.  Evidently,  the  peo- 
ple did  not  know  what  excellent  treatment  they  were 
getting.  Fortunately,  however,  enough  Senators  and 
Representatives  did  know.  To  quote  from  a speech 
of  the  Hon.  Lester  C.  Hunt  before  the  United 
States  Senate,  .August  16,  1949,  the  189,000  doctors 
(in  the  United  States)  are  “the  best  trained,  most 
skillful  doctors  in  all  the  world  at  any  time  in  all 
the  world’s  history,  doctors  who  have  made  this 
Nation  the  healthiest  of  all  Nations.  Our  death 
rate  is  the  lowest.  Our  life  expectancy  has  risen 
from  35  years,  when  we  established  our  Government, 
to  67  years — the  longest  life  expectancy  of  any  peo- 
ple on  the  face  of  the  earth.  Our  working  men 
lose  from  illness  an  average  of  only  eight  days  a 
year  as  compared  to  28  days  only  49  years  ago,  at 
the  turn  of  the  Century.  That  is  approximately  one- 
half  the  days  lost  from  work  a year  because  of  ill- 
ness in  England  and  other  countries.”  The  trouble 
is  that  the  people  do  not  know  this.  The  Medical 
Society  of  Virginia  has  cooperated  wholeheartedly 
with  the  American  Medical  Association  in  bringing 
this  message  to  the  people.  It  has  established  the 
most  cordial  relations  with  our  representatives  in 
Washington  and  it  has  had  no  small  part  in  de- 
feating Federal  legislation  that  would  have  been 
detrimental  to  the  present  high  standards  of  medical 
practice.  The  people  are  beginning  to  realize  that 
this  is  not  just  a doctor’s  fight,  but  theirs  as  well. 
This  was  demonstrated  by  the  recent  decisive  de- 
feat of  the  President’s  reorganization  plan  No.  1. 
It  should  be  remembered  that  Senator  Byrd  and 
Senator  Robertson  not  only  voted  against  this  meas- 
ure but  worked  against  it.  Had  the  Senate  not  de- 
feated this  bill,  Mr.  Ewing  would  now  be  a member 

♦Address  of  the  President  at  the  annual  meeting  of  the 
Medical  Society  of  Virginia  at  Chamberlin  Hotel,  Old 
Point  Comfort,  Fort  Monroe,  Va. 


of  the  Cabinet  and  Socialized  Medicine  would  surely 
have  followed. 

Senator  Robertson  also  took  an  active  part  in  our 
Public  Relations  Conference  in  January  and  ar- 
ranged for  the  meeting  with  our  Congressmen  in 
May.  In  this  connection,  I wish  to  take  this  oppor- 
tunity to  commend  the  work  of  our  Director  of  Pub- 
lic Relations,  Mr.  Henry  Johnson,  who  has  gone 
about  the  State  day  and  night,  meeting  with  various 
lay  and  professional  groups,  explaining  what  the 
medical  profession  is  doing  for  the  people. 

This  is  an  opportune  time  to  discuss  the  future  of 
medicine  in  Virginia.  Let  us  go  back  a bit  and 
pick  up  the  trends.  When  I began  to  study  medi- 
cine fifty  years  ago,  a revolution  in  medical  edu- 
cation was  beginning.  The  Medical  College  of 
Virginia  had  just  adopted  a four  year  course.  As 
a matter  of  fact  they  were  still  accepting  matricula- 
tions on  the  three  year  plan,  provided  the  student 
had  a college  degree.  The  teaching  was  largely 
didactic.  Even  at  Johns  Hopkins,  which  several 
years  previously  had  begun  to  teach  medicine  with 
emphasis  on  clinical  instruction,  the  student  had 
to  get  most  of  his  clinical  experience  in  obstetrics 
in  the  homes  of  the  poor.  There  were  no  interne- 
ships  for  many  of  the  graduates.  Surgery  was 
chiefly  abdominal  surgery  and  most  of  that  con- 
sisted of  removing  the  appendix.  “Blood  work” 
consisted  of  counting  the  red  and  white  cells  and 
searching  for  malarial  parasites  in  blood  obtained 
from  pricking  the  finger  or  the  lobe  of  the  ear.  Rufus 
Cole  began  making  blood  cultures  and  Cooke  and 
Boggs  laid  the  foundation  of  clinical  sphygmom- 
anometry  in  my  student  days.  Blood  transfusions, 
or  indeed  any  intravenous  medication,  was  un- 
known. That  hookworm  existed  in  this  country  was 
discovered  when  I was  a medical  student  but  the 
extent  of  the  infestation  was  undreamed  of.  Ty- 
phoid fever  was  a matter  of  course  every  summer 
and  a doctor  who  did  not  have  fifteen  to  twenty 
cases  had  no  practice  at  all.  One  still  heard  such 
diagnoses  as  typhomalaria.  Very  few  doctors  relied 
on  finding  the  plasmodium  malariae  to  make  a diag- 
nosis. Some  used  the  therapeutic  test  with  quinine 
to  differentiate  malaria  from  typhoid  fever  and  many 
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could  diagnose  typhoid  fever  by  the  smell.  The  dis- 
ease was  thought  to  have  a distinctive  odor.  Infan- 
tile diarrhea  was  as  prevalent  as  typhoid  fever  and 
an  infant  that  survived  the  second  summer  was  con- 
sidered to  have  unusual  stamina.  The  treatment  of 
diphtheria  was  on  a satisfactory  basis  provided  one 
made  the  diagnosis  early.  The  picture  of  a baby 
almost  choking  to  death  with  croup  was  a common 
one.  There  was  no  such  thing  as  prophylaxis. 

The  trained  nurse  was  even  scarcer  then  than 
she  is  today  and  the  doctor  had  to  demonstrate  to 
the  mother  how  to  give  an  enema  or  to  sterilize  a 
bottle  or  mix  a formula.  There  were,  of  course, 
measles,  mumps  and  whooping  cough,  but  they  did 
not  make  so  much  impression  on  the  young  doctor 
because  their  nursing  care  was  simpler.  There 
were  no  full  time  health  officers,  and  the  function 
of  the  health  department  was  principally  the  es- 
tablishment of  quarantines  and  the  fumigation  of 
premises.  About  all  the  doctor  could  do  with  cer- 
tainty was  to  prevent  smallpox,  provided  he  could 
persuade  the  patient  to  be  vaccinated;  cure  malaria 
with  quinine,  provided  he  could  make  the  patient 
take  the  medicine  long  enough  and  repeat  the 
treatment  the  following  spring;  and  cure  syphilis 
with  mercury  and  iodides  if  he  could  control  the 
patient  for  two  years.  He  did  not  have  a labora- 
tory diagnosis  for  syphilis  but  had  to  rely  on  a 
clinical  diagnosis.  The  surgeon  could  cure  ap- 
pendicitis. There  was  no  orthopedic  surgery  to 
speak  of.  X-rays  were  used  only  to  diagnose  broken 
bones,  and  there  was  no  radium.  Life  expectancy 
was  less  than  40  years. 

Now  the  medical  student  gets  four  years  of  lab- 
oratory and  clinical  training  in  the  medical  school 
and  spends  from  one  to  six  years  in  a hospital.  The 
Health  Department,  which  was  then  practically 
non-existent,  now  has  a health  officer  and  a team  of 
health  nurses  in  almost  every  county.  The  State 
Health  Department  now  spends  nearly  three  million 
dollars  protecting  our  health.  Then,  the  citizens 
of  Richmond  drank  James  River  water  raw.  Now, 
the  mud  and  the  bacteria  are  removed  and  the  Ph 
is  kept  constant  at  8.4.  IMilk  is  inspected  from  the 
dairy  farm  to  the  delivery  wagon.  It  is  pasteurized 
and  safe  (and  expensive).  Typhoid  fever  has  dis- 
appeared and  the  babies  go  through  their  second 
summers  without  mishap.  Surgery  of  the  brain  and 
of  the  chest  is  as  common  as  was  abdominal  surgery 
fifty  years  ago.  The  blood  is  subjected  to  all  sorts 


of  chemical  and  serological  tests.  Blood  transfusions 
and  intravenous  therapy  are  so  common  that  one 
marvels  that  the  young  doctor  can  find  so  many  su- 
perficial veins.  Hookworm  disease  has  been  eradi- 
cated for  so  long  that  it  has  been  forgotten.  A 
single  case  of  typhoid  fever  makes  the  front  page 
of  the  newspapers.  The  doctor  of  today  has  spe- 
cific cures  for  most  of  the  infectious  diseases  and 
a six  day  cure  for  syphilis  and  a single  shot  cure 
for  gonorrhoea.  There  are  efficient  vaccines  and 
inoculations  against  many  of  the  infectious  diseases. 
With  the  exception  of  poliomyelitis,  the  epidemic 
diseases  have  been  conquered.  Life  expectancy  is 
now  more  than  67  years. 

Tuberculosis  is  no  longer  first  among  the  causes 
of  death,  but  is  a poor  seventh  on  the  list.  The 
past  few  decades  have  been  an  era  of  specializa- 
tion. This  has  undoubtedly  led  to  a tremendous 
increase  in  knowledge,  but  it  has  also  increased  the 
cost  of  medical  care.  The  public  had  begun  to  think 
that  only  the  specialist  could  properly  care  for  the 
sick.  The  pendulum  has  already  begun  to  swing 
back  to  a more  sensible  opinion.  The  family  phy- 
sician, or  general  practitioner,  has  an  miportant 
place  in  medicine  and  can  take  care  of  most  situa- 
tions demanding  medical  care  better  than  the  spe- 
cialist and  at  less  cost. 

Specialization  has  taken  a new  turn.  Each  major 
disease  has  an  association  or  foundation  back  of 
it  that  is  busy  with  the  problems  of  that  particular 
disease.  These  are  composed  of  medical  as  well 
as  lay  persons.  The  oldest  of  such  groups  is  the 
American  Anti-Tuberculosis  Society  which  blazed 
the  way  in  education  of  the  public  in  health  mat- 
ters. The  American  Cancer  Society  is  engaged  in 
a nation  wide  campaign  for  routine  health  exami- 
nations as  a means  of  detecting  cancer  early  when 
it  is  amenable  to  treatment.  It  encourages  research 
and  provides  facilities  for  diagnosis  and  treatment 
for  those  who  need  it.  The  American  Heart  Asso- 
ciation has  done  valuable  work  in  standardizing 
the  classification  of  that  disease.  The  group  that 
is  interested  in  rheumatic  fever  is  developing  the 
care  of  these  children  as  a community  project,  with 
special  care  of  the  disease  in  foster  homes  and  pro- 
vision for  schooling  at  the  bedside  and  manual 
training  adapted  to  the  patient’s  physical  needs. 
The  aim  is  to  protect  these  children  from  recur- 
rences and  at  the  same  time  help  them  to  find  a 
useful  place  in  society.  Everyone  knows  about  the 
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Infantile  Paralysis  Foundation  and  its  annual  mile 
of  dimes.  The  Chronic  Arthritis  Society  is  less  well 
known.  Just  recently  the  Society  for  the  Study  of 
Diabetes  has  sponsored  a Diabetes  Week  with  em- 
phasis on  early  diagnosis.  There  are  a million 
unrecognized  diabetics  in  the  United  States  and 
Canada  and  statistics  show  that  complications  in 
the  unknown  diabetic  are  fifteen  times  more  fatal 
than  complications  in  the  recognized  diabetic. 

The  newest  of  all  medical  societies,  The  Ameri- 
can Academy  of  General  Practice,  introduces  a new 
principle,  i.e.,  membership  for  a limited  period  of 
time  and  renewable  only  upon  continued  post- 
graduate study.  The  certificate  is  granted  for  three 
years.  At  the  end  of  each  three  year  period  the 
fellow  must  produce  evidence  of  having  taken  150 
hoprs  of  satisfactory  postgraduate  work  or  the  cer- 
tificate will  not  be  renewed. 

Thus  medicine  faces  the  future  with  better  trained 
personnel  than  at  any  time  in  its  history  and  is  tak- 
ing steps  to  insure  its  continued  improvement.  On 
the  other  hand,  it  faces  more  and  different  prob- 
lems. The  population  is  becoming  decidedly  older. 
It  is  estimated  that  by  1960,  9.1  per  cent  of  the 
population  will  be  65  years  old  or  older.  A new 
branch  of  medicine,  geriatrics,  has  arisen.  Old 
folks  present  entirely  different  problems,  but  the 
problems  are  not  insurmountable.  With  anesthesia 
developed  especially  for  the  aged,  operations  are 
being  performed  successfully  that  were  not  thought 
possible  ten  years  ago.  More  study  must  be  given 
to  developing  suitable  and  convenient  facilities  for 
social,  recreational  and  cultural  activities  that  are 
within  the  physical  capacity  of  older  people.  If 
we  are  to  have  old  age  we  must  make  it  endurable. 

A glance  at  the  ten  leading  causes  of  death  in 
1900  and  in  1946  shows  where  the  future  prob- 
lems lie.  In  1900  tuberculosis  had  a death  rate  of 
195  per  100,000  population,  pneumonia  a rate  of 
176,  diarrhea  and  enteritis  a rate  of  140,  diseases 
of  the  heart  137,  nephritis  89,  accidents  and  vio- 
lence 88,  cerebral  hemorrhage  77,  cancer  64,  bron- 
chitis 45  and  diphtheria  40.  In  1946,  heart  dis- 
ease was  the  leading  cause  of  death  with  a rate  of 
307,  cancer  was  second  with  a rate  of  130,  accidents 
and  violence  had  a rate  of  88,  cerebral  hemorrhage 
78,  nephritis  58,  pneumonia  38,  tuberculosis  36, 
premature  birth  29,  diabetes  25,  and  arteriosclero- 
sis 17. 

In  1900  the  three  leading  causes  of  death  were 


bacterial  diseases  and  five  of  the  ten  leading  causes 
of  death  belonged  in  that  class.  In  1946  only  two 
bacterial  diseases  were  in  the  ten  leading  causes  of 
death  and  they  ranked  sixth  and  seventh  on  the  list. 

While  bacterial  diseases  have  been  practically 
conquered,  the  virus  and  Rickettsia  diseases  pre- 
sent an  almost  unexplored  field.  We  know  the  size 
and  shape  of  many  of  these  ultra  microscopical 
bodies  but  nothing  of  their  structure.  Many  have 
extremely  long  incubation  periods,  notably  hydro- 
phobia and  infectious  hepatitis.  Some  are  trans- 
mitted by  inadequately  sterilized  syringes,  some  by 
the  bite  of  animals,  some  by  insects  and  many  in 
ways  that  are  as  yet  unknown.  Rocky  Mountain 
spotted  fever,  a disease  that  was  believed  to  be 
confined  to  certain  valleys  of  the  Rocky  Mountains, 
is  now  found  to  be  more  prevalent  in  Virginia  than 
anywhere  else  in  the  United  States.  Fortunately, 
we  now  have  two  specific  cures  for  it  and,  in  addi- 
tion, means  of  inducing  a short  lived  immunity. 
The  most  encouraging  feature  of  these  diseases  is 
that  many  of  them  confer  a lasting  immunity.  Some 
of  the  most  brilliant  achievements  in  medicine  have 
been  in  connection  with  these  diseases,  even  long 
before  there  was  any  knowledge  of  viruses.  Jenner’s 
experiments  with  cowpox,  Pasteur’s  work  with 
rabies,  and  Walter  Reed’s  work  with  yellow  fever 
are  unforgettable  examples. 

More  and  more  of  the  doctor’s  time  must  be  di- 
rected to  the  degenerative  diseases.  The  obstetri- 
cian has  a problem  in  the  premature  infant.  Sub- 
stantial progress  is  being  made  with  two  of  the 
commoner  causes  of  prematurity,  i.e.,  toxemia  of 
pregnancy  and  placenta  previa.  With  the  more  gen- 
eral acceptance  of  prenatal  care,  serious  cases  of 
toxemia  of  pregnancy  are  being  prevented.  More 
recently,  new  ideas  in  the  treatment  of  placenta 
previa  have  been  advanced.  It  used  to  be  taught 
that  a patient  with  placenta  previa  should  be 
delivered  as  soon  as  the  diagnosis  was  made. 
The  result  was  a high  fetal  mortality  on  account 
of  prematurity.  Now  some  clinics  are  advocat- 
ing letting  these  patients  alone  until  they  reach 
term  and  when  such  a course  has  been  followed, 
there  has  been  no  increase  in  the  maternal  mortality, 
and  a reduction  in  the  fetal  mortality  from  30  or 
more  per  cent  to  6 per  cent.  Newer  work  with 
endocrine  therapy  indicates  that  premature  births 
from  other  causes  may  be  prevented. 

The  pediatrician  of  the  future  will  practice 
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chiefly  immunology  and  dietetics.  Already  he  has 
practically  eliminated  diphtheria,  scarlet  fever,  and 
whooping  cough  from  liis  practice  and,  before  he 
turns  his  patients  over  to  the  other  practitioners,  he 
will  have  immunized  them  against  tetanus  and  ty- 
phoid fever.  When  the  public  forgets  these  dis- 
eases, he  will  then  have  a major  task  of  continuous 
education  or  the  public  will  become  careless.  Just 
recently,  for  instance,  in  England  they  have  re- 
pealed the  compulsory  vaccination  law. 

As  diseases  become  more  chronic  and  as  the  popu- 
lation becomes  more  industrialized,  our  diagnoses 
must  be  keyed  to  early  recognition  of  the  preclini- 
cal  phases  of  disease  and  our  treatment  to  rehabili- 
tation. We  must  become  health  conscious.  Our 
examinations  and  laboratory  tests  must  be  directed 
more  and  more  to  the  study  of  the  reserves  of  the 
various  organs.  We  will  not  be  so  much  interested 
in  heart  murmurs,  arrhythmias  etc.,  as  in  how  much 
margin  of  safety  a given  heart  has.  Such  tests  as 
the  sugar  tolerance  test  will  be  more  in  use  than  the 
test  for  the  presence  of  glucose  in  the  urine.  The 
mother  who  has  an  over-sized  baby  will  be  warned 
of  the  possibility  of  having  diabetes  in  the  next 
four  or  five  years,  and  she  will  be  advised  to  avoid 
weight  gain  herself.  Our  therapy  must  become  pre- 
ventive on  the  one  hand,  and  on  the  other  hand,  it 
must  be  extended  to  include  rehabilitation.  If  a 
patient  loses  an  arm,  a leg  or  an  eye  in  an  acci- 
dent, it  is  recognized  that  the  job  is  only  half  done 
when  he  is  cured  of  the  immediate  effects  of  the 
accident.  He  must  be  restored  to  a useful  place  in 
society  where  he  can  be  happy.  Perhaps  he  will 
need  some  plastic  surgery  and  perhaps  he  will  have 
to  be  taught  a new  trade  or  handicraft.  He  will 
need  a social  worker  and  an  industrial  instructor  or 
a psychologist  in  addition  to  his  strictly  medical  or 
surgical  attendants.  This  need  is  already  recog- 
nized in  case  of  accidents.  The  same  position  is 
being  taken  in  regard  to  chronic  and  crippling  dis- 
eases. A child  with  rheumatic  fever  has  a poor  out- 
look if  treated  only  medically,  but  if  a team  of 
social  workers,  educators  etc.,  take  charge  of  him, 
and  teach  him  how  to  take  care  of  himself  and  to 
make  a living  by  some  means  within  the  capacity  of 
his  heart,  he  can  become  a useful  citizen.  The  hy- 
pertrophic arthritis  patient  will  need  a lot  of 
physiotherapy  with  his  ordinary  therapy,  but  his 
educational  needs  will  not  be  so  great  as  those  of 
the  rheumatic  fever  patient.  It  seems  quite  likely 


that  the  availability  of  new  drugs  will  soon  make 
the  last  sentence  obsolete.  The  cured  tuberculosis 
patient  needs  placement  advice  and  supervision  or 
his  cure  may  not  last.  The  patient  with  the  type 
of  heart  disease  that  now  kills  most  of  our  people 
needs  vocational  and  recreational  advice  as  much 
as,  or  even  more  than,  medical  advice.  The  cure 
of  cancer  is  probably  right  around  the  corner,  but 
until  it  is  discovered  much  can  be  done  to  reduce 
its  ravages  by  early  diagnosis  and  treatment.  The 
only  way  to  diagnose  cancer  in  its  early  and  cura- 
tive stages  is  to  look  for  it  and  this  should  be  done 
systematically  and  periodically. 

Finally,  with  a constantly  aging  population  with 
nearly  ten  per  cent  at  the  retiring  age,  the  doctor 
must  be  an  expert  on  hobbies.  Many  men  and  women 
have  gone  through  life  without  learning  how  to 
play.  When  they  are  no  longer  able  to  work  they 
have  nothing  to  interest  them.  The  doctor  must  be 
able  to  fit  them  with  a suitable  hobby. 

What  about  atomic  energy?  Much  has  been  said 
about  the  destructive  effects  of  this  new  power.  At 
first  we  were  told  that  everyone  in  and  about  Hiro- 
shima and  Nagasaki  was  killed.  Later  we  were 
told  so  much  nuclear  radiation  is  released  when  a 
bomb  explodes  that  it  is  unsafe  for  rescue  workers 
to  go  into  the  bombed  areas.  The  very  water  and 
soil  is  activated  and  plants  and  animals  growing 
in  such  environs  can  concentrate  many  radioisotopes 
with  long  half  life.  Now  it  seems  that  more  than 
200,000  of  Hiroshima’s  300,000  inhabitants  sur- 
vived. Thousands  who  did  not  succumb  immediately 
to  blast  and  thermal  injury  presented  new  and 
bizarre  types  of  radiation  sickness.  Some  were  de- 
prived completely  of  hair,  some  developed  ma- 
hogany pigmentation  and  others  were  depigmented. 
Some  developed  intractable  intestinal  trouble,  and 
others  had  all  of  their  bone  marrow  destroyed  and 
died  as  soon  as  they  used  up  all  the  blood  cells 
they  already  had,  a matter  of  a few  weeks.  The 
full  effect  on  the  gonads  can  not  be 'determined  for 
several  generations. 

There  is  one  comforting  thought  about  atomic 
energy,  and  that  is  that  man  has  a healthy  re- 
spect for  it  and  so  far  has  devised  means  of 
handling  it  with  safety.  Until  recently  there  had 
been  no  report  of  anyone  working  at  Oak  Ridge  or 
other  experimental  laboratories  having  been  in- 
jured. This  is  in  marked  contrast  to  the  early  ex- 
perience with  Roentgen  rays.  Many  of  the  earlier 
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experimenters  with  x-rays  lost  fingers,  ears  or  de- 
veloped incurable  ulcers.  Some  even  lost  their 
lives.  Only  trained  workers  are  allowed  to  handle 
the  atomic  material. 

With  the  great  variety  of  ionized  atoms,  the  pos- 
sibility for  study  is  unbelievable.  As  yet,  medicine 
has  u.sed  it  only  in  investigation.  An  atom  such 
as  sodium  or  iodine  with  a short  half  life  is  ionized 
and  such  tagged  atoms  are  traced  in  tlie  various 
tissues  of  tlie  body.  There  has  been  some  experi- 
mentation with  cancer,  but  nothing  better  than  ra- 
dium or  x-ray  has  been  found. 

The  doctor  of  the  future  will  be  less  of  an  in- 
dividualist than  he  has  been  in  the  past.  More 
people  are  interested  and  anxious  to  help  in  his 
work  than  ever  before.  He  will  have  more  and 
probably  adequate  facilities  and  nursing  help  for 
his  work.  WTile  his  problems  are  becoming  more 
complex,  he  will  have  more  skilled  help  and  more 
complicated  machinery  with  which  to  solve  them. 
Financial  aid  for  research  problems  is  becoming 
more  readily  available.  Even  his  therapy  is  be- 
coming a matter  of  team  work.  The  parson  and 
the  priest  have  always  been  available  in  helping 
the  doctor  solve  family  problems.  Now  he  has  the 
social  worker,  the  marriage  counsel,  or  the  voca- 
tional planner  and  other  personnel  of  the  Educa- 
tional Department,  the  physiotherapist  and  the 
psychologist. 

The  accepted  technic  of  good  prophecy  is  to  lay 
down  bounds  within  which  the  prophecy  will  act. 
If  such  qualifications  are  not  met  the  prophecy  is 
off.  The  storm  now  passing  over  the  Rocky  Moun- 
tains will  bring  snow  to  the  Atlantic  Seaboard  pro- 
vided a high  pressure  area  does  not  develop  over 
the  Gulf  of  Mexico.  For  medicine  the  big  “if” 


is  Federal  control.  In  no  country  has  bureaucratic 
medicine  prospered.  When  it  became  firmly  es- 
tablished in  Germany,  the  quality  of  medicine  de- 
clined so  markedly  that  Germany  lost  her  pre- 
eminence in  medicine.  When  I was  there  in  1905 
the  beginning  of  the  decline  was  noticeable.  There 
was  a brutality  in  the  treatment  of  patients  which 
I,  in  my  ignorance,  attributed  to  the  docility  of 
the  German  peasant  and  the  overbearing  nature  of 
the  German  ruling  classes.  I still  have  a mental 
picture  of  eight  or  ten  patients  in  the  Leipzig  clinic 
who  had  been  sitting  on  a hard  bench  with  heads 
bent  back  and  to  the  right,  so  as  to  accommodate  a 
rigid  tube  in  the  esophagus.  The  esophagoscopes 
had  been  introduced  by  an  assistant  and  the  pa- 
tients were  waiting  for  the  Hfrr  Professor  to  glance 
down  their  gullets — the  quintessence  of  bureau- 
cratic medicine. 

The  same  system  was  put  into  operation  in  Eng- 
land on  July  5,  1948.  Already  obstetric  and  dental 
anesthesia  and  endocrine  therapy  have  been  banned 
because  the  authorities  consider  them  to  be  unneces- 
sary. By  the  end  of  the  year  the  costs  had  so  far 
exceeded  the  estimated  costs  that  editorials  in  the 
newspapers  were  discussing  the  need  of  devaluating 
the  pound  sterling. 

In  the  past,  Virginians  like  William  Baynham, 
Jesse  Bennett,  Ephraim  McDowell,  John  Peter  Met- 
tauer,  Thomas  A.  Emmett,  Lewis  G.  Pedigo,  Hugh 
Gumming,  Henry  Rose  Carter  and  Walter  Reed  have 
made  worthwhile  and  even  epoch-making  advances 
in  medicine  and  surger3^  The  future  holds  bright 
promises  for  continuing  such  work  in  ever  larger 
fields — if  the  Congress  does  not  put  the  blight  of 
Federalized  medicine  upon  us. 


Drugs  Cut  Death  Rate. 

Modern  methods  of  treatment  have  reduced  the 
mortality  rate  of  myasthenia  gravis  to  about  10  per 
cent,  according  to  two  doctors  from  the  University 
of  Texas  School  of  Medicine,  Galveston.  In  this 
rare  disease,  the  cause  of  which  baffles  doctors,  the 
victim’s  muscles  progressively  become  weaker.  The 
muscles  most  frequently  affected  are  those  concerned 
with  movements  near  the  eyes,  with  resulting  squint- 
ing and  “seeing  double.”  Generalized  muscular 


weakness  also  occurs.  Untreated,  the  disease  runs 
a fatal  course  in  50  to  75  per  cent  of  cases  in  a few 
years,  Drs.  Charles  T.  Stone  and  J.  Alfred  Rider 
write  in  the  September  10  Journal  of  the  American 
Medical  Association. 

Drugs,  principally  neostigmine  and  tetraethyl 
pyrophosphate,  give  complete  relief  in  some  cases 
and  have  greatly  reduced  the  mortality  rate  of  the 
disease,  which  is  now  probably  about  10  per  cent. 
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While  the  prostate  itself  elaborates  no  specific 
hormone,  it  is  the  object  of  an  interplay  of  endocrine 
influences  which  have  a far-reaching  significance. 
The  testes,  the  pituitary  and  adrenals  affect  e.spe- 
cially  the  development,  grow*:h  and  size  of  the  pros- 
tate gland.  Also  they  seem  to  have  a definite  but 
not  too  clearly  defined  influence  on  its  regressive 
changes  in  senescence,  its  hyperplastic  manifesta- 
tions and  to  modify  the  growth  and  development  of 
its  neoplastic  diseases. 

The  Testicular  Hormone 
Following  McGhee’s  isolation  of  an  active  lipoid 
soluble  male  sex  hormone  from  the  bull’s  testes  in 
1927,  Butenandt,  Ruzicka  and  others  isolated  an- 
drosterone,  dehydroandrosterone  and  testosterone. 
Subsequently  the  relation  of  these  substances  to 
cholesterol  and  their  synthesis  from  this  chemical 
was  established.  It  is  now  believed  that  testosterone 
is  the  true  male  hormone,  androsterone  and  dehy- 
droandrosterone being  less  active  metabolic  deriva- 
tives found  in  urine. 

It  had  been  known  that  castration  in  lower  ani- 
mals was  followed  by  atrophy  of  the  prostate  and 
seminal  vesicles.  When  androsterone  was  isolated, 
it  was  found  by  biologic  assay  that  virility,  sex 
vigor  and  the  occurrence  of  prostatic  hypertrophy 
in  later  life  appeared  concomitantly  with  a diminu- 
tion of  androsterone  in  the  urine.  IMoore  and  Mil- 
ler noted  an  especial  decrease  in  older  men  with 
prostatic  h}'pertrophy.  Hence  the  initial  but  some- 
what erroneous  assumption  was  made  that  these 
phenomena  of  senescence  were  due  to  a decrease  in 
male  sex  hormone  function. 

The  Pituitary  Hormone 
Hoskins  in  1911  had  developed  the  concept  that 
the  gonadotrophic  activity  of  the  pituitary  was  nor- 
mally held  in  check  by  the  gonads.  Smith  and 
Engle  showed  that  hypophysectomy  in  animals 
caused  atrophy  of  the  prostate,  and  Walsh,  Cu3der 
and  McCullagh  found  that  such  post-hypophysec- 
tom}'  prostatic  atrophy  in  rats  could  be  prevented 
by  daily  administration  of  male  sex  hormones. 

•Presented  before  the  annual  meeting  of  the  Medical 
Society  of  Virginia  in  Richmond,  October  18-20,  1948. 


Also  it  was  noted  by  Korenchevsky,  Nelson,  Gal- 
lagher and  others  that  castration  was  followed  by 
alteration  of  secondary  sex  characteristics,  hyper- 
trophy of  the  pituitary  with  the  formation  of  pe- 
culiar vacuolated  cells  in  the  basophilic  elements 
(the  so-called  signet  cells  or  castration  cells)  and 
hypertrophy  of  the  adrenals.  Such  changes  could 
be  prevented  by  administration  of  male  hormone  in 
large  amounts  or  of  lesser  amounts  of  male  hormone 
and  extremely  small  amounts  of  estrogen. 

From  female  endocrinology  it  had  been  estab- 
lished that  there  are  two  gonadotrophic  hormones 
in  the  anterior  pituitary  gland,  one  producing  fol- 
licle stimulation,  the  other  producing  luteinization. 
In  the  male  evidence  is  accumulating  to  show  that 
the  follicle  stimulating  hormone  activates  the  semi- 
niferous tubules  to  produce  sperm,  while  the  lu- 
teinizing pituitary  factor  stimulates  the  interstitial 
cells  of  Leydig  to  elaborate  the  androgenic  hormone, 
which  in  turn  stimulates  the  development  of  sec- 
ondary sex  characteristics. 

Following  the  work  of  Meyers,  Vidgoff  and 
Hunter  who  somewhat  paradoxically  produced  atro- 
phy of  the  prostate  by  feeding  rats  with  desiccated 
beef  testes.  Lower  and  McCullagh,  from  experi- 
mental evidence,  developed  the  concept  that  the 
testis  has  two  major  hormones.  One,  “inhibin”,  a 
water  soluble  hormone,  developed  in  the  tubules  or 
the  germinal  cells,  inhibits  or  depresses  the  gonado- 
trophic activity  of  the  pituitary  from  over-stimulat- 
ing the  interstitial  cells  of  the  testis.  The  other, 
“androitin”,  is  produced  by  the  interstitial  cells  of 
the  testis.  Androitin  closely  related  to  androsterone 
and  testosterone  acts  as  a sex  stimulant  and  in  ex- 
cess produces  prostatic  hypertrophy.  The  Lower 
theory  simply  stated  is  that  after  middle  age  re- 
gressive changes  in  the  germinal  cells  of  the  testis 
lessen  the  elaboration  of  the  pituitary  depressing 
inhibin.  The  over-active  pituitary  then  stimulates 
an  over-production  of  so-called  androitin  (male 
hormone)  with  consequent  prostatic  hypertrophy.  It 
had  been  noted  before  that  parenteral  injection  of 
the  anterior-pituitary-like  principle  of  pregnancy 
urine  would  produce  prostatic  enlargement  in  cas- 
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trated  rats  and  monkeys.  Whether  or  not  this  en- 
largement is  similar  to  prostatic  hypertrophy  in 
man  is  a matter  of  dispute.  However,  the  Lower 
theory  has  not  been  accepted.  There  is  neither  en- 
largement of  the  pituitary  in  benign  prostatic  hy- 
pertrophy in  man  nor  are  histologic  changes  noted; 
there  is  no  prostatic  hypertrophy  in  teratomas  of  the 
testis  where  large  amounts  of  circulating  substances 
similar  to  pituitary  gonadotrophic  hormone  are 
present;  there  is  not  a consistent  finding  of  increased 
urinary  excretion  of  significant  amounts  of  either 
gonadotrophic  substances,  male  hormone,  or  estro- 
gen in  patients  with  prostatic  hypertrophy. 

Estrogen  or  female  sex  hormone  now  enters  the 
picture.  Zuckerman  showed  that  male  and  estro- 
genic hormone  are  both  elaborated  in  the  male  or- 
ganism. He  felt  that  they  are  balanced  in  such  pro- 
portion that  the  estrogenic  powers  of  the  female  sex 
hormone  are  ordinarily  inhibited.  Senescence  dis- 
turbs this  balance.  Wugmeister  in  1937  advanced 
the  idea  that  the  female  hormone  diminishes  in 
later  life  in  both  male  and  female  whose  organisms 
tend  toward  “hypercnrilation”.  The  anterior  pitui- 
tar)',  being  no  longer  inhibited  by  estrogen,  over- 
stimulates the  testis  to  elaborate  an  excess  of 
androgen  and  thus  stimulates  the  genital  apparatus 
to  hypertrophy. 

Further  concepts  of  estrogen-androgen  imbalance 
as  a cause  of  prostatic  and  genital  changes  were  nu- 
merous. Zuckerman  and  Parkes  produced  pros- 
tatic enlargement  in  castrate  monkeys  by  estrone 
injection  and  counteracted  it  with  injections  of  tes- 
tosterone. The  enlargement  is  due  to  an  increase 
in  the  fibromuscular  elements,  with  hyperplasia  and 
metaplasia  of  the  ejaculatory  ducts,  prostatic  col- 
lecting tubules,  the  epithelium  of  the  urethra  and 
vagina  masculina.  The  epithelium  of  the  true  pros- 
tatic glands  did  not  change.  Geschickter  by  inject- 
ing testosterone  restored  the  prostatic  epithelium 
and  produced  hypertrophy  of  the  seminal  vesicles 
in  monkeys  whose  prostates  had  undergone  atrophy 
from  castration.  Lacassagne,  Burrows  and  others 
demonstrated  that  administration  of  estrogens  to 
mice  produced  metaplasia  of  the  prostatic  epithel'um 
(a  common  finding  in  prostatic  hypertrophy). 
Von  Cappellan,  Burrows  and  Zuckerman  concluded 
that  large  amounts  of  estrogen  acting  during  pre- 
senility would  cause  enlargement  of  the  prostate. 
If  true,  large  doses  of  androgen  should  prevent  and 
relieve  prostatic  hypertrophy.  However,  Moore, 


McClellan  and  others  found  that  injection  of  tes- 
tosterone in  large  doses  resulted  in  no  significant 
restoration  of  the  involuted  prostate  of  presenility 
or  in  the  histologic  appearance  of  the  benign  hy- 
pertrophied prostate.  While  injection  of  estradiol 
benzoate  produces  conspicuous  alteration  in  the 
urethral  and  ductal  epithelium,  there  is  little  if  any 
change  in  the  tissues  of  benign  hypertrophy. 

However,  Huggins  has  demonstrated  that  injec- 
tion of  testosterone  restored  not  only  the  size  but 
the  secretory  activity  of  atrophied  prostates  of  dogs 
following  castration. 

Again  showing  how  conflicting  the  evidence  may 
be  when  different  workers  deal  with  different  spe- 
cies under  varying  conditions,  we  may  cite  Koren- 
chevsky  and  Dennison  who  produced  prostatic  atro- 
phy in  normal  rats  with  estrone  and  prostatic 
hypertrophy  in  castrated  rats  with  the  same  female 
hormone;  Deming  and  coworkers’  demonstration 
of  prostatic  hyperplasia  in  a male  macaque  monkey 
with  estrone;  a converse  observation  of  hypertrophy 
of  the  rudimentary  prostatic  analogue  in  female 
mice  with  testosterone  but  not  with  estrone.  This 
evidence  supports  the  view  that  over-balance  of  fe- 
male hormone  in  males  and  of  male  hormone  in  fe- 
males might  produce  hypertrophy  of  the  prostate  or 
of  its  contra-sexual  homologue  in  certain  animals. 
Wattenberg  and  Moore  note  that  the  utricle  and 
prostatic  urethra  are  homologous  to  the  female 
vagina.  They  found  that  the  clinical  use  of  estro- 
gens produced  aquamous  hyperplasia  of  these  struc- 
tures, such  as  have  been  noted  experimentally  in 
mice  and  monkeys. 

In  general,  the  experimental  evidence  of  hor- 
monal relationship  to  prostatic  enlargement  is  con- 
fusing and  highly  controversial.  It  has  been  of 
value,  however,  in  suggesting  certain  avenues  of 
approach  to  the  clinical  use  of  hormones  in  therapy. 

The  Nature  of  Trostatic  Enlargement 

Deming  and  his  coworkers  from  histologic  studies 
contend  that  the  components  of  the  prostate  gland 
responsible  for  benign  enlargement  are  the  muscle 
fibres  (originally  from  the  lower  Mullerian  tube) 
and  the  prostatic  ducts.  The  process  begins  as  a 
solid  fibromuscular  mass  of  Mullerian  tissue  in  the 
muscular  wall  of  the  prostatic  urethra.  This  mass 
stimulates  an  epithelial  proliferation  of  the  ducts. 
The  primary  tumor  is  then  invaded  by  the  duct 
ep'thelium  which  forms  glandular  tissue  and  grows 
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more  rapidly  than  the  stroma.  Hence  the  mass  may 
appear  wholly  glandular.  The  glands  of  Albarran 
and  the  glands  of  the  posterior  and  lateral  lobes 
are  not  involved  in  the  early  phases  of  development. 
Thus  benign  enlargement  is  a hyperplasia  and 
not  a hypertrophy  of  tissue.  They  compare  this 
with  the  growth  of  uterine  myomata  and  note  that 
hypothetically  they  have  a common  anlage.  The 
hyperplastic  growth  causes  compression  atrophy  of 
normal  prostatic  tissue  which  is  displaced  laterally 
by  the  growing  adenomata.  These  authors  contend 
that  hormone  therapy  does  not  affect  the  hyper- 
plastic tissue  and  does  not  cause  regressive  changes 
in  the  normal  prostatic  tissue  which  is  already 
atrophied  by  compression. 

The  Incidence  of  Benign  and  Malignant 
Prostatism 

In  35%  to  50%  of  men  over  50  years  some  hy- 
perplasia of  the  prostate  is  noted.  A variable  num- 
ber— from  20%  to  30%  of  these — will  require 
treatment  for  obstruction.  The  incidence  of  cancer 
as  a histologic  finding  is  impressive.  In  1935  Rich 
noted  41  cases  of  prostatic  cancer  in  252  autopsies 
in  men  over  50  years  (16%).  Moore  in  1935  ob- 
served cancer  in  262  prostates  from  patients;  none 
under  44  years;  17%  from  41-50  yrs. ; 14%  from 
51-60  yrs.;  23%  from  61-70  yrs.;  21%  from 
71-80  yrs.;  and  29%  from  81-90  yrs.  Baron  and 
Angrist  found  histologic  evidence  of  cancer  (occult 
adenocarcinoma)  in  46%  of  50  prostates  studied 
by  serial  sections.  The  prostates  were  from  un- 
selected consecutive  autopsies  in  men  over  50  yrs. 
Metastases  were  not  noted.  In  general  the  inci- 
dence of  hypertrophy  is  three  times  that  of  cancer. 

Carcinoma  of  the  prostate  is  frequently  associ- 
ated with  benign  hypertrophy  but  probably  arises 
independently  of  it.  In  about  75%  of  the  cases 
the  disease  begins  in  the  posterior  lobe  which  is 
almost  never  the  seat  of  benign  hyperplasia.  Adeno- 
carcinoma, medullary,  scirrhus  and  even  squamous 
celled  varieties  are  found  and  may  frequently  be 
associated  in  the  same  gland.  The  growth  of  pros- 
tatic cancer  is  insidious  and  variable.  Certainly  we 
do  not  see  carcinoma  of  the  prostate  clinically  in 
the  same  degree  of  frequency  that  is  noted  histo- 
logically at  autopsy  or  especially  in  serial  sections 
of  glands  removed  at  autopsy.  Sarcomas  of  the 
prostate  are  exceptionally  rare.  While  they  may 


occur  at  any  age,  most  cases  are  encountered  in 
youth. 

Clinical  Use  of  Hormone  Therapy  in  Benign 
Prostatism 

Male  hormone  therapy,  chiefly  testosterone,  has 
been  widely  used  for  benign  prostatic  hypertrophy. 
Walther  and  Willoughby  reported  15  cases  so 
treated  with  temporary  clinical  improvement.  Day, 
Cary,  Boland  and  others  reported  similar  cases 
which  responded  clinically  to  testosterone  but  no 
changes  in  size  were  noted  by  cystoscopy  or  by  rectal 
palpation.  Heckel  was  not  impressed  with  the  use 
of  testosterone  in  prostatic  hypertrophy  but  did  find 
that  oligospermia  resulted  from  continued  large 
doses. 

On  the  whole  the  use  of  the  male  hormone  has 
not  been  satisfactory.  It  may  act  at  times  by  in- 
hibiting the  pituitary  or  by  stimulating  the  muscu- 
lature of  the  bladder  (Kearns)  to  greater  propul- 
sive activity  or  perhaps  by  exciting  indirectly  the 
adrenal  cortex  to  activate  steroidal  hormone  influ- 
ence on  the  prostate.  It  may  also  supply  an  andro- 
genic deficiency,  counterbalance  an  estrogenic  ex- 
cess, thus  restoring  a theoretical  androgen-estrogen 
imbalance.  It  must  be  remembered  in  considering 
the  effects  of  all  hormone  therapy  that  benign  low 
grade  prostatic  obstruction  normally  is  associated 
with  periods  of  regression.  Some  authors  find  that 
the  effects  of  testosterone  therapy  are  no  better  than 
those  achieved  in  a parallel  series  of  cases  when  in- 
jections of  saline  are  given  (Draper).  Certainly  no 
specific  changes  in  size  of  the  gland  or  regressive 
histologic  changes  in  its  tissues  by  biopsy  have 
been  noted. 

The  use  of  estrogens  in  treating  benign  hyper- 
trophy, however,  cannot  be  dismissed  so  quickly. 
With  Huggins’  introduction  of  antiandrogenic  ther- 
apy in  prostatic  cancer  there  also  arose  much  popu- 
lar interest  in  the  hormone  therapy  of  benign  hy- 
pertrophy. Huggins,  Stevens  and  Hodges  subjected 
3 patients  with  benign  hypertrophy  to  castration. 
This  was  followed  by  epithelial  atrophy  together 
with  gross  decrease  in  the  size  of  the  gland  as  re- 
vealed clinically  and  by  biopsy  specimens.  They 
felt  that  as  old  age  approaches  there  is  a decrease 
in  the  male  hormone,  yet  enough  androgen  remains 
to  produce  prostatic  h3'pertrophy.  However,  if  this 
residuum  of  hormone  is  eliminated  or  reduced  by 
castration  the  prostate  will  atrophy.  Also  by  the 
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administration  of  estrin  without  castration  the  re- 
maining male  honnone  is  neutralized  and  atrophy 
similar  to  that  produced  by  castration  takes  place. 

Estrogens,  chiefly  diethylstilbestrol,  have  been 
widely  used  during  the  past  ten  years.  Kahle  and 
Maltry,  Kittridge,  Klein  and  Newman  have  noted 
a fairly  high  degree  of  clinical  improvement  in  a 
variable  percentage  of  cases  thus  treated.  In  some 
instances  the  size  of  the  prostate  noted  by  cystoscopy 
and  rectal  examination  was  definitely  diminished 
and  biopsies  showed  regressive  changes  in  the  pros- 
tatic tissue.  On  the  other  hand,  Pierson,  by  roent- 
genographic  measurements  of  the  prostate  in  13 
patients  with  retention  of  not  over  3 ozs.,  noted  a 
variable  diminution  in  the  size  of  the  prostate  av- 
eraging about  7 mm.  in  10  cases  after  treatment 
with  daily  small  doses  of  stilbestrol.  He  felt  that 
the  shrinkage  was  not  great  enough  to  warrant  this 
therapy  except  in  unusual  cases. 

Since  1941  I have  applied  both  estrogenic  and 
androgenic  honnone  treatment  to  110  patients  with 
benign  prostatism  in  various  degrees.  Their  ages 
have  varied  from  SO  to  87  yrs.  Sixty-two  of  these 
had  little  residual  (none  to  3 oz.)  but  complained 
of  weakening  of  the  stream,  frequency,  nocturia  and 
dribbling.  A variable  degree  of  enlargement  by 
rectum  was  noted.  (It  is  the  prostatic  tissue  grow- 
ing into  the  bladder  neck  and  not  that  felt  bulging 
into  the  rectum  which  gives  obstructive  symptoms.) 
In  short,  the  majority  of  these  were  borderline  pros- 
tatics and  usually  younger  men.  Estrogen  therapy 
gave  clinical  relief  to  about  two-thirds  of  this  group 
of  62.  The  treatment  was  frequently  combined  with 
massage,  diathermia  and  dilatation  of  the  urethra 
with  sounds.  In  approximately  one-half  of  the  re- 
mainder we  were  not  impressed  with  the  treatment 
but  operation  was  considered  unnecessary  or  re- 
fused. The  remainder  developed  sufficient  obstruc- 
tive symptoms  to  warrant  operation  at  my  hands  or 
elsewhere.  When  estrogen  therapy  gave  favorable 
response  the  glands  became  softer,  seemed  to  be 
reduced  in  size  and  the  stream  became  stronger. 
While  taking  the  matter  of  spontaneous  remission 
into  consideration,  it  was  felt  that  in  this  group  of 
cases  estrogen  therapy  is  especially  effective  in  a 
considerable  proportion.  In  short,  the  younger  the 
patient,  the  softer  the  consistency  of  the  gland,  the 
more  likely  the  relief  from  estrogen.  Hard  fibrotic 
glands  and  those  in  arteriosclerotic  mentally  con- 
fused older  men  respond  to  such  treatment  less 


strikingly  and  require  frequent  passage  of  sounds 
or  even  surgery  if  there  is  a residual  urine  of  over 
3 oz. 

The  remaining  58  patients  were  prostatics  in  ad- 
vanced stages  of  obstruction,  i.e.,  with  a residual  of 
3 oz.  or  more.  I'he  results  of  estrogen  therapy, 
while  brilliant  and  spectacular  at  times,  have  not 
been  consistent.  In  the  58  cases  of  this  type  estrogen 
therapy  reduced  residual,  the  blood  urea  level  if 
elevated  was  diminished,  the  stream  enlarged  and 
operation  has  been  declined  in  38.  Some  of  these 
patients  improved  at  first  but  later  developed  suffi- 
cient symptoms  and  clinical  findings  to  warrant 
surgery.  Nine  patients,  because  of  senility,  uremia, 
concomitant  fractures  or  surgical  procedures  needed 
at  other  sites,  were  subjected  to  suprapubic  cys- 
tostomy.  After  estrogen  therapy  their  sinuses  closed 
and  remained  closed,  the  patients  voiding  well  and 
with  little  or  no  residual  urine.  Another  group  of 
patients  (about  20  in  number)  was  placed  on  in- 
dwelling urethral  catheter  drainage  and,  after  es- 
trogen therapy,  had  such  reduction  of  residual  urine, 
increased  force  of  stream  and  general  well-being 
that  operation  was  refused.  Several  of  these  re- 
turned later  for  operation  and  others  should  un- 
doubtedly have  done  so. 

Diethylstilbestrol,  a synthetic  chemical  having 
estrogenic  action,  in  doses  varying  from  1 mg.  to 
20  mg.  daily  given  by  mouth  or  injection  has  been 
the  drug  most  used.  The  dosage  is  not  standard- 
ized in  the  treatment  of  either  benign  or  malignant 
prostatism.  With  the  optimum  dosage  unknown, 
most  authorities  fell  that  larger  doses  are  unneces- 
sary. I usually  start  with  5 mg.  daily  and  increase 
or  decrease  the  dose  to  the  patient’s  tolerance. 

The  drug  has  certain  hazards,  viz.,  nausea  (a 
very  frequent  finding),  dizziness,  edema  of  the 
low(!r  extremities,  and  an  erythematous  skin  rash, 
at  times  leading  to  exfoliative  dermatitis.  Loss  of 
libido  and  oligospermia  result  from  large  doses  and 
must  be  considered  in  treating  younger  men  or  older 
ones  who  are  sexually  active.  Painful  engorged 
breasts  occur  in  a large  proportion  of  cases  on  pro- 
longed therapy  or  with  larger  dosage.  Stopping  stil- 
bestrol and  administration  of  testosterone  apparent- 
ly helps  to  relieve  this  breast  engorgement.  How- 
ever, testosterone  does  not  entirely  neutralize  estro- 
gen effect  nor  has  the  exact  quantUy  of  the  dosage 
needed  to  depress  estrogen  action  been  determined. 
In  a small  group  of  cases  I have  used  oreton  (tes- 
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tosterone  propionate)  alternately  with  courses  of  es- 
trogen and  at  times  apparentl)’  with  good  result. 

Premarin,  estradiol-benzoate  and  estinyl  have 
been  used  with  variable  result  when  diethylstilbes- 
trol  has  not  been  tolerated.  It  is  possible  that  va- 
rious estrogens  act  differently  in  different  individ- 
uals according  to  their  individual  liver  metabolism. 

In  summary,  estrogen  or  androgen  therapy  is  no 
substitute  for  surgery  in  patients  with  well  devel- 
oped prostatic  obstruction.  The  accurate  evalua- 
tion of  hormone  therapy  becomes  most  difficult  when 
we  remember  that  prostatism  frequently  regresses 
and  symptoms  subside  for  long  periods  of  time  when 
local  measures  such  as  massage,  diathermia,  drain- 
age or  even  no  therapy  is  applied.  Nevertheless, 
hormone  treatment,  especially  with  estrogens,  ap- 
pears to  be  of  value  in  borderline  cases  with  small 
residual  and  soft  glands.  It  may  be  tried  with  oc- 
casional success  in  larger  obstructive  glands.  If 
after  one  to  two  weeks  treatment  no  sharply  de- 
fined and  obvious  improvement  is  obtained,  resec- 
tion or  prostatectomy  is  in  order. 

Recently  I have  been  preparing  certain  patients 
with  large  glands  for  prostatectomy  by  a prelimi- 
nary course  of  estrogen,  if  the  delay  is  warranted. 
At  operation  the  gland  has  seemed  smaller,  firmer 
and  perhaps  less  vascular  but  I cannot  yet  speak 
conclusively  on  this  point. 

Certainly  the  urologist  should  explain  to  his  pa- 
tient that  estrogen  therapy  is  a trial  that,  should  he 
get  an  immediate  favorable  clinical  response,  fre- 
quent observation  with  periodic  courses  of  the  drug 
will  probably  be  needed.  If  the  patient’s  response 
is  not  immediately  definite  and  there  is  no  con- 
traindication, he  should  be  submitted  to  surgery. 

Endocrine  Therapy  in  Prostatic  Cancer 

I'he  application  of  endocrine  therapy  by  Huggins 
and  Herbst  to  the  treatment  of  prostatic  cancer  is 
one  of  the  outstanding  contributions  to  modern 
science.  It  marked  the  first  signal  response  of  ma- 
lignant disease  to  chemotherapy.  We  may  state 
the  concepts  developed  by  this  work  as  follows. 
The  histogenesis  of  prostatic  carcinoma  is  not  al- 
together autonomous.  These  neoplastic  cells  are 
stimulated  by  androgens  from  the  testis  and  to  a 
lesser  degree  from  the  adrenals.  The  effort  to  elimi- 
nate or  reduce  to  a mininum  this  androgen  stimu- 
lation has  been  carried  out  (1)  by  surgical  castra- 
tion, (2)  by  castration  with  x-ray  irradiation,  (3) 


by  administration  of  estrogens  with  or  without  cas- 
tration to  neutralize  or  depress  androgens,  (4)  by 
adrenalectomy  or  adrenal  irradiation  to  eliminate  a 
secondary  source  of  androgen  formation  after  cas- 
tration and  (5)  by  pituitary  irradiation  as  a means 
of  suppressing  pituitary  stimulation  of  androgen 
elaboration. 

Prostatic  cancer  cells  freed  from  androgen  stimu- 
lation undergo  retrogressive  change.  Decrease  in 
size  of  nuclei,  condensation  of  nuclear  chromatin, 
absence  of  nucleoli,  clearing  of  the  cytoplasm,  rup- 
turing of  cell  membranes  with  coalescence  of  vacu- 
oles, with  ultimate  clustering  of  pyknotic  nuclei  and 
fragments  of  cells  in  the  center  of  acinar  spaces 
have  been  noted  (Kahle,  Shenken  and  Burns).  All 
the  cells  do  not  die  but  after  a variable  period  of 
time  they  resume  a recurrent  but  frequently  de- 
creased activity. 

Estrogen  inhibits  pituitary  activity,  depresses  the 
germinal  epithelium  of  the  testis  and,  to  a variable 
degree,  neutralizes  the  male  hormone  or  diminishes 
its  elaboration.  Excessive  estrogen  administration 
may  produce  carcinoma  of  the  breast  in  male  mice. 
The  possibility  of  such  a result  in  the  human  male 
and  female  has  been  suggested. 

Significance  of  Serum  Phosphatase 

Huggins  found  that  the  serum  acid  phosphatase 
was  usually  elevated  above  the  normal  (3  to  5 King 
Armstrong  units)  in  advanced  prostatic  cancer,  es- 
pecially if  bone  metastasis  is  present.  The  neo- 
plastic epithelium  itself  showed  large  amounts  of 
this  enzyme  as  determined  by  specific  staining 
methods.  Acid  phosphatase,  jjresent  in  traces  in  the 
prostate  of  infants,  is  found  in  large  amounts  in 
normal  adult  and  hypertrophic  glands.  It  is  even 
more  abundant  in  prostatic  cancer  cells.  Grollman 
holds  that  acid  phosphatase  in  prostatic  cancer  does 
not  enter  the  circulation  in  detectable  amounts  until 
the  neoplasm  breaks  through  the  capsule  with  local 
infiltration  or  distant  metastasis.  Then  the  serum 
acid  phosphatase  becomes  elevated  in  as  high  as 
85%  of  patients  (Sullivan,  Gutman  and  Gutman). 
In  a fair  number  of  patients,  however,  with  exten- 
sively disseminated  lesions  this  enzyme  remains 
normal  in  the  blood  (Alyea  and  Nesbit).  Febrile 
reactions  may  temporarily  reduce  elevated  serum 
acid  phosphatase  even  in  advanced  cancer. 

Castration  is  usually  followed  by  a sharp  drop 
of  the  elevated  serum  acid  phosphatase  within  a 
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week.  This  occurs  more  slowly  (in  2 to  3 weeks) 
after  estrogen  administration.  Failure  of  the  ele- 
vated serum  acid  phosphatase  to  fall  after  castra- 
tion or  estrogen  administration  is  usually  accom- 
panied by  no  clinical  improvement.  Furthermore, 
it  is  a sign  that  the  patient  will  not  respond  to  anti- 
androgenic  therapy  and  that  the  cancer  cells  have 
become  autonomous  and  are  no  longer  androgen 
dependent. 

Serum  alkaline  phosphatase  is  frequently  ele- 
vated above  normal  (6  to  10  King  Armstrong  units) 
in  prostatic  cancer.  It  reflects  activity  of  bone 
around  tumor  metastasis.  Patients  with  bone  me- 
tastasis have  an  increase  in  level  of  serum  alkaline 
phosphatase  in  about  one-third  of  the  cases.  In  a 
large  number  following  castration  there  is  a sharp 
rise  followed  by  a gradual  decline  in  the  level  of 
this  enzyme  to  normal,  reflecting  a decreased  me- 
tastatic activity  with  bone  healing.  The  serum 
alkaline  phosphatase  is  less  likely  to  rise  in  pa- 
tients treated  with  estrogens. 

Elevated  serum  acid  phosphatase  has  come  to  be 
regarded  as  evidence  of  bone  metastasis  and  its 
rise  or  fall  is  interpreted  by  many  authors  as  an 
index  of  response  to  endocrine  treatment.  Its  rapid 
or  progressive  rise  is  an  unfavorable  sign.  Huggms 
felt  that  failure  of  the  serum  acid  phosphatase 
level  to  fall  after  orchiectomy  may  be  due  to  ex- 
tratesticular  androgen  formation  probably  in  the 
adrenal  cortex  and  that  this  feature  was  an  indica- 
tion for  estrogen  therapy.  In  many  of  these  cases  it 
is  also  probable  that  the  tumor  cells  have  become 
androgen  independent.  Contrary'  to  these  views, 
Nesbit  feels  that  the  serum  acid  phosphatase  is  not 
a reliable  index  of  metastatic  activity. 

Sedimentation  Rate  or  Erythrocytes 

Numerous  authors  have  called  attention  to  the 
frequent  finding  of  accelerated  erythrocyte  sedi- 
mentation rate  in  malignant  disease  especially  when 
metastatic.  Boylan  and  Tillisch  and  others  have 
studied  the  matter  in  relation  to  prostatic  cancer 
and  feel  that  the  sedimentation  rate  should  be  taken 
into  consideration  with  acid  phosphatase  levels  in 
evaluating  the  activity  of  this  disease. 

The  Significance  of  the  17  Ketosteroids 

These  substances  are  steroids  having  a ketone 
group  at  the  17th  carbon  atom.  They  are  produced 
in  the  testis  and  adrenal  cortex  and  their  quantita- 
tive estimation  in  the  urine  is  regarded  as  an  index 


of  the  androgenic  activity  of  these  organs.  They 
include  androsterone  and  related  compounds  as 
well  as  estrone.  The  estrone  can  be  eliminated  by 
treatment  with  alkali  leaving  the  urinary  androgens 
which  can  be  further  divided  into  alpha  and  beta 
fractions,  the  latter  being  precipitated  by  digitonin. 

Several  authors  have  studied  the  excretion  of  17 
ketosteroids  in  prostatic  disease,  but  Frame  and 
Jewett,  and  Satterthwaite,  Chute  and  others  found 
that  there  were  insignificant  differences  in  the  daily 
excretion  of  these  steroids  in  the  urine  of  prostatic 
cancer  patients  and  in  that  of  normal  men  in  the 
same  age  group.  Huggins  and  Scott  found  in  four 
cases  of  prostatic  cancer  treated  by  adrenalectomy 
after  castration  as  a further  antiandrogen :c  regimen 
that  the  17  ketosteroids  practically  disappeared. 

The  general  opinion  is  held  at  present  that  17 
ketosteroid  determination  is  not  of  great  prognostic 
value  in  treating  prostatic  disease.  Castration  de- 
creases estrogen  urinary  excretion  and  some  au- 
thors state  that  it  causes  a late  rise  in  urinary  an- 
drogens (17  ketosteroids)  from  adrenal  activity. 
Likewise,  the  pituitary  gonadotrophic  hormone  ex- 
cretion in  the  urine  rises  following  castration.  Es- 
trogen (stilbestrol)  administration  decreases  17 
ketosteroid  output  and  that  of  the  pituitary  gonado- 
trophic hormone.  However,  estrogen  administra- 
tion causes  a rise  in  urinary  estrogen  assays. 

Clinical  Treatment  of  Prostatic  Cancer 

Antiandrogenic  therapy  of  prostatic  carcinoma 
centers  chiefly  around  castration  and  the  adminis- 
tration of  estrogens.  Castration  in  a majority  of 
cases  is  followed  by  relief  of  pain,  increase  in  ap- 
petite, in  hemoglobin  and  in  general  well  being. 
However,  there  is  loss  of  libido  and  the  power  of 
erection.  The  prostate  becomes  softer  and  dimin- 
ishes in  size.  Bony  metastases  frequently  show  in- 
creased calcification  by  x-ray  and  at  times  apparent 
healing.  Frequently  patients  have  hot  flashes  which 
can  be  controlled  by  estrogens.  Injection  of  tes- 
tosterone probably  reactivates  the  growth  as  pain 
becomes  intensified  and  the  serum  acid  phosphatase 
level  rises.  In  performing  orchiectomy  only  the 
glandular  tissue  of  the  testis  is  removed  but  this 
must  be  done  thoroughly. 

Estrogen  therapy  if  successful  produces  these 
results  more  slowly  but  some  outstanding  urolo- 
gists such  as  Kearns  (who  uses  estinyl  0.05  mg. 
daily)  and  Dean  advocate  estrogen  treatment  ini- 
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tially.  Merger  and  Sauer,  and  Nesbit  ran  parallel 
series  of  cases,  one  treated  initially  by  castration 
and  the  other  initially  by  stilbestrol.  Merger  and 
Sauer  felt  that  estrogen  is  useful  initially  in  se- 
lected cases  but  that  these  should  have  frequent 
examinations  and  that  castration  should  be  done 
when  changes  in  prostatic  size,  infiltration  of  the 
j^elvis,  obstructive  symptoms  or  elevation  of  the 
serum  acid  phosphatase  are  noted.  Nesbit's  clini- 
cal results  from  castration  and  estrogen  therapy 
were  somewhat  identical  but  there  was  more  re- 
gression in  the  size  of  the  gland  in  patients  treated 
with  castration.  Pain  in  certain  patients  after  cas- 
tration was  relieved  b}-  stilbestrol.  Merbst,  Em- 
mett and  Greene,  and  Alyea  advocate,  as  a rule, 
initial  castration  followed  by  estrogen  in  varying 
dosage  and  type.  Deming  feels  that  castration  and 
estrogen  produce  about  the  same  result.  In  general 
it  is  agreed  that  castration  should  be  the  initial 
procedure  when  extensive  malignancy  and  metas- 
tasis are  present  and  when  the  patient  does  not  show 
a favorable  response  to  estrogen.  Mowever,  when 
castration  has  not  produced  a favorable  response, 
as  a rule  estrogen  will  not  bring  improvement. 
Alyea,  in  a series  of  40  patients  treated  by  orchiec- 
tomy and  followed  over  a 3 year  period,  found  that 
32%  were  dead  in  2 years.  Of  23  with  metastasis, 
32%  were  dead  within  one  year  and  42%  within 
2 years. 

Munger  has  been  the  champion  of  x-ray  irradia- 
tion of  the  testis  as  a means  of  castration.  Th;s  is 
combined  with  regional  irradiation.  Others  have 
suggested  irradiation  of  the  adrenals  and  even  of 
the  pituitary,  especially  when  reactivation  of  the 
cancer  occurs  following  castration  and  estrogen 
therapy.  Mowever,  such  measures  have  not  attained 
wide  acceptance. 

The  life  expectancy  following  antiandrogenic 
therapy  has  naturally  not  been  consistent  in  the 
numerous  reports  such  as  those  of  Alyea,  Birdsall, 
Wear,  Carroll,  Seamans  and  others.  Bumpus  in 
1926  found  that  in  485  cases  when  no  treatment 
was  given  the  average  duration  of  the  disease  from 
the  first  S}mptoms  to  death  was  31  months.  Surgery 
and  irradiation  prolonged  life  but  little,  while  re- 
lief of  obstruction  (at  that  time  by  cystostomy)  on 
an  average  prolonged  life  to  57  months.  The  vari- 
ability of  cancer  in  its  grade  and  progress  in  the 
individual  patient,  the  extent  of  the  lesion  at  the 
time  treatment  is  undertaken  and  other  factors  make 


it  difficult  to  answer  the  question  as  to  how  much 
longer  patients  will  live  after  antiandrogenic  treat- 
ment than  if  they  had  not  been  given  this  therapy. 

Antiandrogen  Treatment  Preliminary  to 
Total  Prostatectomy 

Recently  certain  urologists,  among  others  Colston 
and  Gutierrez,  have  proposed  castration  and  estro- 
gen treatment  in  selected  cases  of  prostatic  cancer 
which  have  progressed  just  beyond  the  stage  where 
radical  total  prostatectomy  is  indicated.  When  the 
gland  responds  by  shrinkage  and  periprostatic  in- 
duration subsides,  total  prostatectomy  may  be  per- 
formed with  operative  recovery  as  a rule.  This  use 
of  antiandrogen  therapy  is  hopeful  but  we  must 
await  the  passage  of  time  to  evaluate  its  efficacy. 

Discussion 

While  it  is  difficult  to  crystallize  a definite  pro- 
gram for  treating  prostatic  cancer,  certain  tenta- 
tive conclusions  may  be  dra^vn; 

1.  When  the  growth  is  confined  within  the  pros- 
tatic capsule,  the  serum  acid  phosphatase 
level  normal,  and  metastases  are  absent,  it  is 
generally  agreed  that  radical  total  prostatec- 
tomy (preferably  after  biopsy)  together  with 
removal  of  the  seminal  vesicles,  offers  the 
one  hope  for  permanent  cure. 

2.  Antiandrogenic  therapy  by  castration  and  es- 
trogen administration  will  cause  regression  of 
the  growth  for  a variable  period  of  time  dur- 
ing which  period  the  patient  will  frequently  be 
relieved  of  pain  and  enjoy  a life  of  relative 
well  being.  Such  therapy  will  not  often  ef- 
fect a permanent  cure.  Mow  much  life  will 
be  prolonged  is  a point  which  will  require 
further  observation. 

Case  Reports 

Sixteen  cases  of  prostatic  cancer  have  been  treated 
by  the  author  wdth  castration  and  estrogen.  The  di- 
agnosis was  made  by  rectal  palpation  or  biopsy  or 
both.  X-ray  examination  showed  metastasis  in 
five.  The  ages  of  the  group  ranged  from  56  to  84 
years.  Eleven  patients  required  at  some  time  treat- 
ment for  obstruction,  usually  by  transurethral  re- 
section. 

Castration  was  carried  out  immediately  or  after  a 
few  weeks  of  estrogen  therapy  except  in  four  pa- 
tients who  refused  operation  because  of  senescence 
and  a fixed  obsession  against  surgery.  Two  of  these 
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who  refused  operation  have  obtained  striking  re- 
lief from  estrogens  for  periods  of  16  and  22  months 
and  are  still  living.  However,  they  are  beginning 
to  show  increase  in  the  size  of  the  prostate  and 
their  serum  acid  phosphatase  levels  are  high.  Of 
the  twelve  patients  treated  with  castration,  three 
were  only  slightly  improved.  Nine  have  made  a 
splended  initial  response  for  a period  of  six  months 
to  fifteen  months.  Six  died  within  a year  after  op- 
eration. Two  cannot  be  traced.  Regional  deep 
x-ray  therapy  has  been  carried  out  in  addition  to 
endocrine  therapy  in  several  instances  but  its  value 
has  been  ver}-  questionable. 

The  estrogen  used  after  castration  has  been  die- 
thylstilbestrol  in  doses  usually  of  5 mg.  daily.  Dur- 
ing the  past  two  years  I have  used  estinyl  (ethinyl 
estradiol)  in  doses  of  0.05  mg.  to  0.5  mg.  daily 
more  and  more.*  It  is  the  most  powerful  oral  es- 
trogen and  provokes  less  nausea  and  perhaps  some- 
what less  painful  engorgement  of  the  breasts. 

Conclusion 

Estrogen  therapy  has  a definite  but  limited  value 
in  treating  benign  prostatic  hypertrophy.  There  is 
suggestive  evidence  that  its  combination  wdth  tes- 
tosterone at  times  may  be  of  value.  If  favorable 
response  is  not  definite  and  prompt  and  no  con- 
traindication exists,  removal  of  the  obstructing 
prostate  by  transurethral  or  incisional  procedure  is 
indicated. 

Castration  and  estrogen  therapy,  however,  give 
relief  from  pain  and  restore  well  being  to  the  pa- 
tient with  prostatic  cancer.  They  produce  regres- 
sion of  the  growth  for  a variable  period  of  time. 
How  long  they  actually  prolong  the  life  expectancy 
of  the  patient,  in  spite  of  an  abundance  of  clinical 
evidence,  remains  a disputed  point. 
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Medical  Arts  Building. 

Discussion 

Dr.  Sa.viuel  a.  Vest,  Charlottesville:  Dr.  Keyser  has 
certainly  covered  a very  wide  field  and  a field  which 
is  most  interesting  to  the  male  population  over  forty 
years  of  age,  inasmuch  as  the  incidence  of  either  benign 
hypertrophy  or  cancer  is  extremely  frequent.  It  increases 
each  decade  until  at  eighty  years  of  age  possibly  eighty 
per  cent  of  men  show  some  degree  of  either  one  or  the 
other.  I should  like  to  emphasize  a few  things  about 
this  condition  and  Dr.  Keyser’s  paper. 

In  the  first  place,  the  therapy  of  any  disease  is  much 
simplified  if  we  know  the  etiology,  but  after  much  re- 
search and  study  of  this  condition  the  etiology  is  still 
obscure.  For  many  years  there  was  debate  as  to  whether 
prostatic  hypertrophy  was  due  to  arteriosclerosis  of  the 
arteries  in  the  prostate  or  whether  it  is  an  actual  tumor 
or  simple  hyperplasia.  During  the  last  decade  we  have 
gone  through  a hormone  era;  there  has  been  discussion  as 
to  whether  prostatism  is  due  to  too  little  body  androgens 
or  to  an  excess  of  female  hormone  or  to  female  hormone 
deficiency  or  to  an  imbalance  between  the  two.  There 
is  even  a strong  possibility  of  dysmetabolism  by  the 
liver,  particular!)'  of  the  female  hormones.  A lot  of 
modern  therapy  has  been  based  on  animal  experimenta- 
tion, but  I can  safely  tell  you  that  the  benign  hyperplasia 
that  Dr.  Keyser  has  been  talking  about  never  occurs  in 
animals.  The  hyperplasia  that  occurs  in  dogs  is  not  the 
type  of  hypertrophy  found  in  humans.  The  sum  total 
is  that  a lot  of  therapeutic  programs  in  humans  have  been 
carried  out  on  theoretical  experimental  bases.  I can  quote 
you  from  the  literature,  from  one  clinic  to  another,  in 
which  clinical  improvement  has  been  reported  as  a result 
of  such  animal  experimentation.  In  spite  of  all  that,  there 
is  no  scientific  basis  for  rational  therapy  as  far  as  animal 
experimentation  is  concerned.  Therefore,  such  clinical 
studies  as  Dr.  Keyser  has  given  us  will  prove  valuable 
in  the  future. 

I think  Dr.  Keyser  would  be  the  very  first  one  in  this 
room  to  agree  when  I say  that  he  belongs  to  merely  one 
group  on  the  use  of  estrogens  in  benign  hyperplasia.  I 
wish  I could  express  a definite  opinion  myself,  but  we  do 
not  have  the  type  of  clinical  material  in  our  clinic  that 
Dr.  Keyser  has  been  fortunate  enough  to  have  to  treat 
large  numbers  of  cases  of  benign  hyperplasia  with  estro- 
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gens.  I might  also  tell  you  that  in  other  clinics  opposite 
results  from  Dr.  Keyser’s  have  been  reported.  I am  sure 
that  Dr.  Keyser  would  want  you  to  know  that.  On  the 
other  hand,  in  other  clinics  there  is  considerable  agree- 
ment with  Dr.  Keyser  and  an  enthusiasm  for  estrogens. 

Estrogens  do  not  reverse  the  basic  histology  or  produce 
any  changes  in  the  prostate  which  we  know  as  hyper- 
trophy. 1 think  I can  say  from  even  our  small  series  that 
there  is  sometimes  a reduction  in  size,  but  that  might  be 
a result  of  reduction  in  the  amount  of  secretion  in  the 
prostate  and  not  reduction  of  the  hyperplastic  tissue  itself. 

The  number  of  endocrine  therapeutic  possibilities  are 
large.  As  to  how  much  hormone  to  use.  Dr.  Keyser  is 
on  the  band  wagon  for  small  dosage;  others  give  larger 
amounts.  Some  conclude  that  estrogens  by  mouth  are 
detoxified  by  the  liver  and  urge  injections  as  a method  of 
administration. 

There  are  many  types  of  clinical  studies  in  regard  to 
hormone  therapy  being  made.  For  example,  at  the  Uni- 
versity we  wanted  to  know  about  the  results  of  castration 
alone  in  cancer  of  the  prostate.  So  we  castrated  about 
seventy-five  cases,  \^'e  put  those  cases  aside  in  a closed 
group  so  far  as  statistics  are  concerned;  and  it  will  be 
possibly  four  or  five  years  3-et — because  they  live  a long 
time — before  all  seventj'-five  are  dead  and  we  can  then 
tell  you  that  the  average  patient  lived  so  many  years. 
Another  clinic  may  then  have  a report  on  other  lines  of 
therap\'  such  as  the  results  of  small  doses  of  estrogen, 
another  one  on  large  doses  of  estrogen,  etc.  I think  out 
of  all  these  studies  perhaps  in  five  to  ten  years  we  shall 
finall}’  be  able  to  have  some  idea  of  where  we  are  actually 
going  in  this  matter  of  hormone  therapy  in  both  benign 
hyperplasia  and  in  cancer,  and  only  then  will  we  be  able 
to  correctly  evaluate  the  improvements. 

We  have  not  yet  found  the  complete  answer,  but  such 
data  as  Dr.  Keyser  presented  should  be  recorded.  It  will 
prove  valuable  to  us  not  only  now  but  in  the  future, 
and  I wish  to  thank  him  personally  for  it. 


Dr.  Keyser,  closing  the  discussion;  I wish  to  thank 
Dr.  Vest  for  his  excellent  discussion  and  the  well  con- 
sidered opinions  he  has  expressed  on  this  controversial 
subject.  Several  points  should  be  emphasized. 

As  stated  in  the  body  of  the  essay,  the  experimental 
work  done  on  animals  is  very  inconsistent  and  somewhat 
confusing.  In  any  research  problem  with  a background 
of  animal  experimentation  the  evaluation  of  the  thera- 
peutic merit  suggested  thereby  must  await  clinical  trial. 

With  regard  to  benign  prostatic  hypertrophy,  when  I 
started  treatment  with  hormones  I had  an  initial  series  of 
rather  brilliant  results  and — perhaps  unfortunately — be- 
came enthusiastic  over  this  form  of  therapy.  I am  still 
enthusiastic  over  its  possibilities  in  selected  cases.  Cer- 
tain patients  with  large  glands  and  definite  obstruction 
do  obtain  what  seems  to  be  a result  comparable  with 
that  afforded  by  prostatectomy.  Unfortunately  this  is  the 
exception  rather  than  the  rule. 

Also,  it  should  be  brought  out  that  early  cases  of  car- 
cinoma amenable  to  radical  surgery  may  be  missed  in 
using  hormone  therapy.  About  20  per  cent  or  more  of 
all  prostate  glands  removed  show  histologic  malignancy. 

There  is  a psychological  factor  in  dealing  with  older 
men  which  is  of  tremendous  import.  They  are  hoping  to 
find  the  fountain  of  youth.  While  this  is  not  to  be  entirely 
discouraged,  we  must  keep  a scientific  attitude  and  not 
become  too  enthusiastic. 

I am  in  agreement  with  Dr.  Vest  that  any  therapy  along 
this  line  must  be  well  thought  out  and  well  plannedr 
Finally,  and  I am  certain  Dr.  Vest  would  agree,  any  treat' 
ment  of  prostatism  is  a matter  to  be  carried  out  or  at: 
least  carefully  supervised  by  a well  trained  urologic  spe- 
cialist. This  is  especially  true  of  hormone  therapy.  If 
should  be  emphasized  that  surgery  is  still  by  all  odds 
the  treatment  of  choice  in  prostatism.  The  general  use 
of  hormone  treatment  by  those  not  trained  in  urology 
would  bring  such  therapy  into  disrepute  and  cast  doubt 
upon  whatever  merit  it  may  have  in  selected  cases. 


Floral  Eponym 
Galtonia 

Sir  Francis  Galton,  1822-1911 

Sir  Francis  Gallon,  a cousin  of  Charles  Darwin,  was  born  at  Birmingham 
and  received  his  education  at  Birmingham  Hospital,  at  Kings  College,  London,  and 
at  Trinity  College,  Cambridge.  During  1845-46  he  traveled  in  the  Sudan  and  in  1850 
he  explored  South-west  Africa,  and  on  his  return  he  published  An  Explorer  in  Tropi- 
cal South  Africa.  Later  he  became  interested  in  meteorology  and  was  the  first  to 
chart  the  weather  on  an  extensive  scale.  In  1859  he  began  to  study  anthropology, 
heredity  and  the  application  of  statistics  to  human  attributes.  He  is  considered  the 
founder  of  eugenics. 

Galtonia  is  a small  genus  of  South  African  bulbous  herbs  of  the  lily  family.  The 
best  known  is  G.  candicaus  or  summer  hyacinth. 
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MENINGITIS  IN  INFANCY* 


\Vm.  B.  McIlwaine  III,  M.D., 

and 

Herman  Farber,  M.D., 

Petersburg,  Virginia. 


The  object  of  this  presentation  is  not  to  discuss 
the  subject,  meningitis,  in  all  of  its  many  ramifica- 
tions, nor  to  report  any  large  series  of  cases,  nor  to 
bring  forward  some  new  treatment.  It  is  simply  to 
recall,  to  us  all,  the  fact  that  meningitis  in  infants 
does  not  present  the  clear  cut,  text-book  picture  we 
expect,  and  so  often  find  in  older  children,  and  the 
importance  of  considering  the  meninges  as  a fcxus 
of  infection  in  all  cases  of  unexplained  illness  in 
infants  even  though  the  symptoms  and  signs  are 
meager  or  totally  non-existent. 

In  my  own  experience  it  is  rather  startling,  after 
practicing  pediatrics  for  over  twenty-five  years,  to 
have  some  new  knowledge  which  makes  me  wonder 
how  many  times  I may  have  overlooked  until  too 
late,  a condition  which  now  I feel  sure  I shall  re- 
member for  the  next  twenty-five  years  (I  hope). 

Dr.  Farber  while  studying  under  Dr.  H.  D.  Long 
in  Chattanooga  recalls  the  admonition  given  by  Dr. 
Long  that  in  any  case  where  an  infant  runs  an  un- 
explained fever  for  48  hours  do  a lumbar  puncture. 

In  discussing  the  diagnosis  of  meningitis  in  in- 
fancy Drs.  Hogg  and  Bradley,^  while  reporting  a 
case  of  pneumococcus  meningitis  in  the  new  born 
with  recovery,  review  the  literature  and  quote  Dr. 
Cooperstock  as  saying  that  “unexplained  fever  may 
be  the  only  sign,  and  with  convulsions  should  make 
one  suspicious  of  meningitis.”  Cooperstock^  him- 
self, writing  in  the  Journal  of  the  Michigan  Medi- 
cal Society  in  1938,  says,  “out  of  12  cases  of  men- 
ingitis in  infants  admitted  to  the  clinic  only  one 
was  diagnosed  before  admission.”  I also  quote 
Cooperstock  as  saying,  “Instances  are  met  with  in 
which  unexplained  fever  exists  as  the  solitary  evi- 
dence of  meningitis  in  which  examination  of  the 
spinal  fluid  holds  the  final  answer.” 

Dr.  J.  M.  Ravid,^  writing  in  the  American  Jour- 
nal of  Diseases  of  Children,  quotes  McLeen  and 
Caffrey  as  saying,  “Meningitis  was  not  recognized 
in  136  infants  prior  to  entrance  to  the  hospital  and 
in  some  cases  the  diagnosis  was  not  reached  even 
after  many  days  in  the  hospital.” 

♦Read  before  the  annual  meeting  of  the  Medical  So- 
ciety of  Virginia  in  Richmond,  October  18-20,  1948. 


Ravid  himself  states  that  “tension  and  bulging  of 
the  fontanel  is  always  present  and  is  one  of  the  most 
reliable  signs  of  meningitis  in  infancy.”  He  also 
considers  that  unexplained  fever  with  diarrhea 
which  does  not  respond  readily  to  treatment  requires 
a spinal  puncture. 

Herman,^  writing  in  1915,  in  reporting  a case  of 
meningitis  in  the  new  born,  writes  “No  meningeal 
symptoms  were  present  at  any  time,  yet  the  autopsy 
showed  a purulent  meningitis  and  the  culture  a pure 
culture  of  pneumococci. 

Koplik,®  writing  in  1916,  gives  the  symptoms  and 
signs  of  meningitis  in  the  young  infant  as  fever, 
twitching,  and  a peculiar  groaning  respiration,  and 
stresses  the  fact  that  there  may  be  no  irritative  symp- 
toms nor  rigidity  but  generally  the ‘infant  is  quite 
limp  with  cyanosis  and  marked  apathy. 

In  the  14  cases  we  are  reporting  we  have  tried  to 
outline  the  symptoms  and  signs  and  diagnoses  as 
follows; 

Chart  No.  1 

•Vs  will  be  noted,  all  of  our  cases  had  fever. 
While  only  the  admission  temperature  is  given, 
practically  all  ran  a rather  moderate,  irregular  fe- 
brile course  except  for  a rapid  rise  to  105-107  as  a 
terminal  event  in  those  who  died.  Only  four  of  our 
cases  had  convulsions,  a condition  so  often  and 
freely  associated  with  meningitis.  In  only  six  cases 
was  vomiting  a noticeable  s}Tnptom,  but,  along  with 
six  cases  in  which  stupor  was  present  in  varying 
degrees,  was  the  most  constant  finding  other  than 
fever.  Only  three  cases  of  the  14  presented  signs 
of  meningeal  irritation  and  in  only  three  cases  was 
a rash,  generally  petechial  in  character,  noted.  In 
three  cases  pallor  was  a striking  s\Tnptoni,  although 
most  of  these  babies  were  pale  and  showed  a mod- 
erate anemia  by  the  routine  blood  counts. 

An  impressive  fact  was  that  in  not  a single  case 
was  tension  or  bulging  of  the  fontanel  noticed, 
which  leads  us  to  believe  that  this  sign  must  be 
more  frequently  seen  in  the  new  born  than  in  in- 
fants after  the  first  month  of  life.  Eight  cases  had 
complicating  diseases,  three  of  which  was  pneu- 
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CHART  No.  1 
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nionia.  Two  of  these  may  have  been  the  cause  of 
the  meningitis  and  one  may  have  been  a complica- 
tion of  the  meningitis. 

In  only  one  of  our  cases  was  diarrhea  or  gastro- 
intestinal disorder  noted,  which  does  not  correspond 


with  the  view  of  Ravid. 

Paralysis  occurred  in  only  one  case. 

Lues,  noted  in  one  case,  seemed  to  be  of  no  im- 
portance in  the  course  of  the  meningitis. 

One  case  very  definitely  was  a direct  extension 
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from  a purulent  otitis  media  and  mastoiditis. 

The  spinal  fluid  was  under  increased  pressure 
in  all  cases,  varying  from  slightly  cloudy  in  two 
cases  to  purulent  in  one  case.  The  cell  count  was 
above  normal  in  all  cases  with  a wide  range  of  vari- 
ation from  10  to  88,200. 

The  organism  causing  the  disease  was  the  men- 
ingococcus in  four  cases,  one  of  which  died.  The 
pneumococcus  was  the  causative  organism  in  six 
cases,  of  which  two  died.  The  influenza  bacillus  was 
the  causative  organism  in  only  one  case  which  re- 
covered. The  streptococcus  was  the  causative  or- 
ganism in  one  case  which  died,  and  in  two  cases 
the  causative  organism  was  not  satisfactorily  es- 
tablished, one  of  which  recovered  and  one  of  which 
died.  In  all  there  were  eight  recoveries  and  six 
deaths. 

Case  Reports 

Case  1. — B.  H.  was  a one  month  old  white  female. 
She  lived  in  a rural  community.  The  environmental 
and  sanitary  conditions  of  her  home  were  good.  The 
parents  were  intelligent  and  at  all  times  cooperated 
with  the  physician. 

History  of  the  Present  Illness. — On  Oct.  19, 
1946,  the  infant  was  seen  for  the  first  time  at  home. 
The  mother  said  that  the  baby  had  been  having  a 
slight  fever  for  about  24  hours.  Otherwise  the 
mother  had  noticed  nothing  wrong  with  her.  Ex- 
amination at  this  time  did  not  show  any  cause  for 
the  fever.  There  was  no  evidence  of  any  upper  or 
lower  tract  respiratory  infection.  The  temperature 
was  101.  The  baby  did  not  appear  to  be  very  ill 
and  was  actually  playful,  but  was  given  small 
doses  of  aspirin.  The  next  day,  Oct.  20,  the  in- 
fant still  showed  the  same  low  grade  fever  (101). 
Physical  examination  still  did  not  show  any  cause 
for  the  fever.  At  this  time  particular  attention  was 
paid  to  the  examination  of  the  nervcus  system.  No 
pathologic  or  abnormal  manifestations  could  be 
made  out  from  the  neurological  examination.  The 
infant  was  started  on  sulfadiazine  by  mouth.  At 
this  time  it  was  noted  that  the  baby  was  probably  a 
bit  more  drowsy  than  the  temperature  would  indi- 
cate. On  Oct.  21st,  the  baby  was  seen  again  at 
home.  A profound  change  had  taken  place.  The 
infant  was  very  drowsy.  It  could  be  aroused  but 
would  immediately  drift  back  into  a deep  sleep. 
The  temperature  was  still  101.  There  were  no 
other  signs  suggestive  of  meningitis.  The  tension  of 


the  fontanel  was  normal.  The  infant  appeared  much 
paler  than  it  had  on  the  previous  day,  and  was  ad- 
mitted to  hospital. 

Physical  Examination. — This  revealed  a baby 
in  a deep  sleep.  Examination  by  systems  was  nega- 
tive. The  neurological  examination  was  normal. 
The  baby  was  pale.  The  tension  of  the  fontanel 
was  normal. 

Laboratory  Studies. — Spinal  fluid  showed  6,500 
w.b.c.  predominantly  polys.  The  sugar  was  de- 
creased. The  smear  showed  many  gram  negative 
intracellular  diplococci. 

Course  in  the  Hospital. — The  temperature  never 
went  over  102.  The  baby  developed  classical  signs 
of  meningitis  as  manifested  by  stiff  neck  and  a 
Kernig  within  a few  hours  after  the  first  lumbar 
puncture.  She  was  started  on  penicillin  intrathecal- 
ly  and  intramuscularly.  She  was  also  given  oral 
sulfadiazine.  The  neurological  signs  disappeared 
slowly  on  this  infant.  She  retained  a stiff  neck  for 
about  two  weeks.  At  times  she  would  have  pro- 
jectile vomiting.  The  infant  remained  drowsy  for 
about  10  days.  She  always  took  her  nourishment 
well  and  feeding  her  was  never  a problem.  She 
was  discharged  in  good  condition  on  Nov.  11,  1946. 
She  has  been  seen  several  times  since  then  and  has 
shown  no  complications  or  sequlae  as  a result  of 
the  meningitis. 

Case  2. — H.  W.  was  a 4 months  old  white  male. 
Admitted  Feb.  9,  1948,  and  discharged  on  Feb.  20, 
1948.  He  lived  in  a rural  community  and  the 
sanitary  and  evironmental  facilities  of  his  home 
were  very  bad. 

History  of  the  Present  Illness. — The  baby  was 
put  to  bed  feeling  fine  on  the  night  of  Feb.  8 (the 
night  before  admission).  The  baby  did  not  awaken 
at  the  usual  time  the  next  morning.  When  the 
mother  went  into  the  room  to  see  why  the  baby  had 
not  awakened,  she  noticed  that  it  felt  hot  and  was 
breathing  rapidly.  She  also  noticed  that  the  baby 
was  pale.  She  became  frightened  and  brought  the 
infant  to  the  hospital. 

Physical  Examination. — This  revealed  a very 
pale  baby.  The  respirations  were  rapid.  The  baby 
was  drowsy  but  could  be  aroused  without  much  dif- 
ficulty. Examination  of  the  body  by  systems  was 
normal  except  for  the  extreme  pallor  and  the  difficult 
respirations.  There  were  no  positive  neurological 
findings.  Tension  of  the  fontanel  was  normal. 

Laboratory  Studies.- — R.B.C.  2,810,000;  Hb. 
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60%;  W.B.C.  10,500.  Differential  was  normal. 
X-ray  of  the  chest  was  normal.  Lumbar  puncture 
Feb.  9,  1948,  showed  a cloudy  spinal  fluid.  The 
cell  count  was  50  and  showed  100%  polys.  The 
smear  showed  many  gram  negative  intra  and  ex- 
tracellular diplococci. 

Course  in  the  Hospital. — The  baby  was  given 
sulfadiazine  by  mouth  and  penicillin  intrathecally. 
The  baby’s  temperature  never  went  over  101  degrees 
during  the  entire  hospital  stay.  He  never  developed 
any  classical  signs  of  meningitis  such  as  stiff  neck 
or  positive  Kernig.  The  baby  improved  from  the 
beginning  of  the  therapy.  The  infant  was  given 
2 blood  transfusions  to  combat  the  anemia.  No  dif- 
ficulty was  experienced  with  vomiting.  The  baby 
was  discharged  on  Feb.  20th  with  no  apparent 
sequelae  or  complication  of  the  meningitis. 

Case  3. — ^N.  G.  was  a 9 months  old  white  female. 
Admitted  to  the  hospital  Dec.  15,  1946.  She  lived 
in  a rural  community.  The  environmental  and 
sanitary  conditions  were  not  good. 

Past  History. — This  baby  had  been  ill  with  a 
fever  for  about  one  week.  The  histor}-  that  could 
be  obtained  was  unreliable.  The  mother  had  been 
treating  the  fever  with  aspirin.  She  thought  the 
infant  had  only  a cold.  On  Dec.  15,  1946,  the  baby 
had  a severe  generalized  convulsion. 

Physical  Examination.  — Examination  at  this 
time  revealed  a well  developed  white  female  baby. 
The  color  was  pale.  It  was  evident  that  the  infant 
was  quite  ill.  The  respirations  were  rapid  and  la- 
bored. .A.t  this  time  the  patient  was  having  a gen- 
eralized hard  convulsion.  The  temperature  at  this 
time  was  103.  There  were  signs  of  a rather  exten- 
sive pneumonia  on  the  right  side.  Examination  by 
systems  of  the  other  parts  of  the  body  did  not  re- 
veal any  pathologic  or  abnormal  findings.  The  neu- 
rological examination  did  not  show  any  abnor- 
malities. 

Laboratory  Studies. — W.B.C.  on  admission  showed 
22,000,  most  of  which  were  polys. 

Course  in  the  Hospital. — The  baby  was  started 
on  penicillin  as  soon  as  it  was  admitted  to  the  hos- 
pital. The  convulsion  was  treated  routinely  with 
cool  enemas,  cool  sponges,  sedation  and  aspirin.  It 
was  thought  that  the  temperature  was  higher  just 
before  admission  to  the  hospital.  The  mother  said 
that  it  felt  much  “hotter”  at  home  and  she  had 
given  the  baby  a half  an  aspirin  just  before  bring- 
ing her  to  the  hospital.  The  convulsion  lasted  only 


a minute  or  two  after  being  admitted.  The  baby 
seemed  to  be  much  sicker  than  the  temperature 
would  indicate.  The  patient  was  taking  nourish- 
ment well  and  seemed  to  be  gradually  getting  bet- 
ter. The  signs  of  pneumonia  were  gradually  clear- 
ing up.  On  Dec.  22,  the  nurses  noted  that  the  baby 
had  difficulty  in  keeping  its  food  down.  It  would 
vomit  a few  minutes  after  eating.  The  vomiting  was 
non-projectile  in  character.  The  temperature  at 
this  time  was  not  over  100.  However,  the  baby  con- 
tinued to  look  well  and  did  not  show'  any  evidence 
of  dehydration.  On  Dec.  24  the  temperature  was 
102.  The  infant  w'as  still  vomiting  of  a non-pro- 
jectile type.  .4  lumbar  puncture  was  done.  It 
showed  675  cells  most  of  which  were  polys.  The 
globulin  was  4 plus.  There  were  many  gram  posi- 
tive diplococci  present  both  intra  and  extracellular. 
The  culture  of  the  spinal  fluid  was  positive  for  pneu- 
mococci. The  patient  was  given  intrathecal  peni- 
cillin, sulfadiazine  by  mouth,  and  intramuscular 
penicillin.  The  intramuscular  penicillin  was  never 
discontinued  from  the  onset  of  the  diagnosis  of  the 
pneumon.'a.  The  baby  was  given  3 blood  transfusions 
to  combat  the  anemia  that  developed  after  the  di- 
agnosis of  meningitis.  The  baby  never  developed 
any  of  the  classical  signs  of  meningitis  as  mani- 
fested by  stiff  neck,  Kernig's,  etc.,  and  was  dis- 
charged in  good  condition  on  Jan.  9,  1947. 

Summary 

1.  — Fourteen  cases  of  meningitis  in  infants  from 
1 to  12  months  of  age  inclusive  have  been  reported. 

2.  — The  lack  of  uniform  s}mptoms  and  signs 
and  at  times  the  absence  of  any  symptoms  or  signs 
of  meningitis  other  than  fever  has  been  noted. 

3.  — The  advisability  and  importance  of  early 
spinal  puncture  for  diagnosis  has  been  stressed. 

4. - — ^Three  cases  illustrating  the  subject  matter  of 
the  report  have  been  discussed  in  detail. 

5.  — We  feel  that  today,  as  has  been  and  always 
will  be,  the  question  of  diagnosis  is  of  paramount 
value  both  to  the  patient  and  the  physician. 
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Discussion 

Dr.  Edwin  L.  Kendig,  Jr.,  Richmond:  I have  enjoyed 
very  much  the  discussion  of  the  problem  of  meningitis 
in  infancy  by  Dr.  Mcllwaine  and  Dr.  Farber,  and  I ap- 
preciate the  privilege  of  discussing  it. 

Actually,  I have  little  to  add,  but  there  are  two  points 
that  I should  like  to  emphasize.  Certainly  this  paper  has 
shown  again  that  the  usual  signs  and  symptoms  of 
meningitis  in  older  children  and  adults  are  not  necessarily 
present  in  the  disease  as  it  appears  in  infancy. 

Since  early  diagnosis  is  of  paramount  importance  in 
the  establishment  of  successful  treatment  of  the  disease, 
it  would  seem  logical  to  say  that  any  febrile  disturbance 
in  infancy,  the  cause  of  which  is  not  immediately  apparent, 
deserves  a lumbar  puncture.  Further,  spinal  puncture 
should  be  done  on  any  infant  who  has  a convulsion. 

Dr.  : I enjoyed  very  much  Dr.  Mcllwaine’s 

description  of  meningitis  in  infancy.  I think,  as  has  been 
manifested  both  by  Dr.  Mcllwaine  and  by  the  discusser, 
you  cannot  make  a diagnosis  of  meningitis  in  an  infant 
that  young  by  the  physical  signs  alone.  We  have  had 


occasion  to  treat  about  five  hundred  cases  of  influenzal 
meningitis  and  about  forty  cases  in  infants  in  our  hospital 
in  the  last  five  years.  I think  one  thing  to  be  emphasized 
is  not  only  to  make  a diagnosis  of  meningitis  but  also  of 
what  type  of  meningitis  it  is  if  you  are  going  to  get  a 
rational  therapy. 

Nothing  has  been  brought  out  about  the  treatment  of 
meningitis,  except  in  a vague  way.  It  is  our  policy  in 
treating  influenzal  meningitis  to  give  them  the  whole 

works.  Dr.  , in  New  York,  thinks  streptomycin 

alone  is  enough.  In  our  cases  of  meningitis,  of  which  I 
have  treated  forty,  with  about  four  deaths,  in  the  last 
five  or  six  years — we  treated  practically  all  with  a com- 
bination of  Type  B influenza,  saline,  sulfadiazine  intra- 
venously, and  also  streptomycin  intramuscularly.  In  the 
last  few  cases  we  have  not  given  any  streptomycin  at 
all  and  think  that  penicillin  intrathecally  is  uncalled  for 
and  unnecessary  except  in  streptococcic  meningitis.  In 
influenzal  meningitis  I give  the  streptomycin,  penicillin, 
and  sulfadiazine  intravenously.  We  have  had  a few 
over  forty  cases,  with  four  deaths. 

Dr.  McIlwaine,  closing  the  discussion:  I want  to  thank 

Dr.  Kendig  and  Dr.  for  their  discussion.  We  did 

not  discuss  any  therapeutic  measures,  and  I am  very  grate- 
ful to  the  doctor  for  giving  us  the  last  word  on  it. 

Of  course,  I think  the  less  you  have  to  go  into  the 
spinal  canal  the  better.  If  we  can  treat  meningitis  by 
oral  medication  and  the  intramuscular  and  intravenous 
routes  it  -will  be  more  satisfactory. 


Heart  Infection  Takes  Heavy  Toll  in  Dis- 
ability. 

Despite  the  success  doctors  have  achieved  in  cur- 
ing infection  of  the  lining  of  the  heart  by  administer- 
ing penicillin,  patients  who  recover  from  the  disease 
may  be  disabled. 

One  out  of  three  patients  in  a group  of  1 8 reported 
in  the  September  10  Journal  of  the  American  Medi- 
cal Association,  were  left  with  a progressive  heart 
condition,  although  penicillin  cleared  up  the  ac- 
tive infection.  Subacute  bacterial  endocarditis,  in- 
flammation of  the  membrane  which  lines  the  heart, 
has  been  until  recently  an  almost  uniformly  fatal 
disease.  In  a number  of  cases  it  follows  rheumatic 
fever. 

With  the  advent  of  penicillin  therapy,  however. 


doctors  have  been  able  to  cure  many  patients  of  the 
active  heart  infection.  But  since  the  membrane 
which  lines  the  heart  muscle  covers  the  valves  of 
the  heart  as  well  as  its  inner  walls,  endocarditis 
may  leave  scars  which  cause  narrowing  of  one  or 
more  valves  or  interfere  with  their  proper  closing. 

All  of  the  group  of  patients  reported  by  Drs. 
Sherman  R.  Kaplan,  Ray  H.  Ro.senman,  Louis  N. 
Katz,  and  William  A.  Brams,  of  Michael  Reese 
Hospital,  Chicago,  were  followed  from  25  to  61 
months  after  their  heart  infection  was  cured  by  peni- 
cillin therapy.  Six  of  the  patients  had  progressive 
heart  disability  since  the  onset  of  subacute  bacterial 
endocarditis.  In  three  of  these  the  disability  led  to 
death  from  heart  failure.  Twelve  showed  no  pro- 
gression of  their  heart  condition,  the  doctors  say. 
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PRE-OPERATIVE  STUDY  OF  THE  MALFORMED  NOSE 


\Vm.  Lawrence  Gatewood,  M.D., 

Richmond,  Virginia. 


To  properly  correct  the  deformed  nose,  adequate 
appraisal  of  all  the  parts  involved  in  the  production 
of  the  malformation  is  required.  This  can  only  be 
accomplished  when  a painstaking  examination  of 
the  external  and  internal  nose  is  made  and  an  analy- 
sis of  the  findings,  resulting  from  this  examination, 
has  been  carefully  noted.  A thorough  anatomical 
study  of  the  nose  is  of  paramount  importance  to  es- 
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Figr.  1.  Bones  of  the  face — in  the  nasal  and  infratemporal 
regrions. 

tablish  ever}'  anatomical  constituent  in  the  etiolog}’ 
of  the  malformation  and  before  proceeding  with  a 
description  of  the  method  of  examination,  it  would 
be  well  to  review ' briefly  the  principal  anatomical 
structures. 

Clinical  Anatomy 

The  nose  is  composed  of  bone  and  cartilage  cov- 
ered by  skin  externally  and  mucous  membrane  in- 
ternally. The  septum  bisects  the  nose  longitudi- 
nally, separating  the  two  nostrils.  Structurally 
from  above  downward,  the  nose  is  composed  of  a 
bony  vault,  a superior  cartilaginous  vault  and  an 
inferior  cartilaginous  vault  (Fig.  III).  Each  of 
these  structures  fonn  a part  in  maintaining  the 
bridge  line  and  the  contour  of  the  lateral  walls  and 


each  is  dependent  on  the  septum  for  support  (Fig. 
II). 

Bony  Vault. — This  is  composed  of  the  two  nasal 
bones;  they  rest  on  the  frontal  processes  of  the  max- 
illa and  join  each  other  in  the  midline,  producing 


Fig.  2.  Lateral  view  of  nasal  septum — showing  bones  and 
cartilages  that  form  its  skeleton. 
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Fig.  3.  Cartilages  and  bones  of  the  nose — anterior  view. 
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what  is  known  as  the  bony  dorsum  or  bony  bridge 
(Fig.  III).  The  nasal  bones  also  obtain  attach- 
ment to  both  the  bony  and  cartilaginous  parts  of  the 
septum.  Their  upjier  borders  are  attached  to  the 
frontal  bone  with  which  they  form  the  root  of  the 
nose.  On  the  dorsal  line,  this  point  is  known  as  the 
glabella.  Here,  the  two  nasal  bones  are  slightly 
separated  to  allow  the  interposition  of  the  strong 
internal  angular  process  of  the  frontal  bone.  The 
lower  free  borders  of  the  nasal  bones  receive  the 
superior  lateral  cartilages  which  are  attached  to 
them  by  fibrous  bands  (Fig.  Ill  and  IV). 
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Fig.  4.  Cartilages  of  nose — lateral  view. 


fibrous  tissue,  makes  up  the  so-called  membranous 
portion  of  the  septum.  This  is  contiguous  with  the 
lower  border  of  the  cartilaginous  septum  and  pro- 
vides a support  for  the  skin  of  the  columella.  The 
medial  crura,  about  )/2  cm.  wide,  end  posteriorly  in 


a \L 

Fig.  5.  Cartilages  of  the  nose — ‘"A’^  anterior  view.  “B”  in- 
ferior view. 

slight  lateral  deviations  which  run  beneath  the  floor 
of  the  nostril  to  gain  attachment  to  the  nasal  spine. 
The  lateral  crura  curve  outward  from  the  nasal  tip 
to  give  support  to  the  nostrils  before  ending  in  the 
region  of  the  alae  (Fig.  II,  III,  IV  and  V). 

Septum. — This  consists  of  bone  and  cartilage. 
The  bony  septum  is  composed  of  the  vomer  and  the 
perpendicular  plate  of  the  ethmoid.  The  ethmoid 
rests  on  the  vomer.  The  cartilaginous  septum  is 
quadrangular  in  shape  and  situated  in  the  lower 
half  of  the  nose.  It  rests  on  the  palatal  processes  of 
the  maxilla  and  on  the  vomer  which  is  grooved  to 
receive  it  (Fig.  II). 


Superior  Cartilaginous  Vault. — This  cons’sts  of 
two  triangular  pieces  of  cartilage  placed  on  either 
side  of  the  cartilaginous  septum.  The  long  side  of 
each  is  fixed  to  the  septum,  the  upper  edges  to  the 
nasal  bones,  and  the  lower  edges  to  the  lateral  crura 
of  the  inferior  cartilaginous  vault.  These  carti- 
lages are  known  as  the  superior  lateral  cartilages 
(Fig.  Ill,  IV  and  V).  They  are  responsible  for 
the  contour  of  the  middle  third  of  the  lateral  nasal 
walls  and  dislocation  of  their  septal  attachments 
produces  asy  mmetrical  convexity  or  concavity  in  ac- 
cordance with  the  anatomical  disorganization  which 
follows. 

Inferior  Cartilaginous  Vault. — This  is  com- 
posed of  two  \'-shaped  cartilages,  each  of  which 
frames  its  respective  nostril.  The  angles  of  the 
two  cartilages  form  the  nasal  tip.  The  medial 
crus  of  each,  attached  firmly  to  its  fellow  by 


Examination 

External  Nose. — The  nose  should  be  examined 
full  face  and  in  profile  and  should  be  compared 
with  photographs  of  the  patient  taken  before  the 


A.  Congenital  malformation  of  Aft-.r  surgical  reconstruction, 
nose 
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B.  Posttraumatic  malfor-  Post  Operative  result, 

mation  of  nose. 


Posttraumatic  flattening  of  After  surgical  repair, 

lower  aspect  of  nose. 


onset  of  the  deformity,  if  these  are  obtainable.  When 
examining  the  full  face  or  the  profile,  each  of  its 
three  component  parts,  the  bony  vault,  the  superior 
cartilaginous  vault,  and  the  inferior  cartilaginous 
vault  must  be  studied  to  obtain  an  accurate  assess- 
ment of  the  anatomical  displacements.  When  viewed 
full  face,  the  nose  may  be  obviously  deflected  from 
the  midline.  The  point  of  maximum  deviation  must 
be  determined  by  laying  a ruler  over  the  root  of 
the  nose  and  center  of  the  upper  lip.  This  is  readily 
seen  and  the  position  of  the  nasal  tip  revealed  rela- 
tive to  the  midline.  From  the  same  viewpoint,  ab- 
normal breadth  of  the  nose,  either  in  its  bony  or 
cartilaginous  parts,  is  at  once  apparent.  The  region 
of  the  superior  lateral  cartilages  is  examined  for 
abnormal  sagging  or  undue  bulging  and  the  nos- 
trils are  examined  for  asymmetry  and  inequality  of 
size. 

Unilateral  prominence  of  the  nasal  tip  is  noted. 
Flattening  of  the  alar  region,  indicative  of  separa- 
tion of  the  attachment  of  the  inferior  lateral  car- 
tilage from  the  maxilla,  is  looked  for.  Palpation 


of  the  lateral  nasal  walls  confirms  any  suspected 
irregularity  of  the  bony  contour,  demonstrating  bony 
elevations,  overlapped  comminuted  fragments  and 
sometimes  an  infracted  shelf  of  the  nasal  bone  still 
attached  to  the  maxilla.  When  seen  in  profile,  an 
irregularity  of  the  bridge  line  is  at  once  in  evidence. 
Usually,  such  an  irregularity  consists  of  a depres- 
sion and  careful  note  is  made  of  location  of  the 
maximum  collapse.  Occasionally,  an  irregular 
prominence  is  seen  on  the  dorsal  line  bordering  the 
depression.  This  is  due  to  the  elevation  of  the  op- 
posite end  of  a sliver  of  a slithering  bone  tilted  as 
it  became  displaced  backward  when  the  bridge  col- 
lapsed. Examination  in  profile  will  also  reveal  any 
abnormal  retraction  of  the  lateral  margin  which  is 
confirmed  by  comparing  the  two  sides.  With  the 
patient’s  head  well  extended  backward,  the  colu: 
mella  is  visualized  and  any  abnormality,  such  as 
widening  and  deviation,  is  recorded. 

Internal  Examinaticn. — An  estimation  of  the  de- 
gree of  obstruction  of  the  airway  is  first  made  by 
instructing  the  patient  to  inspire  and  expire  through 


C.  Gross  posttraumatic  dis- 
tortion of  nose. 


After  correction. 


Posttraumatic  broadening  of 
entire  nose. 


After  surgical  correction. 
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each  nostril.  The  mucosa  is  then  inspected  with  the 
aid  of  a speculum  and  good  light.  When  septal 
deflections  are  significant,  special  note  is  made  of 
their  relationship  to  the  bridge  line  and  to  the 
lower  border  of  the  septum.  Careful  examination  is 
made  to  decide  whether  the  deviation  is  confined  to 
either  the  bony  or  cartilaginous  parts  or  whether 
both  of  these  structures  are  involved.  Bridging  of 
the  lateral  and  medial  mucosal  linings  is  looked  for 
and  is  often  found  to  be  extensive.  With  a fine 
probe,  tlie  extent  of  such  adhesions  is  investigated 
and  the  amount  of  underlying  bony  block  deter- 
mined. Spicules  of  bone  or  cartilage,  driven 
through  the  mucosa  at  the  time  of  injury,  may  still 
be  found  to  be  incompletely  covered.  Finally,  the 
region  of  the  middle  turbinal  bones  is  examined  on 
both  sides  of  the  nose  for  evidence  of  purulent  dis- 
charge from  the  sinuses.  If  sinus  disease  is  sus- 
pected, other  diagnostic  measures  should  be  resorted 
to,  including  x-ray  films  of  the  sinuses. 

Clinical  Photography 

Before  operative  treatment  is  begun,  clinical  pho- 
tographs of  the  nose  should  always  be  taken.  Full 
face,  right  and  left  profile  views  are  essential.  For 
the  purpose  of  case  records,  a series  of  clinical  pho- 
tographs is  extremely  informative  and,  together  with 
detail  notes,  form  a backlog  of  knowledge  which  is 
so  much  needed  at  the  operating  table.  It  is  im- 
portant to  have  a standardized  technique  so  that 
each  picture  can  be  compared  with  those  previously 
taken  and  the  best  results  are  obtained  if  the  same 
technician  is  able  to  take  all  of  the  pictures  in  the 
series. 

The  examination  outlined  should  always  precede 
the  necessary  surgical  technique  which  must  be 
meticulously  planned  in  advance  of  the  actual  op- 
erative procedure.  The  purpose  of  surgical  treat- 
ment in  deformities  of  the  nose  is  to  restore  the  nose 
to  its  correct  shape,  thereby  improving  both  its 
appearance  and  function.  This  requires  free  mo- 
bilization of  all  misplaced  parts  and  the  necessary 
reconstruction  to  properly  shape  the  bony  and  car- 
tilaginous structures.  The  operation  should  effect 
the  shortening  of  the  elongated  nose,  straightening 
of  the  crooked  nose,  narrowing  of  the  broadened 
nose,  flattening  of  the  humped  nose,  elevation  of 
the  saddle  nose  and  the  adjustment  of  the  set  and 
lie  of  the  columella  and  the  superior  and  inferior 


lateral  cartilages.  Mobilization  of  the  nasal  bones 
and  severance  of  their  attachment  to  each  other  and 
to  the  septum  is  often  required. 

The  method  of  examination  described  should  be 
applicable  in  the  study  of  the  various  types  of  mal- 
formations of  the  nose,  congenital  or  acquired,  with 
the  exception  of  those  cases  of  total  or  partial  loss. 
Deformities,  due  to  trauma  and  disease,  occur  less 
often  than  do  those  of  congenital  origin  and  they 
not  infrequsnth’  present  interesting  and  difficult 
problems  in  the  matter  of  their  correction. 

In  undertaking  the  surgical  repair,  it  must  be 
remembered  that  the  nose,  being  the  most  conspicu- 
ous facial  feature,  challenges  attention  if  it  ma- 
terially differs  from  the  means  of  the  normal  nose. 
As  disguise  of  the  deformity  is  impossible,  surgery 
remains  the  only  recourse  and  such  reconstruction 
must  conform  to  the  other  features  of  the  face  or  its 
purpose  will  be  defeated. 

Comment 

To  obtain  a satisfactory  esthetic  and  functional 
result,  a thorough  preoperative  evaluation  of  the  de- 
formity is  essential  and  the  plan  for  the  necessary 
operative  steps  should  be  based  upon  the  findings,  re- 
sulting from  this  pre-operative  study.  It  is  obvious 
that  good  surgical  craftsmanship,  executed  through 
intranasal  incisions,  together  with  artistic,  creative 
power  on  the  part  of  the  surgeon  in  shaping  and 
reassembling  the  structures  Involved,  should  ma- 
terially enhance  the  outcome. 

The  accompanying  photographs  show  post-trau- 
matic and  congenital  deformities  of  the  nose  before 
and  after  surgical  reconstruction. 

Note  the  more  youthful  appearance  of  the  pa- 
tient subsequent  to  surgical  repair. 
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ETIOLOGICAL  FACTORS  IN  PANCREATITIS* 


John  B.  Floyd,  Jr.,  M.D., 

Lexington,  Kentucky. 


.■\n  iinclerstandiiig  of  the  fundamental  steps  tak- 
ing place  in  the  development  of  any  disease  is 
necessary  in  order  to  prescribe  and  carry  out  the 
proper  treatment.  Our  system  of  medicine  requires 
a diagnosis,  and  we  feel  that  onl\'  with  a diagnosis 
can  we  offer  the  large  number  of  patients  relief. 
Treatment  is  directed  toward  alleviation  of  causa- 
tive factors. 

Pancreatitis  falls  into  that  group  of  morbid  proc- 
esses which  we  do  not  understand  thoroughly.  A 
review  of  the  etiological  factors  is  jiroposed,  and 
suggestions  toward  a physiological  ])lan  of  therai))’ 
will  be  jrresented. 

Diseases  of  the  pancreas  were  almost  unknown 
until  Reginald  Fitz  in  1889  gave  us  a classifica- 
tion of  pancreatitis.  The  anatomy  of  the  pancreas 
is  important  because  of  its  relations  and  its  retro- 
peritoneal position,  lying  at  the  level  of  the  first 
lumbar  vertebra.  The  head  is  surrounded  by  the  duo- 
denum, the  lesser  sac  and  celiac  axis  above,  the  su- 
perior mesenteric  artery  below.  The  tail  is  in  re- 
lation to  the  splenic  artery  and  the  hilum  of  the 
spleen.  The  numerous  arteries  are  derived  from 
the  hepatic,  splenic,  and  superior  mesenteric  ar- 
teries, giving  it  a very  rich  blood  supply.  The  veins 
are  part  of  the  portal  system  passing  into  the  liver. 
The  main  duct  (Wirsung)  drains  the  entire  pan- 
creas, and  empties  into  the  duodenum  in  relation 
to  the  common  bile  duct.  The  accessory  duct  of 
the  head  (Si.ntorini)  usually  has  an  independent 
opening. 

The  nerve  supjily  from  the  splanchnic  plexus, 
consists  of  secretory  fibers  from  the  vagus  nerve, 
and  vaso-motor  fibers  from  the  sympathetic  trunk. 
Stimulation  of  the  vagus  nerve  yields  a thick  fluid 
rich  in  enzymes.  This  action  is  blocked  with  atro- 
pine. Further  secretions,  chiefly  water  and  inor- 
ganic substances,  follow  injection  of  the  first  hor- 
mone, secretin.  Further  secretion  also  is  evoked  by 
the  presence  .•>f  acid  gastric  clnane  in  the  duodenum. 
Stimulation  of  the  sympathetic  fibers  may  result  in 
an  increased  secretion,  but  this  is  thought  to  be  a 
vascular  effect. 

*Read  at  the  meeting  of  the  Wise  County  Medical 
Society  in  Norton,  Va.,  June  22,  1949. 


The  chief  enzymes  are  trypsin,  lipase  (steapsin) 
and  the  amylases.  Trypsin  is  activated  by  hydro- 
chloric acid,  bile,  or  calcium  salts  and  splits  pro- 
tein into  jieptones,  and  peptones  into  amino-acids. 
It  works  best  in  an  alkaline  media,  while  the  pro- 
teolytic gastic  pepsin  works  best  in  acid  media. 
The  lipase  sjflits  the  fat  into  fatty  acids  and  gly- 
cerin, aided  in  the  emulsification  by  bile  salts. 
Many  amylase  varieties  are  present,  splitting  starch 
and  all  of  its  sugars.  Measuring  increased  am}lase 
activitv  in  the  blood  is  the  most  common  means  of 
determining  the  presence  of  pancreatitis. 

The  morbid  anatomy  characteristic  of  pancreati- 
tis is  the  develo|)ment  of  a diffuse  glassy  edema  of 
a swollen  indurated  gland  or  a hemorrhagic  necro- 
sis, followed  by  an  abscess  formation  in  more  severe 
grades.  Fat  necrosis  on  the  surrounding  surfaces 
and  hemorrhagic  peritoneal  exudates  are  common 
findings.  The  cause  of  this  change  remains  incom- 
pletely answered. 

It  is  definitely  accepted  that  a “common  chan- 
nel”^ is  the  most  common  anatomical  finding  neces- 
sary to  bring  about  pancreatitis. While  bile 
can  normally  be  present  in  the  pancreatic  duct  with- 
out incident,  some  change  in  its  character  or  method 
of  entry  activates  trypsinogen.  Ductal  obstruc- 
tion^-^ from  any  cause  is  a precipitating  factor. 
Doubilct  has  prevented  recurrent  pancreatitis  by 
section  of  the  sphincter  of  Oddi.^ 

Experimental  evidence  showing  the  severe  re- 
sults following  induction  of  ])ancreatitis  in  an  ac- 
tively secreting  gland  have  recently  been  pub- 
lished,®-^*^ bearing  out  clinical  opinions  of  observers 
the  past  sixty  years.  Rich  and  Duff*  felt  that  the 
degree  of  trypsin  activity  determined  whether  the 
gland  would  show  edema  or  hemorrhagic  necrosis. 
Popper  and  his  associates^  were  unable  to  produce 
hemorrhagic  necrosis  in  acute  pancreatic  edema 
until  they  temporarily  obstructed  the  pancreatic  ar- 
tery for  fifteen  minutes.  This  anoxic  factor  is 
very  significant,  though  the  degree  is  not  clear  to 
most  interested  clinicians.  It  is  suggested  that  re- 
lief may  come  from  release  of  vaso  constrictive  im- 
pulses by  ])rocaine  s|)lanchnic  anesthesia. 
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Infection  of  the  pancreas  was  the  earliest  de- 
scribed cause  of  pancreatitis,  the  mode  of  approach 
being  duodenal,  ductal,  lymphatic,  or  hematogenous. 
This  is  not  held  to  be  a factor  now,  but,  when 
present,  is  secondary  to  the  necrosis.  This  is  all 
that  can  be  seen  from  a pathologists’  point  of  view. 

Alcoholism,  as  a factor,  probably  causes  a duo- 
denitis with  spasm  of  the  sphincter  causing  a re- 
flux. 

Anaphylaxis  will  be  mentioned  only  because  it 
has  recently  been  called  to  attention  in  the  litera- 
ture.^^ 

Treatment  based  on  consideration  of  the  etio- 
logical factors  consists  of  conservative  methods 
immediately,  and  operative  methods  later.  First,  re- 
lief of  the  intense  pain  with  morphine  or  demerol  is 
always  covered  by  simultaneous  injection  of  atro- 
pine. I prefer  an  immediate  splanchnic  anesthesia 
using  Labat’s  modification  of  Kappis’  approach 
with  1 % procaine.^2  It  has  been  noted  that  the 
severe  pain  of  pancreatitis  seldom  recurs  follow- 
ing splanchnic  anesthesia,  while  the  severe  colic 
of  gall  stones,  renal  stone,  and  intestinal  obstruc- 
tion nearly  always  recurs.^®  Relief  of  severe  pain 
seen  in  pancreatic  lithiasis  and  chronic  pancreatitis 
not  only  follows  the  radical  procedure  of  pancrea- 
tectomy, but  also  follows  splanchnicectomy.^^45,16 

Clinical  trials  with  procaine  splanchnic  anesthesia 
not  only  demonstrates  the  relief  of  pain  but  a defi- 
nite therapeutic  effect  too.^’^ 

Second,  immediate  gastric  suction  is  started,  and 
intestinal  motility  and  secretion  is  kept  at  a mini- 
mum for  days.  Guides  to  removal  of  the  tube  are 
normal  passage  of  gas  by  rectum,  a normal  pyloric 
balance,  and  the  disappearance  of  the  upper  ab- 
dominal tenderness. 

Third,  intravenous  fluids,  as  needed,  and  for  re- 
placement, include  blood,  amino-acids,  glucose  in 
water,  and  isotonic  saline. 

Fourth,  close  observation  for  the  development  of 
complications  must  be  carried  out.  Diabetes,  lo- 
calized suppuration,  pancreatic  cysts,  and  hypo- 
calcemic  tetany  have  been  described,  and  are  more 
common  as  the  severity  of  the  lesion  increases.  In- 
sulin, proper  surgeiy,  and  calcium  serve  to  amelio- 
rate these  developments. 

Fifth,  determination  of  the  precipitating  factors, 
if  possible,  must  be  carried  out.  As  a general  rule, 
cholecystitis  with  stones  will  be  found,  and  cho- 


lecystectomy, choledocl'iotomy,  and  endocholedocal 
dilatation  of  the  sphincter  of  Oddi  and  ampulla 
can  be  carried  out.  Bakes  dilators  up  to  8 or  9 
mm.  generally  suffice.  In  treating  recurrent  acute 
pancreatitis,  Doubilet  and  Mulholland^  have  found 
it  necessary  to  cut  the  sphincter  of  Oddi  in  21  in- 
stances with  relief  in  20,  in  order  to  have  adequate 
and  free  flow  of  the  biliary  pancreatic  secretions. 
Allen  and  Wallace,  showing  the  simplicity  and 
effectiveness  of  Bakes  dilators,^*  described  the  find- 
ing of  the  ampulla  of  a j)atient  of  Dr.  Bakes  76 
days  post-operatively,  when  the  number  13  sound 
was  easily  passed.  No  cicatricial  tissue  was  found; 
the  patient  died  following  severe  gastric  bleeding, 
unrelated  to  the  biliary  disease. 

Summary 

Pancreatic  duct  obstruction  from  ampullary  stone, 
stricture,  or  spasm,  or  from  inspissated  mucus  or 
metaplasia  of  the  duct  epithelium  appears  to  be  a 
prime  precipitating  factor  in  acute  pancreatitis. 

Trypsinogen  activation,  which  follows,  accounts 
for  a large  amount  of  the  pathology. 

Local  ischemia  from  vaso-spasm  with  the  re- 
sulting anoxia  may  be  the  factor  which  lowers  the 
normal  resistance  of  the  pancreas  to  enzyme  damage. 

An  actively  secreting  gland  increases  the  severity 
of  the  lesions  experimentall}'  and  clinically. 

Conclusions 

The  role  of  vaso-spasm  and  anoxia  in  pancreati- 
tis must  be  more  clearly  understood. 

Recognition  of  the  concept  of  obstruction  as  the 
prime  factor  in  precipitating  acute  pancreatitis, 
leads  to  a surgical  attack  on  the  ampulla  of  Vater 
to  prevent  recurrences  following  indicated  cho- 
lecystectomy. 

Splanchnic  anesthesia  appears  to  have  definite 
therapeutic  value  in  earl\'  management  of  acute 
pancreatitis,  in  addition  to  relieving  pain. 
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Keep  Moth  Balls  Away  From  Children. 

Sucking  moth  balls  can  cause  severe  poisoning 
in  children,  warn  two  Detroit  doctors.  Four  cases 
in  which  two-year-old  youngsters  were  made  acutely 
ill  by  eating  moth  balls  of  naphthalene  are  re- 
ported in  the  September  17th  Journal  of  the  Ameri- 
can Medical  Association  by  Drs.  Wolf  Zuelzer 
and  Leonard  .4pt  of  Wayne  University  College  of 
Medicine. 

The  substance  caused  an  anemic  condition.  .^11 
four  children  recovered  completely  after  receiving 
blood  transfusions  and  other  treatment. 

“In  each  of  the  four  patients,  a definite  history 
of  naphthalene  ingestion  was  obtained,  although 
the  exact  amounts  could  not  be  established.  Each 
child  previously  had  been  in  perfect  health  and  had 
not  been  exposed  to  other  chemicals  with  hemolytic 
action  [destroying  the  red  blood  cells].  Within  a 


period  varjdng  from  three  to  seven  days,  severe 
anemia  developed  in  each  case.  The  patients  even- 
tually made  a complete  recovery'  with  return  of  the 
blood  values  to  normal  levels.  .A,!!  of  our  patients 
were  approximately  two  years  old,  an  age  group 
particularly  prone  to  the  ingestion  of  household 
poisons.  The  symptoms  begin  with  listlessness  and 
loss  of  appetite  followed  by  vomiting  and  other  gas- 
trointestinal disturbances.  Eventually  pallor  is 
noted.  Since  moth  balls  are  a common  and  easily 
accessible  household  article,  generally  believed  to 
be  harmless,  and  since  the  .American  literature 
seems  to  contain  no  previous  reports  of  this  kind, 
the  cases  are  reported  in  detail.” 

The  doctors  do  not  suggest  that  any  first  aid  pro- 
cedures to  combat  moth  ball  poisoning  be  carried 
out  at  home  before  a doctor  is  called. 
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OPTOCHIASMATIC  ARACHNOIDITIS 
REPORT  OF  A CASE- 


Morgan  B.  Raiford,  M.D.,  M.Sc.,  (Med)! 

Atlanta,  Georgia. 


Since  the  first  description  of  a localized  process 
of  arachnoiditis  in  1898  by  Schlesinger,  and  the 
first  operated  case  in  1903  by  Spiller,  Musser  and 
Martain,  the  entity  of  optochiasmatic  arachnoiditis 
has  become  a recognized  syndrome  in  diseases  of  the 
optic  nerve  and  chia.sma.  The  first  surgical  case 
was  reported  in  1929  by  Balado.  'I’he  thorough  re- 
view of  the  literature  by  Ballock  in  1939  numbered 
129  reported  cases.  Up  to  the  jrresent  date  the 
writer  has  found  a total  of  164  cases  of  optochias- 
matic arachnoiditis  which  have  been  diagnosed  with 
or  without  surgical  confirmation. 

No  single  entity  can  be  attributed  to  the  forma- 


gesting the  diagnosis  of  optochiasmatic  arachnoidi- 
tis are: 

1.  Rapid  loss  of  vision,  at  first  with  normal 
fundi  and  later  with  simple  optic  atrophy. 

2.  Visual  field  changes,  frequently  central  scoto- 
mas, early  concentric  contraction  of  the  fields; 
bitemporal  hemianopsis  is  rare  or  late. 

3.  Mild  evidence  of  infection  and  an  episodal 
rather  than  a steady  progressive  loss  of  vision. 

4.  Roentgenological  Evidence:  The  sella  is  nor- 
mal, and  there  are  no  osseous  defects  of  this  re- 
gion. Air  encephalography  usually  demonstrates  a 
deformity  of  the  chiasmatic  cistern.  The  air 


Fig.  1.  (Raiford)  Central  fields  showing  generalized  contraction.  Vision  OD  2/60.  OS  2/60 


tion  of  optochiasmatic  arachnoiditis.  In  many 
cases  the  etiology  is  never  determined.  Infection  of 
the  meninges  and  brain  by  syphilis,  trauma,  sinusi- 
tis, petrositis,  mastoiditis,  and  chronic  rhinopharyn- 
gitis have  been  listed  as  causative  factors. 

Optic  atrophy  is  the  most  frequent  associated 
condition  in  these  cases;  however,  a normal  fundus 
may  be  seen. 

The  following  most  characteristic  features  sug- 

•Presented  before  the  Section  of  Ophthalmology  of  the 
College  of  Physicians,  Philadelphia,  October  21,  19+8. 

fFrom  the  Departments  of  Ophthalmology  and  Neuro- 
surgery, Graduate  Hospital  of  the  University  of  Pennsyl- 
vania. 


shadows  are  not  clear;  occasionally  the  cisterna  in- 
terpeduncularis  and  pontis  are  absent,  deformed  or 
encroached  upon  and  structures  usually  seen  within 
the  cistern  cannot  be  identified,  as  demonstrated  by 
Pendergrass. 

5.  Absence  of  signs  of  pituitary  insufficiency. 

6.  Transfrontal  headaches,  and  those  of  the 
retro-orbital  type  are  present  in  about  one-third  of 
the  cases.  This  usually  is  transitory  and  occurs  in 
the  earlier  part  of  the  disease. 

The  pathological  findings  are  variable,  from  thin 
bands  to  that  of  arachnoiditis  covering  the  entire 
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area  in  a thick  layer.  Circum.scribed  pockets  of 
serous  meningitis  with  cyst  formation  are  seen, 
which  may  simulate  a tumor  mass.  The  oj)tic  nerves 
may  be  flattened  or  reduced  in  calibre;  the  color 
reveals  atrophic  changes. 

The  greatest  frequency  is  from  twent)'  to  forty 
years  of  age,  with  a total  of  seven  cases  reported 
less  than  ten  years  old. 

Medical  treatment  has  been  rather  disappointing 
in  these  cases.  The  surgical  approach  has  rendered 
the  best  therapy  and  should  be  done  as  early  as  po.s- 
sible  in  order  to  preserve  the  visual  nerve  elements. 

Case  Report 

The  patient  was  an  eight-year-old  white  male, 
admitted  to  the  Graduate  Hospital  of  the  Univer- 
sity of  Pennsylvania  on  June  15,  1948. 


creased,  however,  up  to  the  time  of  hospitalization 
t mother’s  statement)  of  June  of  this  year. 

Family  History:  Parents  have  been  in  excellent 
health.  One  sister,  nonnal. 

Systemic  Review 

Ent.:  Tonsils  had  been  removed  at  five  years  of 
age.  The  patient  had  complained  of  transitory 
frontal  headaches  that  were  noticeable  by  his  mother 
in  November  and  December,  1947.  They  were  dull 
and  diffuse  in  character.  He  has  suffered  with  no 
headaches  since  that  period. 

Neck:  Negative. 

Heart  and  Lungs:  Negative. 

Abdomen:  Appetite  was  good  and  bowel  func- 
tion normal.  No  history  of  nausea  or  vomiting. 

Genito-Urinary  System:  Negative. 


Fig.  2.  (Raiford)  Visual  fields  at  3-16-49.  There  is  improvement  in  the  white  color  fields.  The  blind. 

spots  are  normal  in  size. 


The  chief  complaint  was  that  of  poor  vision  in 
both  eyes  which  was  first  noted  in  December,  1947. 
He  had  no  history  of  any  intercurrent  disease,  ei- 
ther opthalmological  or  systemic  other  than  a fall 
which  resulted  in  a contusion  of  the  forehead  with- 
out any  noticeable  effects  in  October.  When  re- 
turning to  school  after  the  Christmas  vacation  he 
noticed  that  he  was  unable  to  see  the  blackboard. 
There  was  no  pain  or  redness  nor  any  other  symp- 
toms. He  was  hospitalized  from  the  middle  of  Feb- 
urary  to  mid-April.  The  diagnosis  at  that  time  was 
optic  neuritis,  having  had  spinal  fluid  examinations, 
six  typhoid  injections  and  multiple  vitamins.  These 
studies  were  repeated  in  another  hospital  and  con- 
firmed. The  patient’s  visual  defect  gradually  in- 


Extremities:  Negative. 

Skin:  Negative. 

Physical  Examination 

The  patient  had  no  physical  abnormalities  other 
than  that  of  ophthalmologic  defects. 

Eyes:  There  was  no  exophthalmos,  ptosis  or 
nystagmus.  Pupils  were  round,  central,  reacted 
equally  to  light,  accommodation  and  were  con- 
sensual. 

Tension:  OD  17.  OS  19. 

Extra-Ocular  movements  were  normal  and  full. 

Lids  and  Lacrimal  apparatus  were  normal. 

Vision:  OD  2/60.  OS  2/60. 

Refraction  under  atropine  cycloplegic  6-17-48; 
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OD  -(-  .50  sph.  = o cyl.  = 2/60  pinhole  2/60 

OS  -j-  .50  sph.  = o cyl.  = 2/60  pinhole  2/60 

The  patient  complained  of  his  vision  being  smoky. 

Visual  Fields-.  6-18-48  (Fig.  1).  There  was  con- 
centric contraction  of  the  central  fields  with  slight 
enlargement  of  the  blind  spots.  No  scotoma  was 
present.  The  patient  could  not  see  less  than  5 mm. 
white  test  object  clearly. 

Sclera  and  Cornea:  Normal. 

Lenses:  ^^'ere  clear  and  normal. 

Vitreous : Clear. 

Fundi:  The  discs  were  pale  bilaterally  and  both 
outlines  were  hazy.  .A.  binocular  ophthalmoscopic 
examination  was  made  and  no  evidence  was  pres- 
ent that  suggested  old  papilledema.  The  blood  ves- 
sels were  normal  with  an  arteriovenous  ratio  of  2 
to  3.  The  macular  area  revealed  slight  pigmenta- 
tion. The  periphery  was  clear.  No  hemorrhages  or 
exudates  were  present. 

A neurological  examination  by  Dr.  Joseph  Yas- 
kin  did  not  reveal  any  other  abnormalities. 

On  June  18,  1948,  x-rays  were  taken  of  the 
skull,  orbits,  sella  and  optic  foramen  and  were 
negative.  A ventriculo-encephalogram  was  done 
June  29,  1948,  by  Dr.  Finkelstein  and  the  fol- 
lowing reported.  “Only  a small  portion  of  the  third 
ventricle  is  visualized  and  this  is  normal  in  size. 
The  fourth  ventricle  was  not  visualized.  No  air 
can  be  seen  in  the  basal  cistema  or  the  subarach- 
noid pathways.  We  are,  therefore,  unable  to  ex- 
clude the  presence  of  a posterior  fossa  lesion,  such 
as  a tumor  or  basal  arachnoiditis.” 

In  view  of  these  combined  findings  a right  fron- 
toparietal craniotomy  was  done  by  Dr.  Robert  A. 
Groff  on  July  6,  1948,  and  a chronic  arachnoiditis 
was  found  around  the  optic  nerves  and  chiasma. 
There  fibrous  bands  and  adhesions  were  incised  and 
the  optic  nerves  freed. 

The  patient  made  an  uneventful  recovery  and 
was  discharged  on  July  13,  1948. 

The  patient  was  last  seen  on  March  16,  1949  at 
which  time  the  visual  acuity  had  improved  to  OD 
6/22.5,  OS  6/7.5.  The  visual  fields  demonstrated 
considerable  enlargement  with  the  red  field  being 
within  normal  limits.  Both  fundi  revealed  some 


pallor  of  the  discs  and  otherwise  were  normal.  The 
patient  had  attended  school  throughout  the  year 
with  the  attainment  of  a high  scholastic  record. 

Summary 

A case  of  optochiasmatic  arachnoiditis  in  an 
eight-year-old  male  is  reported.  The  condition  was 
diagnosed  from  the  history,  clinical  findings,  and 
roentgenologic  studies.  Surgical  exposure  confirmed 
the  diagnosis  and  following  the  liberation  of  the 
arachnoid  adhesions  about  the  ch'asma  the  patient 
showed  marked  improvement  of  his  visual  acuity. 
The  significant  fact  is  that  this  is  the  youngest  pa- 
tient reported  in  the  literature  confirmed  by  surgery. 
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THE  TREATMENT  OF  BACTERIAL  ENDOCARDITIS: 
REVIEW  OF  TWELVE  CASES 
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Kinloch  Nelson, 
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Wagner^  has  summarized  the  present  status  of 
the  treatment  of  bacterial  endocarditis  from  521 
cases  reported  prior  to  January,  1948.  It  seems 
clear  that  a knowledge  of  the  organism  present  in  the 
individual  case  is  of  primary  importance.  As  em- 
phasized by  Oglesby^  and  others,  there  is  little  need 
from  the  therapeutic  standpoint  for  the  terms 
“acute”  and  “subacute”. 

^^’e  are  presenting  the  experience  with  twelve 
cases  observed  at  the  Medical  College  of  Virginia 
since  1944  when  penicillin  first  became  available.]; 

General  study  was  done  on  all  patients.  This  in- 
cluded frequent  urinalyses,  blood  counts  and  blood 
cultures;  sedimentation  rates;  agglutination  tests 
for  typhoid,  paratyphoid,  brucellosis,  tularemia, 
and  against  B.  proteus  X-19;  various  blood  chemi- 
cal determinations  in  different  cases;  electrocardio- 
grams; and  .x-rays  of  the  heart  and  lungs. 

Prior  to  April,  1947,  blood  cultures  were  done 
by  putting  5-10  cc.  of  blood  in  50  cc.  of  veal  in- 
fusion broth-agar  and  incubating  at  37°  C.  Since 
that  time  the  same  amount  of  blood  has  been  placed 
in  50  cc.  of  tryptose  phosphate  broth  containing  50 
mgm.  of  para-amino-benzoic  acid.  Gram  stains  were 
made  every  second  day  during  the  first  week  and 
at  the  end  of  the  second  week.  If  organisms  were 
seen,  sub-cultures  were  planted  on  blood  agar  plates. 
The  colony  characteristics  on  these  plates  deter- 
mined the  classification  of  the  organism  into  the 
alpha,  beta,  and  gamma  groups.  In  one  case  fur- 
ther sub-classification  was  done  by  cultural  methods. 

The  sensitivity  of  the  organism  to  penicillin  was 
determined  as  follows:  Penicillin  was  diluted  with 
saline  and  poured  in  blood  agar  plates  so  that  they 
contained  concentrations  ranging  from  50  to  .0375 

*Assistant  Surgeon,  U.S.P.H.S.R.,  U.  S.  Marine  Hos- 
pital, Baltimore,  Maryland. 

fAssociate  Professor  of  Clinical  Medicine,  Medical 
College  of  Virginia,  Richmond,  Virginia. 

fThis  report  has  been  made  possible  by  the  coopera- 
tion of  Drs.  P.  D.  Camp,  R.  C.  Cecil,  James  B.  Darden, 
W.  H.  Higgins,  R.  R.  Porter,  W.  B.  Porter,  and  H.  St. 
George  Tucker. 


units  i>er  cc.  P'rom  the  original  blood  agar  plate  on 
which  the  classification  was  made  the  organisms 
were  inoculated  into  blood  broth  and  incubated  for 
twenty-four  hours.  This  culture  was  diluted  1-1000 
with  nutrient  broth  and  planted  on  the  above  pre- 
pared penicillin  blood  agar  plates.  The  sensitivity 
was  considered  to  be  between  the  concentration  on 
which  growth  occurred  and  the  next  more  concen- 
trated where  no  growth  occurred;  thus,  if  growth 
was  free  on  the  plate  containing  2.5  units  per  cc. 
and  poor  or  none  on  that  containing  5 units  per 
cc.,  the  report  read  “sensitive  to  between  2.5  and  5 
units  of  {>enicillin  per  cc.” 

Blood  levels  of  penicillin  were  obtained  thus: 
Concentrations  of  the  drug  from  10  to  .02  units 
per  cc.  were  made.  A twenty-four  hour  broth  cul- 
ture of  a sensitive  staphylococcus  was  diluted 
1-1000  with  plain  broth,  mixed  with  warm  agar, 
and  poured  on  plates.  Small  cylinders  were  placed 
on  these  plates  and  the  dilutions  of  penicillin  poured 
into  them.  The  unknown  serum  was  placed  in  simi- 
lar cylinders  on  similarly  prepared  plates.  When 
the  inhibition  of  growth  by  the  patient’s  serum  was 
the  same  as  that  of  a known  penicillin  dilution,  the 
serum  was  reported  as  containing  that  many  units 
per  cc.  This  indirect  method  obviously  does  not 
determine  the  patient’s  penicillin  activity  against 
the  organism  causing  his  disease  and  it  may  well 
be  that  the  procedure  suggested  by  Schlicter  and 
MacLean®  will  furnish  more  useful  information. 

The  essential  data  are  presented  in  the  chart. 

Summary 

In  five  instances  of  endocarditis  caused  by  alpha 
hemolytic  streptococci  in  patients  presumed  to  have 
rheumatic  heart  disease,  sterility  of  the  blood  was 
readily  obtained  with  penicillin.  In  four  cases 
the  drug  was  given  intramuscularly  every  two  or 
three  hours.  In  one  (Case  2)  continuous  intra- 
muscular drip  was  employed  but  had  to  be  discon- 
tinued because  of  local  tissue  reaction;  thereafter 
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intermittent  intramuscular  injection  was  used.  In 
one  patient  (Case  1)  clinical  but  not  bacteriological 
recovery  was  obtained  twice  with  small  doses;  sub- 
sequently, larger  and  more  protracted  dosage  re- 
sulted in  sterility  of  the  blood;  however,  this  pa- 
tient progressively  declined  and  died  from  cardiac 
failure  six  months  after  treatment.  In  three  pa- 
tients (Cases  1,  2 and  3)  petechiae  and/or  embolic 
phenomena  were  noted  several  days  to  weeks  after 
the  blood  cultures  showed  no  growth,  and  in  one 
of  these  (Case  2)  the  manner  of  death  suggested 
embolism  (no  autopsy  permitted).  In  Cases  1 and 
4 there  were  short  periods  of  inexplicable  eleva- 
tion of  temperature  after  recovery  seemed  to  have 
taken  place.  Blood  levels  of  penicillin  were  ob- 
tained in  two  cases.  In  one  (Case  3)  the  level 
equalled  that  to  which  the  organism  was  sensitive 
in  vitro;  in  a second  (Case  5)  the  level  was  five 
times  greater  than  the  sensitivity  in  the  laboratory. 
In  Case  4 the  sensitivity  test  suggested  the  need  for 
25  to  50  units  of  penicillin  per  cc.  Although  no 
levels  were  done  in  this  case,  experience  in  others 
made  it  unlikely  that  any  such  levels  were  reached 
with  the  300,000  units  q.  3 h.  used.  In  all  three 
recover}-  ^^■as  prompt  and  has  persisted. 

There  were  two  cases  of  endocarditis  due  to  alpha 
hemolytic  streptococci  in  patients  with  patency  of 
the  ductus  arteriosus.  In  one  (Case  6)  temporary 
recovery  Avas  obtained  with  intermittent  intramus- 
cular penicillin,  followed  by  relapse  in  twenty-six 
days  with  clinical  and  bacteriological  recovery  after 
retreatment  with  larger  and  more  protracted  dosage. 
Before  the  elapse  of  sufficient  time  for  the  evalua- 
tion of  this  second  course  the  congenital  defect  was 
repaired  and  the  patient  has  been  well  for  ten 
months;  in  the  other  recovery  was  prompt  and  has 
persisted  for  ten  months  after  treatment  was  begun 
and  nine  months  after  the  ductus  was  ligated,  de- 
spite the  probable  presence  of  some  other  defect 
or  defects.  This  second  patient  had  an  inexplicably 
elevated  temperature  for  four  days,  thirteen  days 
after  the  penicillin  had  been  started  and  more  than 
a week  after  the  blood  had  become  sterile. 

There  were  two  cases  of  endocarditis  due  to  non- 
hemolytic streptococci.  Recovery  was  prompt  in  one 
(Case  9)  although  the  blood  levels  appearing  neces- 
sary from  laboratory  study  were  not  approximated. 
The  level  obtained  appeared  to  be  doubled  follow- 
ing the  administration  of  caronamide^.  In  the 


other  (Case  8)J  there  was  a gradual  downhill 
course  with  death  from  sepsis  and  cardiac  failure. 
Here  also  the  blood  levels  obtained  were  less  than 
those  indicated  as  necessary  by  in  vitro  testing. 
However,  the  discrepancy  was  not  as  great  as  in 
Case  9,  who  recovered. 

In  three  cases  of  endocarditis  where  the  clinical 
course  made  this  diagnosis  certain  (two  proven  at 
autopsy)  but  no  organisms  were  obtained,  there 
were  no  recoveries.  One  (Case  10)  died  from  heart 
and  kidney  failure  plus  a possible  cerebral  embolus 
before  therapy  could  be  adequately  tried;  a second 
( Case  11)  improved  and  appeared  to  be  recovering, 
only  to  die  from  a cerebral  embolus  after  she  had 
seemed  well  for  three  weeks;  and  the  third  (Case 
12),  after  temporary  clinical  improvement,  suc- 
cumbed to  sepsis,  heart  failure,  and  possible  em- 
bolism. 

General  Observations 

1.  Sterility  of  the  blood  and  clinical  recovery 
was  obtained  in  endocarditis  due  to  the  alpha 
hemohdic  streptococcus  by  the  injection  of  peni- 
cillin intramuscularly  at  2 to  3 hour  intervals. 
When  relapses  occurred,  there  was  subsequent  re- 
sponse to  larger  and  more  protracted  dosage  by  the 
same  route. 

2.  The  clinical  results  did  not  run  parallel  with 
the  in  vitro  determinations  of  sensitivity  and  blood 
levels  by  the  methods  used. 

3.  Despite  recovery  from  the  infection,  death 
ensued  from  progressive  heart  failure  in  one  case. 

4.  Petechiae  and/or  embolic  phenomena  occurred 
after  apparent  clinical  and  bacteriological  cure. 
These  did  not  necessarily  have  any  bearing  on  the 
ultimately  good  result;  on  the  other  hand,  death 
appeared  to  result  from  such  an  embolus  in  one 
case. 

5.  Elevations  of  temperature  took  place  after 
the  blood  had  become  sterile.  They  appeared  to  be 
of  no  significance. 

6.  Death  occurred  in  the  three  patients  from 
whose  blood  no  organism  was  recovered. 
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William  Potts  Dewees  was  the  first  great  American  obstetrician.  His  Compendious 
System  of  Midwifery  went  through  twelve  editions.  It  was  largely  instrumental  in 
turning  American  obstetrics  from  slavishly  following  the  English  school  to  the  French 
school — the  abandonment  of  the  lateral  obstetrical  position  for  the  dorsal.  Thoms, 
writing  in  1933,  is  surprised  at  “the  small  amount  of  real  progress  that  has  been  made 
in  obstetrical  science  since  his  time.” 

Dewees  was  of  Swedish  descent.  He  was  apprenticed  to  Dr.  William  Smith  of 
Philadelphia  and  graduated  B.M.  at  the  U.  of  Penn,  in  1789.  He  began  practicing 
in  the  village  of  Abington,  just  outside  of  Philadelphia.  It  was  here  in  September 
1789  that  he  first  noticed  the  effect  of  bleeding  on  the  course  of  difficult  labor.  This 
patient  had  a history  of  very  difficult  labors,  many  of  her  babies  being  delivered  with 
the  crotchet.  At  the  onset  of  the  present  labor  she  had  a severe  hemorrhage  from  the 
lungs  and  to  everyone’s  astonishment  she  had  a quick  easy  labor.  He  reasoned  “it 
could  be  from  no  other  cause  than  relaxation,  produced  by  the  excessive  and  alarm- 
ing haemorrhagy.  I quickly  resolved  to  take  advantage  of  this  kind  hint,  by  en- 
deavoring to  imitate  this  good  example.”  His  subsequent  experience  in  Abington  con- 
firmed his  surmise  and  when  in  1793  after  the  great  yellow  fever  epidemic,  he 
returned  to  Philadelphia  to  practice  and  to  get  his  M.D.  degree,  he  chose  as  his  gradua- 
tion thesis.  The  means  of  lessening  pain,  and  faciliating  certain  cases  of  diffictdt 
parturition.  (95  pp.  1806).  This  gained  for  him  so  great  a reputation  that  he  be- 
came a candidate  for  the  newly  created  chair  of  midwifery  w'hich  was  established  in 
the  University  of  Pennsylvania  in  1810. 
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THE  TREATMENT  OF  POST  THROMBOPHLEBITIC  SEQUELAE  IN  THE 

LOWER  EXTREMITIES* 


Eugene  L.  Lowenberg,  M.D.,  F.A.C.S., 

Norfolk,  Virginia. 


Thrombophlebitis  refers  to  a partial  or  complete 
occlusion  of  a vein  by  a thrombus  accompanied  by 
an  inflammatory  reaction  in  the  wall  of  the  vein. 
Serious  sequelae  follow  thrombophlebitis  of  a large 
vein,  such  as  the  ilio-femoral,  and  this  paper  is 
concerned  with  a discussion  of  these  sequelae  and 
their  treatment.  It  is  necessary  to  understand  the 
pathology  of  the  acute  thrombophlebitic  episode  and 
the  subsequent  course  of  events  in  order  to  appre- 
ciate the  syndromes  that  may  follow. 

During  the  first  twenty-four  to  forty-eight  hours 
after  thrombophlebitis  is  initiated,  the  thrombus 
occludes  the  vein  and  return  of  blood  through  the 
vein  is  impossible.  Increa.sed  venous  pressure  oc- 
curs peripheral  to  the  obstruction  and  capillarv’ 
pressure  is  so  increa.'ied  that  osmosis  is  in  the  di- 
rection of  the  ti.ssue  spaces.  Cajhllary  anoxemia  is 
likewise  present  and  resorption  of  tissue  fluid  and 
crystalloids  is  inhibited.  The  associated  venitis  and 
perivenitis  initiated  impulses  which  irritate  the 
lumbar  sympathetics  and  vasoconstrictor  spasm  oc- 
curs in  the  peripheral  arterioles.  Capillary  anox- 
emia is  further  aggravated  and  edema  increased. 
Lympathic  channels  caught  in  the  perivenous  in- 
flammation become  obstructed.  Increased  lymphatic 
pressure  results  in  dilatation  of  the  hmiphatic  capil- 
laries. The  lymphatic  system  is  thus  prevented  from 
performing  its  normal  role  of  removing  tissue  fluid 
and  proteins;  and  lymph  in  dilated  hinphatics  in- 
creases the  leg  swelling  even  more. 

As  thus  envisioned,  three  factors — venous  ob- 
struction, arteriolar  spasm,  lymph  stasis — contrib- 
ute to  the  leg  swelling  of  acute  ilio-femoral  throm- 
bophlebitis or  milk  leg.  During  the  acute  venous 
obstruction,  venous  return  is  maintained  through 
the  collateral  venous  channels,  mainly  through  the 
long  saphenous  and  its  tributaries.  Usually  within 
a few  days  dilatation  of  these  superficial  veins  is 
apparent.  Venous  pressure  in  the  saphenous  system 
is  increased  threefold  as  the  result  of  its  overload. 

The  above  described  state  of  affairs  rarely  per- 
sists over  a few  days.  Soon  clot  retraction  occurs 

*Froni  the  Vascular  Clinics  of  Norfolk  General  and 
DePaul  Hospitals. 


and  some  restoration  of  the  lumen  of  the  femoral 
vein  results.  Pressure  in  the  veins  of  the  leg  distal 
to  the  obstruction  gradually  decreases.  Resolution 
of  the  thrombus  begins  within  a few  weeks  and 
soon  the  femoral  system  is  more  or  less  patent  again. 
But  the  involved  segment  rarely  returns  to  normal. 
The  vein  walls  remain  thickened,  the  valves  dam- 
aged and  incompetent.  Blood  flows  again  through 
the  femoral  system,  but  the  rate  is  retarded  and 
chronic  venous  insufficiency  results.  The  saphe- 
nous system  is  relieved  of  its  overload,  but  the  once 
dilated  veins  fail  to  resume  their  normal  size  and 
tone,  and  varicose  veins  result.  Subsidence  of  the 
inflammatory  reaction  in  the  perivenous  tissues  re- 
lieves the  lymphatic  traffic  block  in  the  groin  and 
drainage  through  the  lymi)h  channels  again  occurs 
with  further  reduction  in  the  leg  edema. 

Arteriolar  spasm  likewise  usually  disappears  al- 
though occasionally  it  persists  for  long  periods  of 
time,  producing  a causalgic-like  state,  as  later  de- 
scribed. Recanalization  of  the  thrombus,  resulting 
in  restoration  of  venous  flow,  probably  occurs  in 
95%  of  cases  of  ilio-femoral  thrombophlebitis. 
However,  permanent  damage  to  the  venous  and 
lymphatic  system  becomes  evident  as  soon  as  the 
patient  becomes  ambulatory.  Only  the  orthostatic 
factor  is  needed  to  bring  out  the  telltale  signs  of  a 
previous  episode  of  ilio-femoral  thrombophlebitis — 
leg  edema  from  foot  to  groin  with  a characteristic 
“thick”  feeling  in  the  thigh.  Should  the  edema  be 
uncontrolled,  vigorous  growth  of  fibroblasts  occurs 
in  the  protein  rich  tissue  fluid.  This  results  in  fur- 
ther obstruction  of  the  circulatory  channels,  espe- 
cially Uonphatic,  with  ever  increasing  edema.  Vari- 
cosities appear  in  the  damaged  saphenous  system. 
Fibrous  tissue  invasion  of  the  subcutaneous  tissues 
further  hypertrophies  the  extremities.  Years  later 
fibrous  contraction  results  in  indurated  cellulitis, 
the  formerly  swollen  parts  now  being  quite  shrunken 
and  woody  hard.  Nutrition  of  the  covering  skin 
is  impaired  due  to  the  chronic  venous  insufficiency, 
and  anoxemia.  Eczema,  dermatitis,  epidermophy- 
tosis, episodes  of  lymphangitis  streptogenes,  and 
indolent  leg  ulcers  begin  to  complicate  the  picture. 
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The  sequelae  of  an  attack  of  acute  ilio-femoral 
thrombophlebitis  will  depend  on  the  extent  of  the 
initial  pathology  and  the  adequacy  of  the  treat- 
ment of  the  acute  episode  plus  the  efficiency  with 
which  the  subsequent  edema  tendency  is  controlled. 
We  recognize  the  following  post  thromboi)hlebitic 
states : 

1.  Chronic  venous  insufficiency; 

2.  A causalgia-like  state; 

3.  Chronic  hypertrophy  and  edema; 

4.  Varicosities  of  the  saphenous  system  second- 
ar)-  to  deep  vein  thrombophlebitis; 

5.  Recurring  Ijinphangitis  streptogenes ; 

6.  Recurring  deep  vein  thrombophlebitis; 

7.  Chronic  indurative  cellulitis; 

8.  Indolent  leg  ulcer. 

Chronic  Venous  Insu^iciency.  This  is  evidenced 
by  very  slight  bluish  coloration  of  the  skin  and  mild 
orthostatic  edema.  The  leg  appears  entirely  normal 
after  a few  hours  of  recumbency.  novocaine  block 
of  the  lumbar  sympathetic  ganglia  performed  even 
several  weeks  or  months  after  the  acute  attack  may 
be  remarkably  effective  in  improving  the  leg.  Or  a 
thin  elastic  stocking  is  sufficient  to  control  the 
edema.  The  role  of  spasm  in  producing  the  edema 
may  be  determined  by  an  Ochsner  test.  The  pa- 
tient is  asked  to  walk  a given  distance — say  a mile 
— and  then  measurements  are  made  of  the  circum- 
ference of  the  affected  limb.  novocaine  j)ara- 
vertebral  block  of  the  related  lumbar  s}'mpathetics 
is  then  performed.  After  waiting  about  thirty  min- 
utes to  obtain  full  vasodilatation,  the  patient  is 
asked  to  walk  again  a mile  and  the  limb  measure- 
ments are  taken  thereafter.  .A.  reduction  in  measure- 
ments indicates  a considerable  spastic  element  in 
the  causation  of  the  edema  and  repeated  novocaine 
blocks  or  a lumbar  svanpathectomy  are  in  order. 

Causalgia-Like  State.  In  this  syndrome  the  gross 
sequelae  of  the  acute  ilio-femoral  thrombophlebitis 
seem  minimal,  but  the  patient  complains  of  severe 
pain  in  the  extremity.  The  pain  complex  becomes 
firmly  established  early  in  convalescence.  There 
is  usually  a stocking-like  paraesthesia  and  evidence 
of  vasomotor  disturbance — sweating  and  coldness  of 
the  extremity.  Presumably  the  diseased  femoral  or 
iliac  vein  has  continued  to  over-stimulate  the  sym- 
pathetic system,  prolonging  the  peripheral  vaso- 
spasm, initiated  by  the  acute  episode.  Again  para- 
vertebral novocaine  injections  of  the  sympathetics 
may  be  entirely  curative.  Or  a lumbar  s^inpathetir 


ganglionectomy  may  be  in  order. 

Chronic  Hypertrophy  and  Edema.  (Elephantia- 
sis). The  extremity  is  enormous  from  foot  to  groin— 
a condition  called  elephantiasis.  Orthostatic  edema 
aggravates  the  picture,  I)Ut  the  enlargement  is  pres- 
ent even  after  bed  rest.  The  condition  results  from 
failure  to  control  completely  the  edema  of  the  acute 
and  convalescence  stage.  The  hypertrophy  is  due  to 
fibroblastic  proliferation  in  the  edematous  tissue  and 
is  permanent.  The  only  effective  treatment  is  sur- 
gical removal  of  the  affected  soft  parts — subcuta- 
neous tissue  and  fascia — by  a Kondoleon  proce- 
dure. Recent  modifications  of  this  operation  are 
described  liy  Pratt  and  Wright  and  Vots,  Barnes 
and  Pratt.  Unless  repeated  attacks  of  lymphangitis 
streptogenes,  local  thrombophlebitis,  or  epidermo- 
phytosis have  complicated  the  picture,  the  skin  in 
these  cases  is  relatively  normal.  Primary  wound 
healing  may  be  expected  after  most  extensive  pro- 
cedures. This  is  to  be  contrasted  with  chronic  in- 
durative cellulitis,  subsequently  to  be  described,  in 
which  skin  grafting  must  often  supplement  the 
Kondoleon  procedure  because  of  the  presence  of 
eczema,  ulceration,  devitalized  skin. 

Varicosities  of  the  Saphenous  System  Secondary 
to  Ilio-Femoral  Thrombophlebitis.  Reference  has 
Ijeen  made  to  venous  return  by  way  of  the  saphenous 
system  during  the  acute  deep  vein  obstruction.  This 
frequently  results  in  newly  formed  varicosities  or 
aggravation  of  a pre-existing  varicose  state.  Pe- 
culiar as  it  may  seem,  permanent  dilatation  of  the 
saphenous  system,  that  is  to  say,  varicose  veins, 
may  constitute  the  most  serious  sequela  of  the  deep 
vein  disease.  Thanks  to  modern  clarification  of 
the  post  thrombophlebitic  state,  we  can  usually 
eradicate  these  varicosities  by  methods  now  em- 
ploved  in  the  non-phlebitic  leg.  For  years  a past 
history  of  “milk  leg”  was  listed  as  a contra-indica- 
tion to  saphenous  system  surgery  because  of  the  be- 
lief that  the  deep  vein  system  has  been  permanently 
occluded  and  that  the  superficial  system  is  needed 
for  venous  return,  no  matter  how  varicosed.  We 
now  know  that  the  affected  deep  veins  recanalize 
within  a few  months  in  the  great  majority  of  cases. 
Contrary  to  performing  a useful  purpose,  the  vari- 
cosities actually  increase  the  chronic  venous  insuf- 
ficiency and  should  be  eradicated.  Our  present 
plan  is  to  wait  approximately  a year  after  the  acute 
attack  and  perform  a high  saphenous  ligation,  or 
high  ligation  and  stripping,  followed  by  sclerother- 
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apy  of  any  remaining  varicosities.  Tests  are  al- 
ways p>erformed,  of  course,  to  detect  the  occasional 
case  in  which  the  deep  vein  has  remained  occluded, 
contraindicating  saphenous  ligation.  Persistent  oc- 
clusion of  the  deep  venous  channels  may  be  sus- 
pected if  Perthes’  test  is  positive,  if  a tight  elastic 
support  aggravates  the  patient’s  symptoms,  if  there 
is  evidence  of  advanced  deep  vein  insufficiency,  as 
indicated  by  extensive  collateral  varicosities  across 
the  low'er  abdomen.  Occasionally  study  by  venog- 
raphy may  be  needed  to  clarify  the  situation. 

Recurring  Lymphangitis  Streptogenes.  .\n  edema- 
tous leg  is  particularly  susceptible  to  bacterial  in- 
vasion. The  patient  who  has  had  ilio-femoral 
thrombophlebitis  and  disregards  the  subsequent  leg 
edema  is  inviting  infection.  Epidermophytosis,  ec- 
zema, and  ulceration  will  render  the  leg  even  more 
%’ulnerable.  The  streptococcus  is  the  usual  offend- 
ing organism  and  a typical  attack  may  be  described 
as  follows:  The  chronicallv  edematous  leg  sud- 
denly becomes  much  more  swollen.  The  involved 
skin,  usually  of  the  lower  leg  only,  becomes  hot, 
raised  and  fiery  red.  The  skin  appearance  is  so 
akin  to  that  of  erysipelas  that  the  term  “erysipe- 
loid” has  been  applied  to  it.  Constitut'onal  symp- 
toms— high  fever,  chills,  prostration — are  present. 
^^'ith  or  without  therapy  the  attacks  usually  sub- 
side in  five  to  ten  days,  but  therapy  can  greatly 
shorten  the  attack  and  lessen  the  permanent  dam- 
age that  would  otherwise  occur,  for  the  pathology 
is  a streptococcal  infection  of  the  suj>erficial  and 
deep  lymphatics  of  the  skin  and  subcutaneous  tis- 
sue, and  each  attack  damages  more  lymphatics, 
leaving  the  limb  more  edematous  and  more  suscepti- 
ble to  further  episodes. 

It  is,  therefore,  important  to  institute  treatment 
promptly  and  vigorously.  Our  treatment  is  as  fol- 
lows: We  make  an  initial  painting  of  the  involved 
skin  with  20%  silver  nitrate  solution,  followed  by 
an  application  of  voluminous  wet  dressings  of  the 
same  solution  in  dilution  of  1 to  20,000,  the  ex- 
tremity being  highly  elevated  on  an  inclined  plane, 
and  large  doses  of  penicillin  are  given  parenterally. 
Treatment  is  not  discontinued  until  every  vestige 
of  edema  and  infection  is  eradicated.  We  discharge 
the  patient  with  a careful  explanation  of  the  in- 
variable recurrence  unless  a strong  elastic  support 
is  worn  and  the  extremity  kept  scrupulously  clean. 
Sulfadiazine,  grains  fifteen,  four  times  daily  for  a 
week  of  each  month,  or  penicillin  therapy  for  a 


like  period  may  be  necessary  to  prevent  further  at- 
tacks. Desenex  powder  or  ointment  is  prescribed 
for  cases  initiated  by  epidermophytosis. 

Recurring  Deep  Vein  Thrombophlebitis.  Occa- 
sionally a patient  who  has  had  ilio-femoral  throm- 
bophlebitis will  be  subject  to  recurring  episodes. 
Attacks  more  or  less  similar  to  the  original  one 
recur  from  time  to  time.  This  may  be  coincident 
with  a possible  cause  such  as  an  operation,  child- 
birth, or  a debilitating  disease.  Or  the  attacks  may 
come  on  spontaneously  while  the  patient  is  am- 
bulatory and  leading  a normal  life.  The  extremity 
swells  from  foot  to  groin,  tenderness  is  present  along 
the  course  of  the  femoral  vein  and  constitutional 
symptoms  occur.  The  patient  usually  has  to  be 
treated  as  she  was  in  the  initial  attack,  with  large 
warm  compresses,  leg  elevation,  lumbar  sympa- 
thetic novocaine  blocks  and  anti-coagulent  therapy. 
Wc  feel  that  these  cases  represent  instances  of  an 
abnormal  clotting  tendency  or  severe  damage  to  the 
wall  and  valves  of  the  femoral  system  and  believe 
that  superficial  femoral  vein  ligation  should  be  per- 
formed at  the  beginning  of  the  recurring  attack  or 
after  it  has  subsided.  Only  in  this  way  can  further 
episodes  be  prevented,  and,  more  important,  the 
inevitable  chronic  indurative  cellulitis,  next  to  be 
discussed,  be  prevented. 

Chronic  Indurated  Cellulitis.  This  is  the  late 
result  of  neglected  thrombophlebitic  edema.  Most 
commonly  it  is  a sequela  of  ilio-femoral  thrombo- 
phlebitis, but  an  identical  condition  can  develop 
from  repeated  episodes  of  local  thrombophlebitis 
in  varico.«e  veins.  Years  of  uncontrolled  leg  swell- 
ing have  permitted  extensive  growth  of  fibroblastic 
tissue  which  now'  has  contracted,  as  is  the  wont  of 
all  scar  tissue,  to  produce  permanent  induration 
and  fibrosis.  Attacks  of  lymphangitis  streptogenes 
or  episodes  of  thrombophlebitis  in  local  varicosities 
have  contributed  to  the  damage.  Such  a leg  pre- 
sents a characteristic  appearance.  The  tissues, 
formerly  the  most  edematous,  are  now  the  most  con- 
tracted, so  that  the  lower  leg  appears  quite  narrow 
as  contrasted  w'ith  the  hypertrophied  calf  and 
ankle.  The  skin  is  discolored  and  shining  and  the 
subcutaneous  tissue  feels  woody  hard.  Very  little 
pitting  edema  is  now  present.  Here  and  there  a 
venous  sinus  may  be  found,  but  most  varicosities 
have  been  obliterated  by  previous  thrombosis.  Scars 
of  old  ulcers  may  be  seen,  or  an  indolent  leg  ulcer 
may  be  present. 
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We  feel  that  conservative  therapy  has  little  to 
offer  these  patients.  A period  of  bed  rest  may  tide 
over  the  attack  of  dermatitis  or  cellulitis,  or  heal 
an  early  ulcer.  Unna  paste  boots  or  elastoplast 
bandages  worn  for  many  weeks  may  temporarily 
reduce  the  leg  swelling,  and  add  comfort  to  the  pa- 
tient. Large  indolent  ulcers  may  be  similarly  made 
to  heal  but  the  healing  is  rarely  long  lived,  for  ir- 
reversible unalterable  structural  changes  exist  in 
the  skin  and  soft  parts.  Chronic  venous  insuffi- 
ciency, anoxia,  fibrosis,  destruction  of  lymphatics, 
thrombosed  veins,  calcified  fat  and  fascia  form  a 
formidable  pathological  background.  The  con- 
gested skin  rests  upon  fibrosed  subcutaneous  tissue 
which  is  in  turn  compressed  between  the  hidebound 
skin  and  a stonelike  deep  fascia.  One  hardly  could 
expect  to  restore  such  a leg  to  normalcy  by  any 
form  of  treatment,  for  it  is  the  result  of  years  of 
neglect.  However,  no  matter  how  extensive  the  skin, 
the  subcutaneous  tissue,  and  the  fascial  damage  is, 
the  structures  beyond  the  fascia  are  invariably  re- 
markably normal.  Muscles  are  red,  well  vascu- 
larized and  non-edematous.  Tendons  and  bones  are 
uninvolved.  These  facts  have  led  me  to  employ  a 
modified  Kondoleon  operation  for  these  cases  of 
chronic  indurated  cellulitis. 

The  procedure  consists  essentially  of  removing 
all  damaged  tissue,  skin,  subcutaneous  fat  and 
fascia,  and  placing  normal  skin  on  normal  muscles 
with  no  intervening  subcutaneous  bed  or  fascia.  The 
steps  in  the  operation  are  as  follows:  a longitudinal 
incision  is  made  through  the  center  of  the  indurated 
tissue.  This  usually  involves  an  incision  from  the 
internal  malleolus  to  a point  several  inches  below 
the  inner  aspect  of  the  knee  joint.  No  tourniquet  is 
applied.  The  incision  is  rapidly  deepened  through 
the  fibrosed  calcified  subcutaneous  tissue  and 
through  the  deep  fascia  until  the  sub-fascial  space 
gaps  Avide  open.  Normal  muscles  and  tendons  are 
exposed.  The  full  thickness  flaps  of  skin,  subcu- 
taneous tissue  and  fascia  are  now  readily  stripped 
back  to  the  tibial  crest  anteriorly  and  the  mid-line 
posteriorly.  Perforating  veins,  usually  incompetent 
communicators,  are  clamped  and  divided.  The  flaps 
are  now  turned  out  and  the  deep  fascia  is  incised 
from  within  out,  the  whole  length  of  each  flap,  thus 
delineating  the  wedge  of  tissue  on  each  side  to  be 
removed.  Allis  clamps  are  now  applied  to  the  skin 
edges  and  Ochsner’s  to  the  fibrosed  subcutaneous 
tissue  and  each  flap  pared  of  all  subcutaneous  tis- 


sue and  fascia.  If  the  long  saphenous  has  not  by 
now  been  removed  it  is  now  stripped.  All  bleeders 
are  clamped  and  coagulated  with  the  Bovie  appa- 
ratus. -A  few  stab  wounds  are  made  near  the  edge 
of  each  flap  for  drainage.  The  skin  flaps  are  in- 
spected for  viability.  Should  this  .seem  good,  excess 
skin  is  simply  excised  and  the  skin  margins  ap- 
proximated with  continuous  fine  dermal.  The  flaps 
are  pox-marked  to  remove  tension  and  small  pen- 
rose  drains  are  placed  througli  the  stab  wounds 
previously  made. 

Should  insufficient  normal  skin  be  left  for  pri- 
mary closure  without  tension  the  skin  edges  are 
tacked  down  to  the  underlying  muscles  and  a split 
thickness  graft  applied  to  cover  the  defect.  The 
graft  is  sutured  in  place  with  fine  silver  wire  and 
covered  with  xeroform  gauze.  Flat  gauze,  moistened 
in  saline  solution,  is  applied  to  furnish  even  com- 
pression. A sterile  catheter  is  inserted  within  the 
dressing,  further  compression  obtained  with  me- 
chanic’s waste  or  sponge  rubber  and  the  leg  wrapped 
finnly  with  an  ace  No.  8 leg  bandage.  A posterior 
metal  splint  is  applied.  The  graft  is  kept  moist  by 
injecting  glycerine  15%  acetic  solution  Y^^/c  al- 
ternating with  tyrothricin  solution  (0.5  mgms.  per 
cc.)  through  the  sterile  catheter  ever}-  eight  hours. 
'Fhis  prevents  pyocyaneus  infection  and  facilitates 
drainage.  The  first  dressing  is  usually  cn  the  7th 
post-operative  day.  Stitches  are  not  removed  until 
the  flaps  are  well  healed,  or  about  the  10th  day.  An 
Unna  paste  boot  is  often  applied  before  the  patient 
becomes  ambulatory. 

This  operation  removes  all  the  diseased  tissue — 
devitalized  skin,  calcified  fat,  fibrosed  subcutaneous 
tissue,  the  contained  thrombosed  veins,  the  stagnant 
venous  and  lymphatic  pools,  and  the  thickened 
binding  fascia.  Whereas  the  cosmetic  results  are 
not  perfect,  the  permanent  results  are  good.  Sub- 
sequent leg  edema  is  minimal  and  indolent  ulcers 
practically  never  again  develop. 

The  Indolent  Ulcer.  The  post-thrombophlebitic 
ulcer  represents  a breakdown  of  the  devitalized  skin 
and  subcutaneous  tissue  of  chronic  indurated  cel- 
lulitis, which  we  have  just  described.  It  differs 
from  a simple  varicose  ulcer  in  that  the  venous  con- 
gestion is  aggravated  by  incompetency  of  the  deep 
and  communicating  veins.  The  lumen  of  the  femo- 
ral vein,  once  occluded,  is  again  patent;  but  its 
valves  are  damaged.  High  back  pressures  are  trans- 
mitted down  the  leg  through  the  deep  venous  sys- 
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tem  when  the  patient  stands,  lifts  or  coughs.  The 
valves  of  the  communicating  veins  are  unable  to 
withstand  these  pressures  and  are  likewise  incom- 
petent. As  varicose  veins  are  usually  also  present, 
there  is  thus  a three-fold  cause  of  the  venous  con- 
gestion— back  flow  in  the  femoral  system,  in  the 
communicating  veins,  and  in  the  varicosed  saphe- 
nous. Little  wonder  that  the  ulcer,  embedded  in 
indurated  fibrosed  tissue  and  bedeviled  by  passive 
congestion  plus  hinph  stasis  resists  healing  or  in- 
variably recurs  after  healing.  The  surgical  ap- 
proach to  the  problem  is  still  far  from  satisfactory, 
but  a better  understanding  of  the  pathology  in- 
volved has  improved  our  results.  Homans  in  1916 
recommended  excision  of  the  ulcer,  interruption  of 
the  communicating  veins,  and  subsequent  skin 
grafting  of  the  ulcer  bed.  Linton  in  1938  described 
a procedure  which  interrupted  the  communicating 
veins  and  eradicated  the  varicosities  at  the  same 
operation.  Buxton  and  his  as.sociates  in  1944, 
and  Buxton  and  Coller  in  1945,  reported  benefi- 
cial results  from  femoral  vein  interruption  in  the 
post-thrombophlebitic  state.  Homans  in  1946  rec- 
ommended ligation  of  both  the  femoral  and  the 
saphenous  veins  when  both  are  found  to  be  dis- 
eased. Following  through  Homan’s  suggestions, 
Linton  in  1947  recommended  superficial  femoral 
vein  interruption,  and  simultaneous  saphenous  liga- 
tion and  stripping  for  the  treatment  of  post- 
thrombophlebitic sequelae.  There  were  34  patients 
in  Linton’s  series.  Twenty-one  of  these  had  a his- 
tor}-  of  leg  ulcer  and  in  twenty  of  these  the  ulcer 
had  remained  healed  two  to  fourteen  months  after 
the  surgery.  Twenty-four  of  Linton’s  cases  had 
pre-operative  edema  and  the  edema  was  improved 
post-operatively  in  fourteen.  Only  one  patient  in  a 
group  of  ten  without  pre-operative  edema  devel- 
oped swelling  subsequent  to  the  operation. 

Linton's  procedure  is  applicable  only  when  the 
deep  venous  system  can  be  demonstrated  to  be  in- 
competent as  by  the  Trendelenburg  test  or  venog- 
raphy. The  Trendelenburg  test  is  performed  with 
the  tourniquet  just  below  the  knee  in  these  cases. 
Rapid  filling  of  the  veins  from  below  indicates 
backflow  in  the  femoral  system  and  incompetent 
communicating  veins.  Linton  deferred  surgery  un- 
til the  ulcers  were  temporarily  healed  by  elasto- 
plast  bandages,  bed  rest  and  so  forth.  His  opera- 
tion is  as  follows: 

The  superficial  femoral  vein  is  exposed  distal  to 


the  profunda,  and  the  saphenous  vein  at  the  femoro- 
saphenous  junction.  A needle  is  inserted  into  the 
superficial  femoral  vein  and  the  venous  pressure 
in  this  vein  is  recorded.  First  the  superficial  femoral 
vein  proximal  to  the  needle,  and  then  the  saphe- 
nous is  temporarily  occluded.  Should  the  venous 
pressure  not  rise  above  30  cm.  saline,  both  the 
superficial  femoral  and  the  saphenous  are  ligated. 
If  venous  pressure  rises  above  30  cm.  saline,  either 
the  femoral  or  the  saphenous  is  interrupted,  but  not 
both.  The  decision  as  to  which  vein  to  interrupt 
de])ends  on  the  results  of  the  Trendelenburg  test 
and  tlie  venous  pressure  readings  in  the  superficial 
femoral  when  the  femoral  or  the  saphenous  is  com- 
pressed. Linton  adds  stripping  out  of  the  entire 
saphenous  system  to  his  procedure,  feeling  that 
this  is  necessary  to  prevent  recurrence  of  the  vari- 
cosities and  to  interrupt  indirectly  the  incompetent 
communicating  veins. 

I feel  that  the  Linton  operation  falls  short  in 
one  respect — the  failure  to  remove  the  devitalized 
skin,  indurated  subcutaneous  tissue,  calcified  fascia 
beneath  and  about  the  ulcer.  The  ulcer  heals  over 
a bed  incapable  of  maintaining  skin  nutrition  and 
the  ulcer  is  bound  to  recur. 

Our  present  practice  in  the  treatment  of  these 
post-thrombophlebitic  ulcers  includes  the  following 
steps:  1.  Ligation  and  division  of  the  superficial 
femoral  if  the  Trendelenburg  test  indicates  incom- 
petency of  the  deep  veins  and  communicators. 
2.  Ligation  and  division  of  the  sa[)henous  and  its 
branches  at  the  femoro-saphenous  junction  if  the 
long  saphenous  system  is  varicosed,  and  a like 
procedure  in  the  popliteal  space  if  the  short  saphe- 
nous is  varicosed.  3.  Eradication  of  the  varicosities 
down  to  the  upper  limits  of  the  area  of  chronic  in- 
durated cellulitis  by  vein  stripping.  4.  E.xcision  of 
the  area  of  chronic  indurated  cellulitis,  as  pre- 
viously described.  5.  \\’ide  excision  of  the  ulcer, 
including  removal  of  the  underlying  fascia.  6.  Si- 
multaneous or  deferred  split  thickness  skin  grafting. 

Our  method  of  excising  the  ulcer  contrasts  sharp- 
ly with  the  usually  descril:)ed  ]3rocedure  of  cutting 
around  the  margins  of  the  ulcer,  and  through  the 
ulcer  bed  and  awaiting  tlie  development  of  a granu- 
lation tissue  before  skin  grating.  It  consists  of  un- 
equivocal removal  of  the  ulcer  and  all  underlying 
tissue  down  to  the  muscle.  An  incision  is  made 
through  the  indurated  tissue  several  inches  above 
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the  ulcer  margins.  This  incision  is  deepened  to  and 
through  the  fascia,  as  described  in  the  operation 
for  chronic  indurated  cellulitis.  The  fingers  are 
then  slipped  under  the  fascia  and  the  ulcer-contain- 
ing-tissue  elevated  off  of  the  muscles.  The  ulcer 
and  all  underlying  tissue — fibrosed  subcutaneous 
bed,  thickened  fascia,  and  contained  damaged  blood 
vessels — are  now  readily  removed  by  an'  elliptical 
incision  to  either  side,  encircling  the  ulcer.  If  ex- 
tensive indurated  cellulitis  is  present  the  primary 
incision  is  extended  upwards  and  the  diseased  tis- 
sue pared  from  each  flap.  The  operation  is  com- 
pleted by  suturing  the  upper  part  of  the  incision 
and  applying  a split  thickness  graft  directly  to  the 
muscles  now  presenting  at  the  former  ulcer  site. 
If  the  ulcer  has  been  badly  infected,  or  if  consid- 
erable oozing  has  occurred,  the  lower  portion  of  the 
wound  is  packed  and  grafting  is  deferred  for  sev- 
eral days. 


Summary 

The  post-thrombophlebitic  sequelae  of  the  lower 
extremities  are  discussed.  A fairly  satisfactory  sur- 
gical procedure  for  a late  and  morbid  sequela — 
chronic  indurated  cellulitis — is  described.  Super- 
ficial femoral  vein  ligation  is  advocated  as  a part  of 
the  therapy  of  the  post-thrombophlebitic  state  when 
the  Trendelenburg  test  indicates  incompetency  of 
the  deep  and  communicating  veins.  A program  for 
the  indolent  post-thrombophlebitic  ulcer  is  de- 
scribed, which  includes  femoral  and  saphenous 
vein  ligation  and  saphenous  vein  stripping,  local 
removal  of  the  tissues  involved  in  chronic  indura- 
tive cellulitis,  excision  of  the  ulcer,  and  skin  graft- 
ing. A method  of  excising  indolent  ulcer  which 
definitely  removes  all  underlying  damaged  tissues 
and  permits  of  primary  skin  grafting  on  normal 
muscle  is  presented. 

100  Medical  Arts  Building. 


Antibiotic  Drug  for  Typhoid  Fever. 

Treatment  of  typhoid  fever  with  the  relatively  new 
antibiotic  drug,  Chloromycetin,  is  so  effective  that 
patients  generally  are  clear  of  fever  three  or  four 
days  after  the  drug  is  first  administered,  according 
to  an  article  in  the  September  10th  Journal  of  the 
American  Medical  Association. 

“Continued  experience  reveals  that  fever  disap- 
pears during  the  first  three  or  four  days  of  treat- 
ment,” Drs.  Joseph  E.  Smadel  and  Charles  A. 
Bailey  of  the  Army  Medical  Department  Research 
and  Graduate  School,  Washington,  D.  C.,  and  Dr. 
Theodore  E.  Woodward  of  the  University  of  Mary- 
land, Baltimore,  say. 

“Our  early  observations  brought  out  that  relapses 
of  typhoid  were  common  in  treated  patients.  In  or- 
der to  eliminate  such  occurrences,  we  have  prolonged 
the  course  of  treatment.  Analysis  of  the  results  ob- 
tained in  44  patients  with  typhoid  who  received 
chloramphenicol  [ Chloromycetin]  under  our  obser- 


vation has  indicated  a striking  relation  between  the 
duration  of  chemotherapy  and  the  incidence  of  re- 
lapses. A clinical  relapse  occurred  in  seven  of  the 
13  patients  whose  initial  course  of  drug  was  given 
for  eight  days  or  less.  None  of  the  members  of  an- 
other group  of  19  patients  suffered  relapses;  this 
group  was  comparable  to  the  first  in  essentially  all 
respects,  except  that  treatment  was  continued  for 
nine  to  14  days.  A third  group  consisting  of  12 
patients,  was  treated  for  14  to  23  days;  relapses  did 
not  occur  among  these  patients.  All  patients  in  the 
first  group  who  had  relapses  responded  satisfactorily 
when  chloramphenicol  treatment  was  again  insti- 
tuted. 

“These  results  warrant  the  following  conclusions. 
Chloramphenicol  should  be  administered  in  adequate 
amounts  for  more  than  eight  days  to  patients  acutely 
ill  with  typhoid  if  relapses  of  the  disease  are  to  be 
avoided.  There  appears  to  be  little  advantage  in 
continuing  treatment  for  more  than  14  days.” 
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PUBLIC  HEALTH 


L.  J.  Roper,  M.D., 

State  Health  Commissioner  of  Virginia. 


The  report  of  the  Bureau  of  Communicable  Dis- 
ease Control  of  the  State  Department  of  Health  for 
September  1949  as  compared  with  the  same  month 
in  1948,  and  for  the  period  of  January  through 
September  1949  compared  with  the  same  period  in 
1948,  is  as  follows: 


Jan.- 

Jan.- 

Sept. 

Sept. 

Sept. 

Sept. 

1949 

1948 

1949 

1948 

Typhoid  and  paratyphoid 

15 

16 

105 

109 

Diarrhea  and  Dysentery 

971 

547 

4,889 

3,317 

Measles 

39 

67 

21,276 

6,130 

Scarlet  fever 

58 

28 

514 

639 

Diphtheria 

14 

16 

106 

159 

Poliomyelitis 

85 

152 

246 

410 

Meningitis 

7 

6 

73 

73, 

Brucellosis 

13 

9 

55 

69 

Rocky  Mountain  spotted  fever 

11 

2 

97 

60 

Tularemia 

3 

4 

28 

45 

Certain  EpiDEiiioLOGic  Aspects  of 
Poliomyelitis 

In  an  article  in  the  Texas  State  Journal  of  Medi- 
cine for  July  1949,  Dr.  Gaylord  Anderson*  has  so 
clearly  outlined  the  currently  accepted  thinking  re- 
garding the  method  of  spread  of  poliomyelitis,  that 
we  quote  his  summary: 

“I  have  pointed  out  many  analogies  betw'een  the 
occurrence  of  demonstrable  poliomyelitis  and  the 
common  infections  of  childhood  which  we  tend  to 
accept  as  well  understood  phenomena.  In  particu- 
lar have  I drawn  comparisons  with  measles  be- 
cause of  a belief  that  a close  analogy  exists  between 
the  epidemiolog}'  of  those  two  diseases.  If  we  were 
lacking  the  rash  by  which  each  case  of  measles  can 
be  recognized  and  were  forced  to  base  our  diagnosis 
on  the  cases  of  pneumonia,  otitis,  or  encephalitis 
that  occur  as  complications,  we  should  have  a 
vastly  different  concept  of  measles  than  that  which 
currently  prevails.  There  is,  I believe,  strong  evi- 
dence to  support  the  belief  that  poliomyelitis  virus 
infection  is  as  widespread  as  is  measles,  that  most 
of  us  respond  well  to  the  infection  through  the  de- 
velopment of  satisfactory  resistance,  but  that  a 
few  are  so  constituted  ]:ihysiologically  that  they  re- 
sj)ond  badly  and  are  paralc'zed.  It  is  in  the  study 


of  these  physiologic  variants  that  I believe  we  shall 
find  our  most  fertile  field  of  research.” 

This  concept  of  the  common  occurrence  of  polio- 
myelitis is  also  advanced  by  Hart  Van  Riper, 
Medical  Director  of  the  National  Foundation  For 
Infantile  Paralysis,  who  states  “it  is  now  clear  that 
the  majority  of  us  become  infected  at  some  time 
during  life  with  the  virus  of  poliomyelitis.  The 
clinical  disease  and  the  infection  are  not  the  same 
thing.  The  disease  is  rather  an  exceptional  result 
of  the  infection.” 

The  acceptance  of  the  theory  that  the  virus  of 
poliomyelitis  is  so  widespread  that  contact  for  all 
is  sooner  or  later  inevitable,  puts  it  in  the  category 
of  childhood  diseases  like  mumps,  measles  and 
chickenpox  and  makes  most  of  our  present  attempts 
at  control  seem  feeble  and  inadequate. 

The  final  control  of  poliomyelitis  depends,  in 
our  opinion,  upon  the  production  of  an  effective 
immunizing  agent. 

*Dr.  Anderson  is  Mayo  Professor  and  Director,  School 
of  Public  Health,  University  of  Minnesota,  and,  with 
Margaret  G.  Arnstein,  author  of  the  text  “Communicable 
Disease  Control”. 


Resolution  Passed  by  the  State  Board  of 
Health  on  the  Resignation  or  Dr. 

Lawrence  T.  Royster 

W'hereas,  Dr.  Lawrence  T.  Royster  resigned  as  a 
member  of  the  State  Board  of  Health,  Sep- 
tember 17,  1949, 

Be  it  Resolved:  That  the  Board  recognizes  his 
wise  counsel,  faithful  service  and  sincere  in- 
terest over  a period  of  thirty-five  years,  dur- 
ing w'hich  period  public  health  has  been  ad- 
vanced from  a minor  to  a major  responsibility 
of  Government;  and  further. 

That  the  Board  hereby  desires  to  express  its 
appreciation  for  his  warm  personal  friendship 
and  devotion  to  his  responsibilities  and  duties 
as  a member;  and  further. 

That  a copy  of  these  resolutions  be  spread  on 
the  minutes  of  the  State  Board  of  Health. 

September  29,  1949 
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BOOK  ANNOUNCEMENTS 


Aesculapius  Comes  to  the  Colonies.  The  Story  of 
the  Early  Days  of  Medicine  in  the  Thirteen  Origin- 
al Colonies.  By  MAURICE  BEAR  GORDON,  M.D. 
Ventnor  Publishers,  Inc.,  Ventnor,  N.  J.  1949. 
xiv-560  pages.  Illustrated.  Cloth.  Price  $10.00. 

This  is  a well  worthwhile  treatise  on  Colonial 
medicine.  The  author  takes  up  each  colony  sepa- 
rately and  precedes  his  medical  discussions  with  a 
brief  storj'  of  its  civil  history.  In  the  general  in- 
troduction there  is  an  account  of  Indian  medicine, 
but  it  does  not  appear  that  the  doctors  in  any  of  the 
colonies  were  influenced  by  this  type  of  medicine. 
The  author  has  something  to  say  about  practically 
every  medical  man  in  the  English  Colonies.  The 
work  has  a good  index  and  should  prove  a valuable 
reference  work  to  all  who  are  interested  in  medical 
history. 

The  medical  man  varied  a great  deal  in  the  13 
Colonies,  but  seemingly  they  had  one  thing  in  com- 
mon and  that  was  a tendency  to  combine  the  prac- 
tice of  medicine  with  other  employments.  In  New 
England  most  preachers  practiced  medicine.  This 
was  also  true  in  New  Jersey  and  several  congrega- 
tions complained  of  the  size  of  the  medical  fees 
their  preachers  charged.  In  New  Hampshire  many 
doctors  of  medicine  became  judges.  The  majority 
of  colonial  doctors  were  apprenticed  trained.  An 
amusing  stor}-  is  told  of  Primus,  a slave  of  Alex- 
ander Wolcott.  Primus  accompanied  Wolcott  in  his 
visits  to  the  sick  and  helped  in  the  preparations  of 
the  medicines.  .After  many  years  Wolcott  set  Primus 
free  and  the  negro  immediately  set  himself  up  as  a 
doctor  and  prospered.  On  one  occasion  he  was  called 
to  see  a neighbor  of  Wolcott’s  and  on  leaving  the 
house  he  called  on  the  doctor  and  told  him  that  he 
had  just  seen  his  neighbor’s  child,  found  it  to  be  a 
ver}'  simple  case  and  had  told  the  mother  that  it  was 
not  necessary  for  her  to  send  so  far  for  a doctor  for 
Dr.  Wolcott  would  have  done  for  the  child  as  well 
as  anyone  else. 

Benjamin  Franklin  is  included  among  the  Penn- 
sylvania doctors  not  because  he  practiced  medicine, 
but  because  he  founded  the  first  hospital  in  America 


and  because  he  was  interested  in  all  forms  of  knowl- 
edge as  was  Thomas  Jefferson  in  Virginia.  Frank- 
lin’s keen  insight  into  human  nature  and  his  practi- 
cal common  sense  is  illustrated  by  his  saying 
“Quacks  are  the  greatest  liars  in  the  world — ex- 
cept their  patients.”  John  Wesley  is  included 
among  the  Georgia  doctors  because  he  wrote  his 
Primitive  Physick  while  he  was  in  Georgia.  This 
little  work  went  through  twenty-three  editions  in 
\\’esley’s  lifetime  and  nine  others  after  his  death. 
I was  interested  to  learn  that  John  Wesley  assisted 
in  the  first  postmortem  examination  performed  in 
Georgia  and  that  George  Whitfield  established  the 
first  hospital  and  the  first  free  clinic  in  that  state. 

There  are  a few  small  errors  that  should  be  cor- 
rected in  the  next  edition.  On  page  458  after  de- 
scribing the  first  meeting  of  Washington  and  Mercer 
in  the  e.xpedition  against  Fort  DuQuesne,  there  is 
a statement  that  “It  was  Mercer  who  advised  Wash- 
ington to  make  Virginia  his  residence.”  It  also 
says  that  Mercer’s  consultation  room  and  apothecary 
shop  were  still  standing  in  1908.  The  author  might 
say  that  it  is  one  of  the  show  places  in  Fredericks- 
burg. On  page  48  “Mr.  Eise”,  the  professor  of 
anatomy  at  St.  Thomas’  should  be  “Mr.  Else”.  My 
only  real  criticism  is  the  bibliography.  It  serves 
no  useful  purpose  except  as  a demonstration  of  the 
wide  reading  of  the  author.  If  the  reader  wishes 
to  pursue  a subject  further  he  gets  little  help  from 
the  bibliography.  For  instance,  I would  like  to 
know  why  the  disease  that  killed  off  the  Indians  and 
so  made  possible  an  unopposed  landing  of  the  Pil- 
grims in  1620,  was  considered  to  be  bubonic  plague. 
I would  like  also  to  know  more  about  the  epidemic 
of  syphilis  that  spread  among  the  men,  women  and 
children  of  Boston  which  started  from  an  ulcer  of 
a nursing  mother’s  breast.  In  the  first  instance  I 
imagine  that  John  Brown’s  article  on  The  Epi- 
demics of  the  Indians  of  New  England  in  1616-1620, 
Johns  Hopkins  Hospital  Bulletin  20,  1909,  would 
be  the  place  to  look.  In  tlie  second  case  there  is  no 
clue  whatever. 


M.  P.  R. 
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EDITORIALS 


Our  New  President 

WALTER  CLEVELAND  CAUDILL  was  born  in  Alleghany  County,  North 
Carolina,  June  9,  1888.  He  was  educated  at  Elk  Creek  High  School,  Elk 
Creek,  Virginia,  and  the  Appalachian  State  Teachers  College,  Boone,  North  Caro- 
lina. In  1913  he  was  graduated  from  the  Medical  College  of  Virginia.  He  interned 
at  Lewis-Gale  Hospital,  Roanoke,  and  St.  Elizabeths  Hospital,  Richmond,  and  lo- 
cated in  Pearisburg  in  1914. 


WALTER  CLEVELAND  CAUDILL,  M.D. 
President,  Medical  Society  of  Virginia 


Dr.  Caudill  served  with  the  Medical  Corps  of  the  U.  S.  Arhay  and  was  overseas 
for  18  months;  he  was  discharged  as  a Captain  in  July  1919  and  returned  to  Pearis- 
burg Where  he  has  since  continued  his  practice.  He  was  married  to  Miss  Mary  Ring 
Cornett,  Elk  Creek,  Virginia,  in  1920  and  they  have  one  son,  Carrel  Mayo  Cau- 
dill, M.  D. 

Dr.  Caudill  has  had  a varied  experience  in  civic  and  medical  affairs  of  Giles 
County.  One  of  his  important  activities  Avas  the  establishment  in  Pearisburg  of  St. 
Elizabeths  Hospital  in  1924,  which  he  has  since  operated.  He  assisted  in  the  organi- 
zation of  the  local  Lions  Club  and  is  one  of  its  past  presidents.  He  was  the  first 
president  of  the  Bank  of  Giles  County  and  is  now  its  vice-president  and  one  of  its 
directors.  Dr.  Caudill  is  a past-president  of  the  Southwestern  Virginia  Medical 
Society  and  is  a Fellow  of  the  American  College  of  Surgeons.  Although  he  is  best 
known  for  his  medical  work,  he  is  equally  distinguished  in  the  political  field.  He 
served  for  15  years  as  Chairman  of  the  Democratic  Party  in  Giles  County,  and  is 
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now  a member  of  the  Ninth  District  Democratic  Committee  and  the  State  Central 
Committee.  He  was  elected  to  the  House  of  Delegates  of  the  State  of  Virginia  in 
1936  and  again  in  1938.  In  1940  he  became  a member  of  the  State  Senate  and  is 
at  present  serving  in  this  capacity.  He  is  also  Chairman  of  a Legislative  Commis- 
sion created  by  the  1948  session  of  the  General  Assembly  to  study  Medical  Education 
in  the  State. 

He  has  played  an  active  role  in  the  organization  and  plans  for  a modern  new 
SO-bed  hospital,  which  will  be  erected  in  Pearisburg  within  the  next  year. 

For  the  past  several  years,  Dr.  Caudill  has  rendered  invaluable  service  to  the 
Medical  Society  of  Virginia  as  Chainnan  of  its  Legislative  Committee.  During  this 
time  the  Society  has  won  all  its  important  legislative  bills  and  has  gained,  in  addi- 
tion, added  prestige  and  understanding  for  the  medical  profession. 

President-Elect  Caudill  assumes  the  duties  of  his  office  at  a critical 'time  for  the 
private  practice  of  medicine.  The  time  is  not  far  distant  when  the  doctor  and  the 
legislator,  without  bitterness  or  emotionalism,  must  attack  the  problem  and  find  the 
solution  of  better  medical  care  for  all  the  people.  The  Society  is  truly  fortunate  to 
secure  the  leadership  of  one  who  has  spent  his  entire  life  so  near  his  people,  who 
understands  their  everyday  problems  and  who  bears  the  genuine  admiration  and 
respect  of  his  community.  He  brings  to  the  Society  the  perspective  of  a “grass- 
roots” physician,  the  acumen  of  a successful  politician  and  the  innate  ability  to 
reconcile  differences  and  to  “get  things  done”.  These  attributes  should  stand  the 
Society  well  for  the  forthcoming  year. 

— J.  P.  K. 


The  Consumer  Must  Decide 

The  Consumers’  Research  Bulletin  for  September  carries  an  excellent  editorial 
on  Compulsory  Health  Insurance  from  the  standpoint  of  the  consumer.  It  is  so 
good  that  we  were  tempted  to  copy  it  in  full.  It  is  pointed  out  that  the  American 
consumer  has  long  been  used  to  making  his  owm  choice  as  to  how  his  dollars  for 
products  and  services  are  to  be  spent.  Paying  for  medical  and  hospital  care  is  an 
expenditure  that  does  not  give  consumers  a sense  of  pleasure  and  well-being  as 
does  the  purchase  of  a new  automobile,  a television  set  or  a fine  steak.  The  suc- 
cessors of  the  O.P.A.  ideologists  have  seized  on  this  fact  in  their  attack  on  the 
consumer’s  method  of  handling  his  hospital  and  doctor’s  bills.  The  U.  S.  proponents 
of  compulsory  health  insurance  have  skillfully  disguised  the  compulsion  aspect  by 
referring  to  their  program  as  “National  Health  Insurance”  and  their  goal  is  better 
health  for  the  entire  nation. 

The  problem  for  the  consumer  is  further  complicated  by  “as  shrewd  an  advertising 
and  promotional  campaign  as  was  ever  put  on  by  patent  medicine  manufacturers  in 
their  palmiest  days.”  Furthermore  it  is  difficult  for  a consumer  to  form  a fair  idea 
of  what  the  plan  will  cost,  the  quality  of  medical  care  he  will  get  or  how  the  plan 
has  worked  in  other  countries.  There  are  eight  volumes  or  nearly  5,000  pages  of 
reports  of  the  hearings  before  the  79th  and  80th  Congresses.  The  Consumers’ 
Research  Bulletin  suggests  that  the  consumer  read  Mr.  Kenneth  C.  Crain’s  analysis 
of  the  material  which  was  published  in  Hospital  Management  for  January  1939. 

The  United  States  Consumers  must  say  whether  they  want  the  Federal  Govern- 
ment to  have  the  power  to  decide  how  much  of  their  income  must  be  sent  to  the 
United  States  Treasury  for  medical  care.  “Can  they  judge  from  the  sales  claims 
whether  the  new  product  will  be  better  than  the  one  they  are  now  using?  The 
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decision  is  in  their  hands,  but  it  will  be  in  the  hands  of  politicians,  if  consumers  do 
not  seriously  and  promptly,  concern  themselves  with  the  problem.” 

British  Health  Service  from  a Druggist’s  Standpoint 

The  American  Druggist  devotes  its  July  number  to  a consideration  of  the  British 
State  Medicine.  It  is  a very  attractive  issue.  The  editor,  John  W.  McPherrin, 

spent  five  weeks  in  England  studying  how  the  plan  is  working.  He  reports  that 

the  druggists  in  England  are  divided.  Those  who  were  doing  well  before  July  5, 
1948,  are  against  it  and  those  who  were  doing  poorly  are  for  it.  The  average  price 

for  a prescription  in  England  is  now  fifty  cents  as  compared  to  the  average  United 

States  price  of  $1.40.  The  average  retailer  is  receiving  50  per  cent  more  for  “gov- 
ernment” prescriptions  than  he  did  under  the  old  National  Health  Insurance,  but  an 
average  of  25  per  cent  less  than  he  received  for  private  prescriptions.  The  pricing 
of  prescriptions  is  done  by  a central  Bureau  or  Pricing  Offices.  The  druggist  sends 
all  prescriptions  to  this  office.  He  must  do  them  up  in  two  bundles,  one  for  special 
prescriptions  and  appliances  and  for  prescriptions  whose  ingredients  cost  more  than 
a dollar  and  the  second  for  the  ordinary  prescriptions. 

Mr.  McPherrin  interviewed  a great  number  of  British  customers.  The  average 
Briton  wanted  this  program  very  much.  Today  he  is  reluctant  to  admit  that  there 
is  anything  wrong  with  the  scheme  for  fear  it  will  reflect  upon  his  own  good  judg- 
ment. In  his  editorial  Mr.  McPherrin  says  that  after  five  weeks  in  Great  Britain  he 
comes  back  home  with  a new  reverence  for  the  faith  of  mankind  that  created  America. 
He  says  the  dictum  “The  State  is  my  Shepherd,  I shall  not  want”  which  is  the  real 
concept  of  the  Welfare  State,  has  done  something  to  the  British  spirit. 


Bibliotheca  Obstetrica 

Rosslin,  Eucharius  (d.l526)  Der  Swangern  frawen  und  hebamme  roszgarte. 
Hagenau,  H.  Gran.  1513. 

The  earliest  printed  textbook  for  midwives.  It  survived  forty  editions,  being  used 
as  late  as  1730.  An  English  translation  by  Richard  Jonas  was  published  in  1540, 
printed  by  Thomas  Raynalde.  This  translation,  entitled  The  Byrth  of  Mankynde, 
w'as  the  first  book  on  the  subject  to  be  printed  in  English.  For  a bibliographical 
study  of  the  w’ork,  see  Sir  D’Arcy  Powers’  article  in  The  Library,  1927.  Series  4, 
viii,  1-37. 

The  text  and  pictures  are  derived  from  classical  times — Soranus  and  Muscion,  as 
they  came  down  through  the  Middle  Ages  in  MSS.  Gustav  Klein  in  his  facsimile 
edition  (Munich,  1910)  gives  about  all  that  is  known  of  the  author.  From  1493  to 
1498  he  was  listed  as  apothecary  in  the  city  of  Freiburg  i.B.  and  was  listed  as  a 
house  owner  until  1526.  In  1506  he  became  city  physician  of  Frankfurt.  In  1508 
he  is  known  to  have  visited  the  Countess  Katharine  of  Braunschweig  and  Luneburg 
and  it  is  to  her  that  he  dedicated  his  book.  In  1513  he  was  city  physician  in  Worms 
but  in  1517  he  was  back  in  Frankfurt  as  city  physician  with  a salar}'  of  70  fl.  a year. 
He  died  in  September  1526. 

Besides  the  “byrth  figures”  the  work  is  noteworthy  for  reviving  Soranus’  podalic 
version.  It  is  also  responsible  for  the  myth  that  Julius  Caesar  was  named  Caesar 
for  having  been  cut  from  his  mother’s  side. 
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SOCIETIES 


The  Southwestern  Virginia  Medical  Society 

Held  its  regular  semi-annual  meeting  October  6, 
at  the  Governor  Tyler  Hotel,  Radford,  with  a good 
attendance,  and  several  new  members  were  elected. 
In  addition  to  papers  by  members,  the  guest  speaker 
was  Dr.  Karl  J.  Karnaky  of  Houston,  Texas,  who 
spoke  on  Pelvic  Endometriosis.  There  was  an  at- 
tendance at  the  afternoon  session  of  about  thirty- 
five  and  at  the  banquet  of  105. 

Dr.  Harry  Hayter  of  Abingdon  was  elected  presi- 
dent for  the  coming  year;  Dr.  James  P.  King  of 
Radford,  vice-president;  and  Dr.  A.  F.  Giesen  of 
Radford,  was  re-elected  secretary -treasurer.  The 
two  members  elected  to  the  Executive  Committee 
are  Dr.  D.  S.  Phlegar  of  Blacksburg  and  Dr.  Harry 
W.  Bachman  of  Bristol. 

The  next  meeting  will  be  held  in  Abingdon  in 
May  1950,  the  exact  date  to  be  named  later. 

Fairfax  County  Medical  Society. 

At  a meeting  of  this  Society  on  September  17th, 
the  following  officers  were  elected:  President,  Dr. 
J.  D.  Zylman;  vice-president.  Dr.  H.  Garnett 
Snead;  treasurer.  Dr.  Emanuel  Newman;  and  re- 
elected secretary.  Dr.  Alice  H.  Kiessling. 

Lynchburg  Academy  of  Medicine. 

At  the  regular  meeting  of  the  Academy  on  Oc- 
tober 3,  Dr.  Kenneth  L.  Pickeral  of  Duke  Univer- 
sity School  of  Medicine  gave  an  interesting  talk, 
illustrated  with  a movie,  on  “The  Modern  Treat- 
ment of  Burns”. 


Roanoke  Academy  of  Medicine. 

New  officers  of  the  .Academy,  who  took  office  at 
the  October  meeting,  are:  President,  Dr.  M.  .A. 
Johnson,  Jr.;  vice-presidents,  Drs.  John  Gardner 
and  Churchill  Robertson;  secretary-treasurer,  Dr. 
W.  H.  Kaufman.  Drs.  W.  R.  Whitman,  Sr.,  and 
Charles  Smith  were  named  as  members  of  the  Ex- 
ecutive Committee. 

The  Virginia  Peninsula  Academy  of  Medi- 
cine 

Resumed  its  monthly  meetings  in  September  fol- 
lowing the  summer  recess.  The  guest  speaker  was 
Dr.  Julian  Ruffin,  Clinical  Professor  of  Medicine 
and  Director  of  the  section  of  Gastro-enterology  at 
Duke  University,  whose  subject  was  the  Value  of 
Laboratory  Aids  in  the  Differential  Diagnosis  of 
Jaundice.  He  stressed  the  fact  that  every  doctor 
sees  an  occasional  case  of  jaundice  where  it  is  im- 
possible to  make  an  exact  diagnosis  without  the 
aid  of  these  tests.  Failure  to  make  a correct  diag- 
nosis will  result  in  a dangerous  and  unnecessary 
operation  or  deny  to  the  patient  surgical  aid  which 
is  badly  needed.  The  speaker  gave  illustrations  of 
many  cases  pointing  out  the  value  of  the  laboratory 
test  in  each. 

The  meeting  which  was  preceded  by  a social 
hour  and  dinner  was  attended  by  73  physicians 
throughout  the  Peninsula  and  neighboring  coun- 
ties. Dr.  Russell  Buxton,  president  for  the  com- 
ing year  presided. 

William  A.  Read, 
Secretary 


NEWS 


Afterglow ! 

The  102d  meeting  of  the  Medical  Society  of  Vir- 
ginia has  passed  into  the  halls  of  memory.  We 
hope  that  you  all  enjoyed  yourselves.  Judging  by 
the  way  you  looked  and  by  what  you  said,  we  be- 
lieve that  you  were  most  happy  to  be  at  Old  Point 
Comfort. 

The  management  of  the  Chamberlin  Hotel  out- 
did itself  in  its  efforts  to  please.  Your  hosts,  the 
Warwick  County  and  the  Elizabeth  City  County 
Medical  Societies,  are  gratified  that  all  went  so 


smoothly.  It  has  been  69  years  since  you  were  last 
at  Old  Point  Comfort.  In  the  meantime  we  have 
gotten  out  of  practice  in  the  art  of  being  hosts  to  the 
Medical  Society  of  Virginia. 

The  only  cloud  on  the  festive  scene  was  the  en- 
forced absence  of  our  beloved  President,  Dr.  M. 
Pierce  Rucker  of  Richmond.  In  July  1947,  Dr. 
Rucker  and  I were  among  the  American  obstetri- 
cians who  attended  the  International  Congress  of 
Obstetricians  and  Gynecologists  at  Dublin,  Ireland. 
This  Congress  celebrated  the  200th  anniversary  of 
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the  Rotunda  Hospital.  I sliall  always  remember 
the  parting  words  of  Dr.  O’Donel  Browne,  one  of 
tlie  secretaries  of  the  Congress  and  at  present  the 
Master  of  the  Rotunda.  He  said,  “Do  not  wait 
another  200  years  before  coming  back  to  Dublin.” 

On  behalf  of  the  medical  profession  of  the  Vir- 
ginia Peninsula,  I want  to  say  to  the  Medical  So- 
ciety of  Virginia:  Do  not  wait  another  69  years 
before  coming  back  to  Old  Point  Comfort! 

Chester  D.  Bradley,  M.D. 

Another  Banner  Meeting. 

'I'he  Warwick  and  Elizabeth  City  County  Med- 
ical Societies,  under  the  chairmanship  of  Dr.  Wa- 
verly  R.  Payne,  with  Dr.  Paul  J.  Parker  as  co- 
chairman,  put  on  such  a meeting  after  sixty-eight 
years,  that  it  appeared  that  they  were  accustomed 
to  staging  the  State  Society  meetings  every  few  years. 
The  fact  that  the  Chamberlin  at  Old  Point,  with 
its  excellent  management,  was  headquarters,  added 
to  the  pleasure  of  those  attending.  The  one  thing 
which  kept  the  meeting  from  being  perfect  was  the 
absence  of  the  President,  Dr.  M.  Pierce  Rucker  of 
Richmond,  who  was  prevented  by  personal  illness 
from  attending  and  taking  part. 

Business  sessions  were  held  as  usual  and  there 
were  several  guest  speakers  at  the  scientific  ses- 
sions— Dr.  Wilburt  C.  Davison  of  Durham,  N.C., 
Dr.  Mark  IM.  Ravitch  of  Baltimore,  Dr.  Arthur  T. 
Hertig  of  Boston,  and  Dr.  Robert  Lomax  Wells  of 
Washington.  Exhibits — both  scientific  and  tech- 
nical— were  of  a high  class. 

Awards  were  made  the  following  scientific  ex- 
hibits for  their  originality  and  method  of  presen- 
tation: First,  “Lead  Glass  Fabric.  Protective 
Against  Roentgen  and  Beta  Rays”  by  Drs.  V.  W. 
.'\rcher,  George  Duncan,  Jr.,  H.  D.  Hebei,  John  G. 
Kroll  and  D.  A.  Cunningham  of  the  University  of 
Virginia,  Charlottesville;  Second,  “Getting  Well  in 
a Mental  Hospital”  by  Department  of  Mental  Hy- 
giene and  Hospitals,  Eastern  State  Hospital  (Dr. 
Granville  L.  Jones),  Williamsburg;  and  Third, 
“The  Effect  of  Brain  Stimulation  on  Blood  Pressure 
and  Kidney  Circulation”  by  Drs.  Ebbe  Curtis  Hoff, 
Jos.  Kell,  Jr.,  Nelson  Hastings,  Edwin  H.  Gray, 
and  Dillard  M.  Sholes,  Jr.,  of  Medical  College  of 
Virginia. 

The  House  of  Delegates  selected  Dr.  Henry  W. 
Decker  of  Richmond  to  be  nominated  to  the  Amer- 
ican Medical  Association  as  the  General  Practi- 
tioner of  the  Year. 


At  the  general  meeting  on  Monday  evening, 
eighteen  physicians  became  members  of  the  “50- 
Year  Club”,  the  Society  thus  honoring  its  members 
who  had  been  engaged  in  the  practice  of  medicine 
for  fifty  years. 

Apart  from  the  boat  trip  around  Hampton  Roads, 
social  features  were  centered  in  the  cocktail  party 
and  banquet  on  Tuesday  evening,  with  Dr.  E.  L. 
Alexander  as  master  of  ceremonies.  Following  the 
banquet,  several  much  appreciated  songs  were  given 
by  the  Crusaders  Chorus,  directed  by  the  professor 
of  music  at  Hampton  Institute.  Honorable  Joshua 
W.  Lee  of  Oklahoma  was  the  speaker  on  this  oc- 
casion. 

Roanoke  was  selected  for  the  1950  meeting  and 
the  following  officers  were  elected:  President-elect, 
Dr.  C.  Lydon  Harrell  of  Norfolk;  and  vice-presi- 
dents, Drs.  Waverly  R.  Payne,  Newport  News; 
James  P.  Williams,  Richlands;  and  James  W. 
Love,  Alexandria.  Dr.  Walter  P.  Adams  of  Nor- 
folk was  elected  to  succeed  Dr.  Harrell  for  his  un- 
expired term  on  the  Council.  Dr.  W.  C.  Caudill  of 
Pearisburg  succeeded  to  the  presidency. 

American  Medical  Association. 

Advance  registrations  and  hotel  reservations  are 
now  being  received  for  the  1949  Clinical  Session — 
the  third  annual  mid-year  meeting  of  the  A.M.A. — 
to  be  held  in  Washington,  December  6-9. 

Requests  for  reservations  should  be  made  before 
November  9 and  sent  to  the  Chairman  of  the  Sub- 
committee on  Hotels,  American  Medical  Association, 
Hotel  Reservation  Bureau,  Star  Building,  Washing- 
ton 4,  D.  C. 

The  Clinical  Session  will  provide  a full-scale 
scientific  program  specifically  designed  for  the  gen- 
eral practitioner.  Coordinated  with  this  outstand- 
ing scientific  program  will  be  approximately  100 
scientific  exhibits  which  will  present  original  work 
on  the  subjects  discussed. 

The  newest  offerings  of  125  manufacturing  firms 
will  comprise  the  Technical  Exposition.  Here  will 
be  found  the  latest  developments  in  scientific  med- 
ical research,  drugs  and  equipment. 

The  clinical  sessions  and  the  exhibits  will  be 
held  in  the  National  Guard  Amory,  Capitol  Avenue 
and  East  19th  Street.  The  exhibit  hall  will  be  open 
throughout  the  meeting,  8:30  a.m.  to  6 p.m.,  giving 
ample  opportunity  to  study  the  latest  additions  to 
modern  medical  practice. 
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Televised  surgical  and  clinical  procedures,  sim- 
ilar to  those  shown  in  color  at  the  A.iSI.A.  annual 
sessions  in  Atlantic  City  last  June,  will  be  presented 
at  the  Washington  meeting.  The  demonstrations 
will  originate  in  the  Johns  Hopkins  Hospital  and 
■will  be  shown  on  screens  in  the  armory. 

The  House  of  Delegates  will  meet  at  the  Hotel 
Statler  during  this  session.  One  of  the  first  orders 
of  business  will  be  the  annual  selection  of  the  gen- 
eral practitioner  who  has  made  an  exceptional  serv- 
ice contribution  to  his  community.  A gold  medal 
will  go  with  the  honor. 

For  the  convenience  of  doctors  making  advance 
registrations  and  reservations.  The  Journal  of  the 
American  Medical  Association  is  publishing  in  its 
advertising  section  every  week,  convenient  hotel  res- 
ervation and  advance  registration  blanks.  Listed 
also  are  the  leading  hotels  and  their  rates. 

Gill  Memorial  Spring  Graduate  Course. 

The  Twenty-Third  Annual  Spring  Graduate 
Course  of  the  Gill  Memorial  Eye,  Ear  and  Throat 
Hospital,  Roanoke,  will  be  held  April  3-8,  1950.  The 
guest  faculty  is  as  follows:  Dr.  F.  W.  Stocker, 
Durham,  N.  C. ; Dr.  Conrad  Berens,  New  York 
City;  Dr.  Fred  Wilson,  Chicago;  Dr.  C.  W.  Mayo, 
Rochester;  Dr.  Edmund  B.  Spaeth,  Philadelphia; 
Dr.  Arthur  J.  Bedell,  Albany,  N.  Y.;  Dr.  James  J. 
Regan,  Boston;  Dr.  W.  Gayle  Crutchfield,  Char- 
lottesville; Dr.  Stuart  Cullen,  Iowa  City;  Dr.  Rich- 
ard G.  Scobee,  St.  Louis;  Dr.  Daniel  S.  Cunning, 
New  York  City;  Dr.  Alson  E.  Braley,  New  York 
City;  Dr.  Karl  M.  Houser,  Philadelphia;  Dr.  Hugo 
L.  Bair,  Rochester;  Dr.  Gabriel  Tucker,  Phila- 
delphia; Dr.  Edward  M.  Walzl,  Baltimore;  Sir 
Alexander  Fleming,  London,  England;  Dr.  J.  Bar- 
rett Brown,  St.  Louis;  Dr.  Walter  B.  Hoover,  Bos- 
ton; and  Dr.  Oscar  C.  Hansen-Pruss,  Durham, 
N.  C. 

Site  Given  For  Richmond  Memorial  Hos- 
pital. 

“Laburnum”,  the  home  for  four  generations  of 
the  Bryan  family  has  been  offered  and  accepted  as 
the  site  for  the  new  300-bed  hospital  in  Richmond, 
to  become  part  of  a living  memorial  to  those  Rich- 
monders who  lost  their  lives  in  the  second  World 
War.  It  consists  of  fourteen  acres  and  the  home 
on  Westwood  Avenue,  valued  in  excess  of  $125,000. 
It  has  recently  been  owned  by  Mr.  and  Mrs.  David 
Tennant  Brj^an,  who  are  giving  it  as  a memorial  to 


his  grandfather,  Joseph  Bryan,  and  his  father,  John 
Stewart  Bryan,  both  of  whom  had  devoted  so  much 
of  their  lives  to  the  betterment  of  the  community. 
It  was  built  by  Mr.  Joseph  Bryan  in  1885  and  re- 
built by  iMr.  John  Stewart  Brj^an  after  it  was  de- 
stroyed by  fire  in  1908.  Mr.  and  Mrs.  Bryan  plan 
to  vacate  the  property  at  the  convenience  of  the 
hospital. 

Plans  call  for  a campaign  for  public  subscrip- 
tions during  the  coming  winter  and  additional 
funds  required  for  the  project  will  be  sought  under 
the  Hill-Burton  Act  after  the  campaign  ends. 

Dr.  Hellebrandt  Gets  Scholarship. 

Dr.  Frances  Hellebrandt,  Medical  Director  of 
the  Bamch  Center  of  Physical  Medicine  of  the 
Medical  College  of  Virginia,  has  been  awarded  a 
$750.00  scholarship  for  specialized  study  and  train- 
ing in  the  treatment  of  cerebral  palsy.  This  schol- 
arship is  awarded  jointly  by  Alpha  Chi  Omega,  na- 
tional woman’s  fraternity,  and  the  National 
Society  for  Crippled  Children  and  Adults.  Dr. 
Hellebrandt  has  begun  scholarship  study  at  the 
Children’s  Rehabilitation  Institute,  Cockeysville, 
Maryland. 

Dr.  Morgan  Raiford, 

Formerly  of  Franklin,  Va.  has  accepted  a posi- 
tion as  Clinical  and  Research  Director  at  the  Brady 
Clay  Memorial  Eye  Clinic,  Emory  University 
School  of  Medicine,  Atlanta.  Eor  the  past  three 
years,  he  has  been  at  the  University  of  Pennsyl- 
vania and  in  July  received  his  Master  of  Medicine 
Science  in  Ophthalmology. 

Winchester  Memorial  Hospital  Staff  Con- 
ferences. 

The  following  staff  conferences  are  scheduled  at 
the  IMemorial  Hospital,  Winchester,  and  are  open 
to  all  physicians  who  desire  to  attend: 

November  16th — The  Annual  Hunter  H.  Mc- 
Guire Lecture — “The  Eye  in  Thyroid  Disease”  by 
Dr.  John  H.  Dunnington,  Professor  of  Ophthalmol- 
ogy, College  of  Physicians  and  Surgeons,  Columbia 
Llniversity,  New  York  City. 

January  18th — “Obesity,  a Challenge  to  the 
Practitioner”  by  Dr.  William  Parson,  Professor  of 
Medicine,  University  of  Virginia. 

February  15th — Dr.  George  T.  Finney,  Asso- 
ciate Professor  of  Surgery,  Johns  Hopkins  Hos- 
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pital,  School  of  Medicine,  Baltimore.  Subject  to 
be  announced. 

March  15th — “Recent  Advances  in  Otology  and 
the  Treatment  of  Deafness”  by  Dr.  Fletcher  D. 
Woodw^ard,  Professor  of  Otolaryngology,  University 
of  Virginia. 

April  5th — The  Annual  Frank  N.  Hack  Lecture 
—“Diagnosis,  Surgery  and  Outlook  in  Cancer  of 
the  Right  Colon”  by  Dr.  C.  W.  Mayo,  Head  of 
Section  in  Division  of  Surgery,  Mayo  Clinic, 
Rochester. 

May  17th — Clinical-Pathological  Conference  by 
the  Staff  of  the  Hospital. 

The  Medical  College  of  Virginia, 

Beginning  its  one  hundred  thirteenth  session  this 
year,  has  the  largest  enrollment  in  its  history,  with 
1331  students  registered.  Of  the  schools,  medicine 
has  the  largest  enrollment  with  354  students,  84 
of  whom  are  freshmen  and  254  are  veterans.  There 
are  27  women  enrolled  in  medicine. 

Fracture  Meeting. 

The  Regional  Fracture  Committee  of  the  Ameri- 
can College  of  Surgeons  of  Western  Pennsylvania 
will  meet  at  the  University  Club,  Pittsburgh,  on 
November  16th.  There  will  be  a conference  on 
fracture  problems  and  Dr.  Harold  A.  Sofield,  Chi- 
cago, will  speak  on  “Medullary  Nailing  of  Frac- 
tures”. All  members  of  the  profession  are  invited 
to  this  meeting. 

Urology  Award. 

The  American  Urological  Association  offers  an 
annual  award  of  $1,000.00  (first  prize  of  $500.00, 
second  prize  $300.00  and  third  prize  $200.00)  for 
essays  on  the  result  of  some  clinical  or  laboratory  re- 
search in  Urology.  Competition  shall  be  limited  to 
urologists  who  have  been  in  such  specific  practice 
for  not  more  than  five  years  and  to  residents  in 
urology  in  recognized  hospitals. 

The  first  prize  essay  will  appear  on  the  program 
of  the  forth-coming  meeting  of  the  American  Uro- 
logical Association,  to  be  held  at  the  Hotel  Statler, 
Washington,  D.  C.,  May  29-June  1,  1950. 

For  full  particulars  write  the  Secretary,  Dr. 
Charles  H.  de  T.  Shivers,  Boardwalk  National  Ar- 
cade Building,  Atlantic  City,  N.  J.  Essays  must  be 
in  his  hands  before  February  20,  1950. 


Dr.  James  Smith  Honored. 

On  September  19th  at  the  Commonwealth  Club, 
Richmond,  Drs.  Margaret  Nolting,  Hunter  H.  Mc- 
Guire, Douglas  Chapman,  H.  S.  Zfass,  J.  Powell 
Williams,  Kinloch  Nelson,  H.  Joseph  Williams, 
W.  T.  Thompson,  Jr.,  William  H.  Harris,  Jr., 
and  John  P.  Lynch,  ten  of  the  former  students  and 
colleagues  of  Dr.  James  H.  Smith,  gave  a birthday 
dinner  in  his  honor  and  invited  some  of  his  per- 
sonal friends.  Guests  included  partners  in  the 
McGuire  Clinic,  and  Drs.  Wyndham  B.  Blanton 
and  William  B.  Porter. 

Dr.  Smith  was  presented  with  a silver  tray  and 
eight  silver  cups,  inscribed  as  follows:  “Presented 
to  James  H.  Smith,  M.D.,  in  grateful  appreciation 
by  those  he  has  trained  and  inspired.” 

Dr.  J.  Powell  Williams  was  toastmaster. 

Dr.  Smith’s  response  was  characteristic  and  ap- 
propriate. 

The  Division  of  Alcohol  Studies  and  Reha- 
bilitation 

Of  the  State  Department  of  Health  has  arranged 
a one-day  symposium  on  Rehabilitation  of  Alco- 
holics to  be  held  on  Tuesday,  December  6,  at  the 
Baruch  Auditorium,  Medical  College  of  Virginia. 
There  will  be  morning,  afternoon  and  evening  ses- 
sions beginning  at  9:30  a.m.,  2:00  p.m.,  and 
8:00  p.m. 

Nationally  known  authorities  have  been  secured 
for  this  symposium,  including  Dr.  Robert  Fleming 
of  the  Harvard  Medical  School  and  Director  of  the 
.\lcohol  Clinic  at  the  Peter  Bent  Brigham  Medical 
School,  Boston,  Massachusetts;  Dr.  Joseph  Hirsh, 
author  and  member  of  the  Committee  on  the  Prob- 
lems of  Alcohol  of  the  National  Research  Council; 
Dr.  Giorgio  Lolli,  Medical  Director  of  the  Yale 
Plan  Clinic;  Dr.  Harvey  B.  Haag,  Dean  of  the 
Medical  College  of  Virginia  and  member  of  the 
Division’s  Advisory  Committee;  Dr.  Raymond  G. 
McCarthy,  Executive  Director  of  the  Yale  Plan 
on  Alcoholism;  and  an  outstanding  representative 
of  Alcoholics  Anonymous.  There  will  also  be  a 
discussion  of  the  Virginia  approach  to  this  problem. 

The  meeting  will  be  opened  to  the  public  and  is 
designed  to  be  of  particular  interest  to  physicians, 
educators,  public  health  workers,  ministers,  and 
persons  concerned  with  social  problems. 

State  Department  of  Health  News. 

Dr.  Joseph  W.  Still  has  resigned  as  health  of- 
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fleer  for  the  Frederick- Winchester  Health  District 
to  enter  the  held  of  research.  Dr.  Paul  B.  Chap- 
man has  been  appointed  health  officer  to  replace 
Dr.  Still  in  the  Frederick-Winchester  Health  Dis- 
trict. 

Dr.  Stuart  T.  Bray  has  been  appointed  health 
officer  for  Buchanan  and  Tazewell  counties. 

Dr.  Wilbur  R.  Southward,  Jr.,  has  been  ap- 
jx)inted  Director  of  the  Bureau  of  Venereal  Dis- 
ease Control  of  the  State  Department  of  Health. 

Dr.  Edward  F.  Corson, 

A member  of  the  teaching  staff  at  Jefferson  Med- 
ical College,  Philadelphia,  since  1920,  has  been  ap- 
pointed head  of  the  department  of  dermatology  at 
the  college.  He  has  been  professor  of  dermatolog}' 
since  1947. 

Southern  Psychiatric  Association 

The  forthcoming  meeting  of  the  Southern  Psy- 
chiatric Association  will  be  held  in  New  Orleans, 
Monday  and  Tuesday,  November  28-29  at  the 
Roosevelt  Hotel.  During  this  meeting  papers  will 
be  presented  by  guests  and  local  speakers  on  topics 
relevant  to  neuropsychiatry  and  allied  subjects.  An 
entertainment  program  will  be  enjoyed  by  all  at- 
tending and  this  is  in  the  hands  of  the  Committee 
on  Arrangements. 

The  Medical  College  of  Virginia  is  somewhat 
honored  by  having  two  of  its  Alumni  holding  office 
during  next  year’s  regime,  Dr.  Walter  J.  Otis,  being 
President  and  Dr.  R.  Finley  Gayle,  President-elect. 

The  other  officers  of  the  Association  are:  Dr. 
R.  Burke  Suitt,  Durham,  N.  C.,  Vice  President; 
Dr.  .Arthur  J.  Schwenkenberg,  Dallas,  Texas,  Chair- 
man, Board  of  Regents,  with  Dr.  Joseph  L.  Knapp, 
W'eston,  W.  Va.,  Dr.  O.  S.  Hauk,  Nashville,  Tenn., 
members  of  the  Board  of  Regents;  and  Dr.  New- 
digate  M.  Owensby,  .Atlanta,  Ga.,  Secretary-Treas- 
urer. 

Dr.  E.  G.  Gill, 

Roanoke,  has  recently  been  made  a member  of 
the  Omicron  Delta  Kappa,  a national  honorary 
leadership  fraternity. 

Dr.  Darius  Flinchum, 

Formerly  of  Stonega,  is  now  on  the  orthopedic 
staff  of  Duke  Hospital,  Durham,  North  Carolina. 
He  has  a Fellowship  from  the  National  Poliomye- 
litis Foundation. 


Dr.  G.  Everard  Godman, 

Recently  of  Chilhowie,  is  now  serving  as  assist- 
ant resident  in  surgery  at  the  De  Paul  Hospital, 
Norfolk.  He  plans  to  remain  there  for  at  least 
twelve  months. 

Post  Graduate  Medical  Instruction  at  the 

University  of  Virginia. 

General  Practice  as  a Medical  Specialty  was 
discussed  by  Dr.  William  L.  Pressly,  Due  West, 
South  Carolina,  on  September  26th  at  the  Univer- 
sity of  Virginia.  He  was  the  flrst  speaker  on  the 
1949-50  program  of  graduate  medical  instruction 
for  house  officers  and  staff  members  of  the  Uni- 
versity Hospital.  Dr.  Pressly  received  the  gold 
medal  of  the  American  Medical  Association,  at  its 
last  meeting,  for  exceptional  service  by  a general 
practitioner. 

Harvard  Medical  School  supplied  three  doctors 
as  speakers  during  October.  On  the  3rd,  Dr.  Louis 
K.  Diamond  spoke  on  Present  and  Future  Uses  of 
Blood  and  Blood  Derivatives  in  Therapeutics.  On 
the  24th,  Dr.  Reginald  Fitz  presented  a birdseye 
view  of  Modern  Medical  Practice,  and  on  the  31st, 
Dr.  Frederick  C.  Robbins  was  the  speaker. 

Van  Meter  Prize  Award. 

The  American  Goiter  Association  again  offers 
tlie  Van  Meter  Prize  Award  of  Three  Hundred 
Dollars  and  two  honorable  mentions  for  the  best 
essays  submitted  concerning  original  work  on  prob- 
lems related  to  the  thyroid  gland.  The  Award  will 
be  made  at  the  annual  meeting  of  the  Association 
which  will  be  held  in  Houston,  Texas,  March  9, 
10  and  11, .1950,  providing  essays  of  sufficient  merit 
are  presented  in  competition. 

The  competing  essays  may  cover  either  clinical 
or  research  investigations;  .should  not  exceed  three 
thousand  words  in  length;  must  be  presented  in 
English;  and  a typewritten  double  spaced  copy  in 
duplicate  sent  to  the  Corresponding  Secretary,  Dr. 
George  C.  Shivers,  100  East  St.  Vrain  Street,  Colo- 
rado Springs,  Colorado,  not  later  than  January  15, 
1950.  The  committee,  who  will  review  the  manu- 
scripts, is  composed  of  men  well  qualified  to  judge 
the  merits  of  the  competing  essays. 

.\  place  will  be  reserved  on  the  program  of  the 
annual  meeting  for  presentation  of  the  Prize 
Award  Essay  by  the  author,  if  it  is  possible  for 
him  to  attend.  The  essay  will  be  published  in  the 
annual  Proceedings  of  the  .Association. 
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Richmond  Gives  Free  Tests  For  Diseases. 

Seventy-five  thousand  Richmonders  will  be  given 
the  opportunity  during  the  next  ten  months  to  un- 
dergo free  tests  for  seven  chronic  diseases.  This 
has  been  made  possible  by  a grant-in-aid  from 
the  United  States  Public  Health  Service,  and  the 
campaign  will  be  conducted  by  the  City  Health 
Department  and  various  local  agencies.  All  who 
wish  it  will  be  given  tests  for  heart  disease,  dia- 
betes, tuberculosis,  obesity,  anemia,  high  blood 
pressure  and  syphillis.  It  will  be  possible  to  run 
450  tests  daily  and  no  individual  will  be  required 
to  spend  more  than  15  minutes  in  taking  the  tests. 
Results  will  be  forwarded  to  the  family  physician 
for  interpretation  to  the  individual. 

The  Neuropsychiatric  Society  of  Virginia 

Is  holding  its  fall  meeting  at  2:00  P.  M.  Wed- 
nesday, November  2,  in  Roanoke  at  the  Hotel  Roa- 
noke. Dr.  James  B.  Pettis,  Superintendent  of  West- 
ern State  Hospital,  Staunton,  is  president. 

Dr.  Harry  C.  Solomon,  Professor  of  Psychiatry 
at  Harvard  Medical  School,  and  Medical  Director 
of  Boston  Psychopathic  Hospital  will  speak  on 
“Psychiatric  Treatment  And  Its  Results.”  All  Psy- 
chiatrists and  interested  physicians  are  cordially 
invited  to  attend  Dr.  Solomon’s  lecture. 

The  Society’s  professional  and  business  meeting 
will  be  concluded  by  a Social  Hour  and  Dinner  that 
evening  at  the  Hotel  Roanoke. 

The  Council  on  Industrial  Health, 

Of  the  American  Medical  Association,  will  hold 
its  tenth  aJinual  Congress  on  Industrial  Health  at 
the  Roosevelt  Hotel  in  New  York  City,  February 
20  and  21. 

Spotsylvania  Health  Board. 

This  county  which  has  been  without  an  active 
health  board  for  about  ten  years,  has  arranged  to 
resume  this  work  and  the  county  supervisors  have 
named  a board  composed  of  Dr.  W.  H.  Johnson  of 
Spotsylvania  and  several  laymen. 

National  Conference  on  Sight. 

The  National  Society  for  the  Prevention  of  Blind- 
ness will  hold  a five-day  conference  in  conjunction 
with  the  Interim  Session  of  the  Pan-American  As- 
sociation of  Opthalmology,  MARCH  26-30,  1950, 
at  the  Floridian  Hotel,  Miami  Beach,  Florida.  The 
theme  of  the  meeting  will  be  The  Americas  Unite 
to  Save  Sight,  and  among  the  subjects  to  be  dis- 


cussed are : Current  blindness  prevention  programs 
in  countries  of  the  Western  Hemisphere;  Trachoma; 
Industrial  ophthalmology;  Eye  problems  of  school 
children;  Medical  and  social  management  of  the 
glaucomas. 

Persons  directly  or  indirectly  concerned  with  eye 
health  and  safety  will  find  this  conference  of  in- 
terest. Details  concerning  the  program  may  be  ob- 
tained by  writing  directly  to  the  National  Society 
for  the  Prevention  of  Blindness,  1790  Broadway, 
New  York  19,  N.  Y. 

Reservations  should  be  made  in  the  near  future 
with  the  Floridian  Hotel,  540  West  Avenue,  Miami 
Beach,  Florida. 

Doctor ! 

Important  messages  are  presented  in  the  adver- 
tisements in  the  Monthly  regularly,  and  some  ads 
emphasize  services  rendered  and  commodities  of- 
fered that  may  be  used  in  your  practice — in  your 
office  and  in  the  home.  Your  interest  in  these  en- 
courages advertisers  to  continue  their  patronage  of 
your  journal.  When  you  send  inquiries,  wont  you 
say  that  you  saw  their  advertisenjent  in  the  Vir- 
ginia Medical  Monthly.? 

Do  You  Want  to  Take  a Vacation? 

Young  doctor  in  resident  training  has  two  weeks 
vacation  and  will  substitute  for  physician  wishing 
to  take  a short  .vacation.  Address  Dr.  James  H. 
Davidson,  Watts  Hospital,  Durham,  North  Caro- 
lina. {Adv.) 


OBITUARIES 
Dr.  David  C.  Morton, 

Retired  physician  of  Richmond,  died  October  13 
at  the  age  of  71.  He  was  graduated  from  the  Uni- 
versity of  Pennsylvania  and  practiced  medicine  in 
Louisville  for  a number  of  years  before  moving  to 
Richmond.  Although  not  engaged  in  private  prac- 
tice since  he  moved  to  Richmond,  he  was  connected 
with  the  McGuire  Veterans  Hospital.  His  wife 
survives  him. 

Dr.  Russell  B.  Bailey, 

President-Elect  of  the  West  Virginia  State  Medi- 
cal Association,  died  of  a coronary  occlusion  on 
September  15th.  He  was  fifty-one  years  of  age.  Dr. 
Bailey  would  have  taken  office  on  January  1st  as 
president  of  the  Association. 
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Invented  In  1861,  Hanger  Artificial 
Limbs  have  been  constantly  Improved 
over  the  years.  Today,  the  Hanger 
Leg  is  recognized  as  one  of  the  world's 
finest  artificial  limbs. 

Hanger  Research  Is  continually  develop- 
ing and  testing  new  ideas,  new  methods, 
and  new  materials.  From  these  efforts 
have  come  many  outstanding  achieve- 
ments, adding  greatly  to  the  comfort 
and  to  the  ever-increasing  utility  of 
the  limb.  Hip  control,  dural  light  con- 
struction, natural  action  joints,  the  flexi- 
ble foot,  are  a few  of  the  many  ad- 
vancements of  recent  years. 

The  many  Hanger  companies  In  many  key  cities 
throughout  the  United  States  are  constantly  study- 
ing, planning,  and  developing  new  Improvements 
to  give  you  an  ever  better  artificial  limb. 
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ty  Medical  Society,  of  Kentucky  is  the 
host  Society.  It  is  a Kentucky  meeting. 


THE  VALUE  OF  MEMBERSHIP  IN 
MEDICAL  ASSOCIATIONS  AND 
ATTENDANCE  AT  MEDICAL 
MEETINGS 

Success,  whether  measured  by  achieve- 
ment, confidence  gained,  or  by  monetary 
standards,  comes  largely  through  achieve- 
ment and  maintenance  of  competence.  A 
physician,  like  persons  engaged  in  other 
fields  of  endeavor,  must  keep  abreast  of  the 
latest  developments  and  methods  in  his  field 
in  order  to  maintain  competence. 

rOHE  SOUTHERN  MEDICAL  ASSOCIA- 
TION  was  founded  in  1906  for  the  pur- 
pose of  developing  and  fostering  scientific 
medicine  and  surgery  in  the  South  and  in  its 
forty-three  years  of  existence  has  never  devi- 
ated from  this  objective.  Through  attend- 
ing the  annual  meetings  of  the  Southcra 
Medical  Association  and  by  reading  The 
Southern  Medical  Journal,  thousands  of 
physicians  of  the  South  arc  taking  an  im- 
portant step  toward  achieving  and  main- 
taining their  competence  in  the  constantly 
changing  field  of  medicine. 

T3  EGARDLESS  of  what  any  physician  may 
-*-^be  interested  in,  regardless  of  how  gen- 
eral or  how  limited  his  interest,  there  is  al- 
ways a program  at  the  meeting  and  articles 
in  the  Journal  to  challenge  that  interest. 

1 1 ^HF.  MEETING  this  year  will  be  composed 
of  thirty-two  sessions  of  the  twenty-one 
sections,  two  General  Clinical  Sessions  and 
two  conjoint  meetings.  Eligible  members  of 
state  and  county  medical  societies  in  the 
South  should  be  and  can  be  members  of  the 
Southern  Medical  Association.  The  annual 
dues  of  $5.00  include  the  Southern  Medical 
Journal,  a journal  that  should  be  a "must” 
on  every  physician’s  reading  list. 

SOUTHERN  MEDICAL  ASSOCIATION 

Empire  Building 

BIRMINGHAM  3,  ALABAMA 


K/"”  While  careful  supervision  is 

^ commonly  maintained  over 

the  feeding  of  infants,  in  too  many  cases  the 
nutrition  of  older  children  escapes  the  doc- 
tor’s supervision.  Dietary  surveys  of  older 
children  have  shown  a high  incidence  of 
malnutrition. 

Mead’s  Oleum  Percomorphum  With 
Other  Fish  Liver  Oils  and  Viosterol  is  a re- 
liable, convenient  product  for  providing 
vitamin  D in  addition  to  vitamin  A.  The 
vitamin  D exercises  a favorable  influence  on 


OLEUM  PERCOMORPHUM 

DROPPER  BOTTLES— 10  cc.  and  50  cc.  (60,000  units 
vitamin  A and  8,500  units  vitamin  D per  gram). 

CAPSULES — Bottles  of  50  and  250  capsules  (5,000 
units  vitamin  A ; 700  units  vitamin  D per  capsule). 


calcium  and  phosphorus  metabolism,  plays 
an  important  role  in  tooth  formation,  and, 
in  some  instances,  aids  in  preventing  and 
arresting  dental  caries. 

With  the  possible  exception  of  the  middle 
of  the  first  year,  the  need  for  vitamin  D is 
probably  greater  during  adolescence  than 
at  any  other  time. 
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GUEST  EDITORIAL 
A Matter  of  Professional  Ethics 

The  medical  profession  and  tlie  laity  have  very  different  conceptions  of  the  reasons 
for  a code  of  medical  ethics.  The  medical  profession  in  its  highest  purpose  be- 
lieves among  other  things  that  the  practice  of  medicine  should  have  a code  of  ethics  to 
protect  the  welfare  of  the  public,  to  advance  the  science  and  art  of  medicine  and  to 
regulate  the  conduct  of  physicians  who  may  be  jointly  interested  in  the  care  of  a 
patient.  There  is  a practical  reason  for  a code  of  ethics  in  the  practice  of  medicine  and 
when  medical  ethics  has  no  direct  bearing  on  the  welfare  of  the  patient  and  does  not 
tend  to  advance  medical  science,  it  has  no  very  valid  defense  and  cannot  long  survive. 
The  lay  public  often  criticizes  the  ethics  of  medicine,  and  mistakenly  regards  it  as  a 
secret  code  which  the  doctor  follows  for  his  own  selfish  advantages. 

In  recent  years  the  term  “professional”  has  been  extended  to  include  other  occupa- 
tions than  those  of  law,  medicine  and  the  ministry.  One  of  the  most  popular  professions 
today  is  that  of  baseball,  but  such  a profession  differs  vastly  from  that  of  medicine. 
While  the  physician  is  justified  in  making  a living  out  of  medical  practice,  he  is,  at 
the  same  time,  or  should  be,  vitally  concerned  with  the  public  welfare.  The  main  pur- 
pose of  the  professional  baseball  player  is  to  make  money. 

The  greater  the  control  of  medicine  by  government,  the  greater  will  be  the  sacrifice  of 
medical  ethics  and  ideals.  The  practice  of  medicine  under  government  control  will 
reduce  a once  learned  profession  with  high  ideals  to  the  level  of  any  salaried  occupation. 

It  is  not  the  purpose  of  this  article  to  go  into  a discussion  of  medical  ethics  in 
general  but  to  mention  one  feature  which  occurs  with  increasing  frequency  in  this  com- 
munity and  which  tends  to  detract  from  a proper  ethical  relationship  among  physicians. 

In  this  day  of  specialization,  frequent  consultations  are  required.  It  may  not  be 
feasible  for  the  doctor  requesting  the  consultation  to  Ije  present  when  the  patient  is 
examined  by  the  consultant.  The  writer  believes  that  a great  deal  was  sacrificed  in 
the  value  of  consultation  when  this  custom  was  practically  abandoned  for  time-saving 
purposes.  As  a matter  of  fact,  practically  the  only  joint  consultations  now  held  are  on 
cases  in  litigation  when  the  patient’s  attorney  wishes  his  medical  representative,  and 
often  himself,  to  be  present  at  the  consultation.  This  type  of  consultation  is  usually  not 
very  satisfactory. 

In  connection  with  consultations  and  the  ethical  relationship  incident  thereto,  the 
writer  wishes  to  cite  the  following  example  for  consideration.  A general  practitioner  in  a 
distant  town  refers  a patient  to  a surgeon  to  verify  or  rule  out  a surgical  lesion.  In  his 
study  of  the  case  the  surgeon  finds  it  desirable  to  have  the  opinion  of  a specialist  in 
another  field  and  such  consultation  is  requested.  After  examining  the  patient,  the 
second  consultant  sends  the  patient  home  and  reports  directly  to  the  family  physician, 
without  mentioning  this  to  the  surgeon  and  without  explaining  to  the  family  physician 
how  he  happened  to  be  in  on  the  case.  The  general  practitioner  may  never  have  heard 
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of  this  second  consultant.  It  is  at  once  apparent  just  what  this  action  might  lead  to. 
Tlie  patient  is  confused  and  does  not  know  where  to  turn  for  information.  The  general 
practitioner  feels  that  the  surgeon,  to  whom  he  sent  the  patient,  has  taken  no  interest  in 
the  case,  not  having  made  any  report,  while  the  surgeon  is  left  in  an  embarrassing  posi- 
tion indeed.  Often  in  such  cases,  conflicting  opinions  are  given  to  the  general  practi- 
tioner, adding  to  the  general  confusion  and  dissatisfaction. 

In  the  writer’s  opinion,  it  is  the  duty  of  the  consultant  to  make  his  report  only  to  the 
physician  requesting  the  consultation.  'I'he  consultant  should  also  recognize  the  dif- 
ference in  a request  for  examination  and  a request  to  take  over  the  management  of 
the  case. 

Of  course,  incidents  such  as  described  above  may  be  prevented  by  the  simple  pro- 
cedure of  not  referring  patients  to  those  consultants  who  persist  in  this  practice  l)ut  it 
seems  the  matter  should  be  considered  by  the  profession,  for  the  good  of  the  patient  and 
for  the  promotion  of  better  feeling  among  consultants  and  the  profession  as  a whole. 

Claude  C.  Coleman 

Medical  College  of  Virginia 
Richmond,  Virginia 


Bibliotheca  Obstetrica 

Jason  a Tka'jts,  1486-1558.  (.A.lso  known  as  Jason  van  de  Velde,  Jason  Pratensis 
and  Jason  van  de  iMeerche) 

De  Pariente  et  j'artu  liber  Ant.  1527,  (ML).  This  is  the  second  work  on  obstetrics. 
It  is  extremely  rare,  no  other  copy  being  listed  in  the  Union  Catalogue  of  the  Library  of 
Congress.  I have  a translation  in  ms.  by  Herbert  Spencer.  It  gives  a contemporaneous 
descrij)tion  of  ante-  intra-  and  post-partum  care,  breech  delivery,  the  kneeling  posture, 
care  of  the  infant,  instillation  of  oil  into  the  infant’s  eyes,  etc.  Jason  is  skeptical  about 
the  influence  of  odors  upon  the  behavior  of  the  uterus,  contrar}’  to  the  belief  generally 
held  at  the  time. 

Jason  was  born  in  Zyriksee  in  the  island  of  Zeeland  in  1486  and  died  in  his  native 
town  in  1558.  Apparently  he  studied  at  the  University  of  Louvain  and  in  Antwerp 
under  the  Surgeon  IMarturus  Hessel.  He  became  body  physician  to  Maxmillian  of 
Burgundy.  At  one  time  he  was  alderman  or  sheriff  of  Veere.  He  published 

“De  uteris  libri  duo”.  Ant.  1524,  Amst.  1657. 

“De  Pariente  et  partu”  Ant.  1527,  Amst.  1657. 

“De  arcenda  sterilitate  et  i)rogignendis  liberis”  Ant.  1531,  .\nist.  1657. 

“De  tuenda  sanitate  libri  quatuor”  Ant.  1538. 

“De  cerebri  morbis  liber”  Basel  1545. 

“Sylva  carunium  adolescentiae”  Ant.  1530.  ' 
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THE  EARLY  RECOGNITION  OF  THE  PSYCHOSES* 


P.  H.  Drewry,  Jr.,  M.D., 

Associate  Professor  of  Psychiatry,  Medical  College  of  Virginia, 
Richmond,  Virginia. 


Not  infreciuently  some  tragedy  occurs  whicli 
dramatically  brings  to  the  attention  of  the  pro- 
fession the  fact  that  a psychotic  individual  has 
not  been  recognized  as  such.  These  incidents  are 
e.xemplified  by  the  suicide  of  an  individual  with 
an  unrecognized  psychotic  depression,  or  perhaps  a 
murder  committed  by  a patient  with  an  unsus- 
pected paranoid  reaction.  Fortunately,  such  dis- 
tressing incidents  are  not  everyday  occurrences,  but 
frequently  the  psychiatrist  sees  patients  whose 
chances  of  recover}-  from  a psychosis  have  been 
jeopardized  by  too  long  a delay  in  recognition,  or 
a patient  who  has  been  put  to  the  expense  of  an  op- 
eration for  what  actually  was  a psychotic  symptom. 
This  statement  is  not  intended  as  a criticism,  how- 
ever, for  it  is  a well  known  fact  that  in  many  medi- 
cal schools,  even  now,  the  “training”  in  pyschiatry 
consists  of  only  a few  lectures  which  describe-  far- 
advanced  cases  of  mental  illness,  and  give  no  in- 
formation on  the  early  sATnptoms  of  the  various 
psychoses.  Furthermore,  the  text-books  of  psychia- 
try tend  to  emphasize  the  classical  pictures  of  the 
psychoses,  rather  than  the  early  stages,  and  thus  are 
of  little  help  to  the  practitioner  who  suspects  seri- 
ous trouble  and  tries  to  find  help  from  these  books. 
When  he  looks  in  them,  he  finds  descriptions  of  the 
end-results,  rather  than  the  prodomal  signs  and 
symptoms. 

The  first  problem  with  which  we  are  faced  is 
the  definition  of  “psychosis”.  Webster^  defines  it 
as  “mental  disease — any  serious  mental  derange- 
ment”. This  is  not  satisfactory,  for  some  of  the 
psychoneuroses,  such  as  the  compulsive-obsessive 
type,  may  actually  be  more  serious  (in  the  sense  of 
the  degree  of  disability  produced)  than  some  of  the 
psychotic  reactions,  such  as  a mild  manic-depressive 
depression.  The  compulsive-obsessive  may  get 
worse  in  spite  of  treatment,  while  the  manic-depres- 
sive may  often  be  expected  to  recover  without  any 
treatment.  Hinsie-  defines  “psychosis”  as  “mental 
disorder  of  a more  or  less  special  kind,  which  may 
or  may  not  be  associated  with  organic  disease — a 

•Read  before  the  Lynchburg  Academy  of  Medicine  on 
March  14,  1949. 


psychosis  is  usually  a severer  type  of  mental  dis- 
order in  the  sense  that  all  the  fonns  of  adaptation 
(e.g.,  social,  intellectual,  professional,  religious, 
etc.)  are  disrupted.  In  other  words,  the  disorgani- 
zation of  the  personality  is  extensive”.  Actually, 
the  frequency  of  the  psychoneurotic,  or  “milder” 
type  of  reaction,  is  much  greater  and  harder  to  di- 
agnose early  than  the  psychotic  reaction.  It  may  be 
said,  however,  that  often  a psychosis  in  its  earlier 
stages  presents  the  picture  of  a psychoneurosis.  In 
this  paper,  consideration  will  be  limited  to  early 
diagnosis  of  psychotic  states,  and  treatment  will  not 
be  discussed.  The  subject  will  be  approached  by 
describing  the  early  signs  and  s}'mptoms  of  the- 
commoner  psychotic  reaction  types,  stressing  par- 
ticularly those  s}-mptoms  which  are  a])t  to  be  the 
first  to  appear  in  each  of  these  types. 

For  practical  purposes,  the  psychoses  may  be  di- 
vided roughly  into  two  major  groups,  that  is,  the 
“organic”  and  the  “functional”.  In  the  “organic”, 
definite  patholog}-  of  the  brain  exists,  while  in  the 
“functional”,  pathological  findings  are  not  dem- 
onstrable to  sufficient  extent  that  they  explain  the 
reaction. 

“Organic”  Psychoses 

Any  serious  organic  disease  may  have  an  asso- 
ciated psychotic  reaction,  and  as  far  as  the  psy- 
chiatrist is  concerned  the  chief  diagnostic  error  noted 
in  this  group  is  that  the  referring  physician  may 
have  been  so  impressed  by  the  mental  symptoms 
that  he  overlooked  the  physical  signs  which  pointed 
to  the  correct  diagnosis.  This  is  particularly  true 
in  the  case  of  brain  tumors  involving  the  frontal 
lobe,  where  the  onset  is  marked  by  a change  of  per- 
sonality in  the  patient  prior  to  the  onset  of  the 
classical  findings  associated  with  increased  intra- 
cranial pressure.  Such  tumors  often  are  ver\’  diffi- 
cult to  diagnose,  but  even  general  paresis  may  go 
unsuspected  in  its  early  stages  and  be  relatively  far- 
advanced  before  its  existence  is  suspected.  Equally 
common  failures  of  diagnosis  are  found  in  some  of 
the  intoxications,  especially  bromide  intoxication  in 
the  patient  who  has  no  rash,  and  has  been  taking 
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some  j)roprietary  medication  without  his  physician’s 
knowledge.  There  is  little  purpose  in  listing  all  of 
the  organic  reaction  types,  but  the  diseases  most 
commonly  acting  as  precipitating  factors  (or 
causes)  are  ( 1 ) general  systemic  diseases  which 
produce  a toxic  state,  such  as  the  febrile  illnesses; 
(2)  infections  showing  a predilection  for  the  cen- 
tral nervous  system,  such  as  syphilis  and  epidemic 
encephalitis;  (3)  neoplasms  of  the  brain,  particu- 
larly those  in  the  frontal  lobes;  (4)  metabolic  dis- 
orders, such  as  thyrotoxicosis  and  diabetes;  (5)  the 
intoxications  due  to  alcohol,  bromides  or  other 
drugs;  (D)  trauma  to  the  brain,  and  (7)  processes 
which  are  of  unknown  origin,  such  as  senility  and 
cerebral  arteriosclerosis.  Properly  speaking,  these 
diseases  in  themselves  are  not  within  the  province 
of  the  psychiatrist,  except  perhaps  for  central  nerv- 
ous system  syphilis.  In  many  instances,  however, 
the  first  warning  that  one  of  them  exists  is  in  the 
form  of  some  personality  change,  and  the  relatives 
may  bring  the  patient  to  the  physician  with  the 
complaint  that  his  behavior  has  become  unusual. 

It  is  not  my  intention  to  discuss  the  physical  find- 
ings of  any  of  these  diseases,  but  it  is  urged  that 
a very  careful  and  complete  physical  and  neurologi- 
cal examination  be  made  of  any  patient  with  a 
complaint  of  mental  s)Tnptoms  before  any  conclu- 
sion is  reached.  All  too  often  the  mental  symptoms 
overshadow  the  physical  signs,  and  an  error  in  diag- 
nosis occurs. 

As  for  the  psychiatric  examination,  the  early 
signs  of  any  “organic”  psychosis  are  essentially  the 
same  and  for  the  most  part  can  easily  be  elicited 
from  the  history  given  by  relatives  and  from  the 
examination  of  the  patient.  One  will  find  changes 
of  some  degree  in  the  fields  of  intellect,  mood,  and 
judgment,  and  the  findings  are  characteristic. 

Insofar  as  intellect  is  concerned,  the  patient  shows 
a diminution  of  the  capacity  for  attention  and  con- 
centration, and  this  may  even  be  his  presenting 
complaint.  There  is  also  a disturbance  of  memory, 
particularly  the  ability  to  remember  recent  events. 
In  addition,  he  is  likely  to  show  some  degree  of 
disorientation  in  the  spheres  of  time,  place  and 
person.  Disturbances  of  mood  are  almost  invariably 
present  in  the  organic  psychoses  and  are  manifested 
in  a characteristic  way.  The  patient  shows  a la- 
bility, or  instability,  of  mood,  becomes  quickly  tear- 
ful over  trivialities,  and  as  quickly  unduly  happy 


over  other  trivialities.  Di.sturbances  of  judgment 
vary  in  direct  proportion  to  the  amount  of  brain 
damage,  and  are  more  apt  to  be  noted  early  in  the 
patient  who  has  shown  an  ususually  marked  ability 
to  cope  successfully  witli  the  management  of  his 
affairs.  For  example,  the  errors  of  judgment  of  the 
president  of  a bank  are  more  likely  to  be  noticed 
early  than  are  the  errors  of  judgment  of  an  illiterate 
oyster  shucker. 

Finally,  a careful  physical  examination  should 
show  something  which,  in  association  with  the  men- 
tal findings  previously  outlined,  suggests  an  or- 
ganic psychosis  in  its  early  stage.  One  should  not 
have  to  wait  for  the  onset  of  delusions  and  hallucina- 
tions. .Vs  an  example,  the  following  case  is  illus- 
trative : 

Case  I : The  patient  was  a 50  year  old,  married, 
white  male  with  a history  of  a personality  change 
manifested  by  ill  temper  and  general  malaise  begin- 
ning about  a year  previous  to  hospitalization.  Two 
months  later  weakness  of  the  left  arm  developed, 
and  the  patient  had  frequent  temper  tantrums,  dif- 
ficulty remembering  recent  events,  insomnia,  and 
inability  to  understand  things  which  were  told  him. 
Five  months  after  onset  he  developed  a generalized 
weakness  of  the  left  side,  and  upon  the  advice  of 
his  physician  all  of  his  upper  teeth  were  extracted, 
but  without  relief. 

At  about  this  time  he  began  accusing  his  wife  of 
infidelity.  His  condition  slowly  grew  worse,  and 
nine  months  after  onset  he  fell  from  a ladder  while 
painting.  He  saw  another  physician  who  gave  him 
“arm  and  hip  shots”  for  a month,  but  there  was  no 
relief  of  symptoms,  and  his  mental  state  continued 
to  grow  worse.  His  wife  then  made  arrangements 
for  him  to  have  psychiatric  studies  and  he  was  hos- 
pitalized. 

On  admission  he  was  euphoric,  had  a flight  of 
ideas,  rambled  in  his  speech,  and  in  spite  of  being 
in  very  poor  general  physical  condition,  insisted  that 
he  had  never  felt  better  in  his  life.  His  memory  was 
very  poor  and  he  was  unable  to  do  even  the  simplest 
arithmetic.  Neurological  examination  showed  ob- 
vious weakness  of  the  left  arm  and  leg,  slurred 
speech,  fixed  pupils,  hyperactive  deep  reflexes  on 
the  left,  positive  Romberg,  and  ataxia.  As  was  to 
be  expected,  a spinal  fluid  Wassermann  was  posi- 
tive, and  the  mastic  cur\’e  was  positive.  He  was 
treated  with  malaria  and  penicillin,  slowly  im- 


1949] 


Virginia  Medical  Monthly 


615 


proved,  and  at  the  time  of  discharge  he  had  become 
neat  in  appearance,  not  overly  euphoric,  Ids  memory 
was  improved,  and  he  was  well  oriented. 

“Functional”  Psychoses 

In  the  case  of  a so-called  “functional”  psychosis, 
the  error  of  diagnosis  usually  lies  in  the  failure  to 
recognize  the  potential  seriousness  of  the  illness 
until  it  is  far  advanced.  These  patients  are  fre- 
quently found  to  have  had  personalities  which 
deviated  from  the  nonnal  as  far  back  as  childhood 
or  early  adolescence,  and  the  change  from  what  was 
merely  a person  who  was  “unusual”  into  a person 
with  a serious  mental  illness  may  be  so  gradual 
that  even  members  of  the  family  cannot  date  the 
onset  of  the  illness.  This  is  particularly  true  of 
patients  with  schizophrenia  (dementia  praecox). 
The  three  reaction  types  which  are  most  frequently 
seen  are  schizophrenia,  the  manic-depressive  group, 
and  the  involutional  psychoses.  Unlike  the  “or- 
ganic” group  previously  mentioned,  there  is  no 
common  set  of  early  symptoms  which  provides  for 
recognition  of  all,  so  it  will  be  necessary  to  discuss 
each  of  them  separately. 

Schizophrenia  is  a mental  illness  which  usually 
begins  in  adolescence  or  early  adult  life,  and  which 
ultimately  manifests  itself  in  hallucinations,  de- 
lusions and  personality  deterioration.  After  it  is 
fully  developed,  anyone  can  see  that  the  patient  is 
psychotic.  However,  its  onset  is  apt  to  be  insidious, 
and  recognition  is  consequently  delayed.  The  pa- 
tient first  appears  in  a physician’s  office  either  be- 
cause he  has  a somatic  complaint,  or  because  his 
relatives  have  noticed  peculiar  deviations  from  his 
ordinary  behavior.  Where  oddities  of  behavior  are 
reported  by  the  relatives,  the  physician  at  least  knows 
he  is  dealing  with  a psychiatric  patient,  his  ex- 
amination will  be  directed  along  psychiatric  lines, 
and  the  diagnosis  should  not  be  too  difficult.  How- 
ever, it  is  the  patient  who  seeks  the  physician  him- 
self who  may  present  a diagnostic  problem,  espe- 
cially if  he  comes  in  complaining  of  some  physical 
symptom.  This,  of  course,  is  true  of  any  of  the 
psychoses. 

One  of  the  first  signs  to  appear  in  schizophrenia 
is  usually  a withdrawal  from  the  society  of  others, 
and  is  manifested  by  shyness,  difficulty  in  self- 
expression,  and  preoccupation  with  day  dreams. 
The  patient’s  first  complaint  is  often  that  he  has 
difficulty  in  concentrating.  Recognizing  the  fact 


that  something  is  wrong,  there  may  appear  some 
degree  of  depression,  and  a preoccupation  with 
bodily  sensations.  At  this  point  the  patient  may  see 
a physician.  As  a rule,  if  the  patient  is  allowed  to 
give  his  history,  it  will  be  found  that  he  has  nu- 
merous complaints,  that  he  is  vague  in  describing 
them,  and  that,  although  he  has  sought  help,  at  the 
same  time  he  seems  reluctant  to  give  a full  history. 
If  it  is  suspected  that  his  symptoms  are  psychiatric, 
he  should  be  asked  w'hat  his  explanation  of  them 
is.  I'his  simple  question  will  frequently  solve  the 
problem,  for  it  may  bring  out  some  delusional  trend ; 
for  example,  that  his  body  is  being  subjected  to 
“radar”  directed  upon  him  by  an  enemy.  Or,  the 
question  may  be  answered  by  a statement  that 
sexual  excesses  have  caused  the  trouble.  The  latter 
is  particularly  likely  from  an  adolescent  male  con- 
cerned about  masturbation.  If,  however,  the  ini- 
tial history  does  not  bring  out  more  than  somatic 
complaints,  a careful  physical  examination  should 
be  done.  We  assume  that  this  will  be  negative,  ex- 
cept for  the  usual  low  B.M.R.  In  such  a case,  of 
course,  one  will  require  further  interviews,  and 
perhaps  conversation  with  relatives,  to  reach,  a di- 
agnosis. 

Occasionally,  a schizophrenic  will  present  him- 
self to  a surgeon  requesting  that  an  operation  be 
performed.  He  may  have  a desire  for  some  type  of 
plastic  surgery,  and  it  will  be  noted  that  his  com- 
plaint is  out  of  all  proportion  to  his  defect.  Or,  he 
may  be  convinced  that  the  removal  of  some  organ 
will  cure  him.  Needless  to  say,  the  physician  should 
beware  of  operating  upon  any  patient  who  does  not 
have  the  clinical  findings  to  justify  such  operation. 
These  patients  are  operated  upon  at  times;  they 
- usually  feel  worse  afterwards,  and  they  may  sue  or 
attempt  to  injure  the  surgeon. 

Case  II:  This  patient  was  a 19  year  old,  white 
student.  Prior  to  his  illness  he  always  did  good 
work  in  school,  but  took  little  part  in  social  ac- 
tivities, and  had  a very  limited  number  of  friends. 
His  chief  interest  was  in  reading.  He  entered  the 
Army  upon  graduation  from  high  school  at  the  age 
of  17,  and  although  homesick  during  his  brief  pe- 
riod overseas,  apparently  did  his  w'ork  satisfactorily. 
He  entered  a college  away  from  his  home  at  the  age 
of  19,  and  his  present  illness  began  at  that  time 
with  difficulty  in  concentration,  sensations  of  weak- 
ness and  faintness  while  in  class,  a feeling  of  de- 
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pression,  lack  of  aml)ition,  and  a marked  sense  of 
guilt  over  the  compulsive  masturbation  in  which  he 
had  engaged  since  the  age  of  15.  He  felt  that  this 
practice  would  bring  about  some  “disease”.  He 
began  to  avoid  the  company  of  others  and  to  drink 
beer  excessively.  Three  months  later  he  began  to 
have  vague  abdominal  pains.  These  pains  varied  in 
their  location,  bore  no  relation  to  meals,  and  after 
several  weeks  he  saw  a surgeon.  Although  he  had 
had  no  vomiting,  no  localization  of  pain  and  no 
fever,  an  appendectomy  was  performed.  Immedi- 
ately following  the  operation  he  became  mentally 
confused  and  thought  that  people  were  talking  about 
him.  He  left  the  hospital  a week  after  the  opera- 
tion, and  went  home  to  convalesce.  There  was  a 
temporary  improvement  at  home.  He  returned  to 
school  but  hallucinations,  delusions  and  inability 
to  concentrate  forced  him  to  return  home,  and  he 
was  admitted  soon  afterwards  to  a psychiatric  serv- 
ice. Electric  shock  therapy  was  instituted,  and  there 
was  some  improvement,  but  not  complete  recovery. 
The  diagnosis  in  this  case  is  dementia  praecox  of 
the  paranoid  type. 

To  summarize,  one  should  rule  out  dementia 
praecox  when  the  patient  is  an  adolescent,  or  in 
early  adult  life,  and  has  the  following  findings:  (1) 
■A.  histor}’  of  seclusiveness  and  withdrawal  from 
social  activities;  (2)  Preoccupation  with  day 
dreams;  (3)  -A  halting,  “stiff”  manner  of  present- 
ing his  history;  (4)  Excessive  preoccupation  with 
vague  somatic  complaints  which  have  no  organic 
basis,  or  an  undue  concern  over  minor  cosmetic 
imperfections,  or  a persistent  demand  for  an  un- 
necessan'  operation.  There  are,  of  course,  many 
other  findings,  and  the  danger  signals  mentioned 
above  are  presented  solely  because  the  existence  of 
any  of  them  .should  lead  the  practitioner  to  make  a 
more  thorough  psychiatric  investigation  before 
reaching  a final  conclusion. 

Manic-depressive  psychoses  usually  begin  a little 
later  in  life  than  dementia  praecox  and,  as  the  name 
implies,  are  manifested  by  either  excitement  or  de- 
pression. In  the  case  of  this  reaction,  the  patient 
in  a manic  state  is  brought  to  the  physician  by  his 
relatives  because  he  is  too  exuberant,  unjustifiably 
irritable,  and  shows  poor  judgment  in  the  manage- 
ment of  his  affairs.  He  himself  feels  so  well  that 
he  does  not  see  the  need  for  treatment,  and  there 
should  be  little  difficulty  in  diagnosis.  The  only 


difficulty  may  lie  in  the  fact  that  his  behavior  may 
be  attributed  to  alcohol  or  drugs,  but  since  we  are 
not  concerned  at  this  time  with  the  finer  points  of 
diagnosis,  it  is  ordinarily  quite  easy  to  recognize 
that  the  patient  is  mentally  ill. 

It  is  the  depressive  stage,  in  its  earl}-  phase,  that 
may  offer  a real  problem  in  recognition.  Here,  the 
patient  seeks  the  physician,  often  without  the  rela- 
tives considering  it  necessary.  Usually,  the  patients 
have  insight  into  the  fact  that  they  are  depressed, 
but  at  times  such  patients  think  that  the  depres- 
sion is  due  to  some  organic  illness,  and  the  pre- 
senting complaints  are  organic.  It  is  extremely 
important  for  the  physician  to  recognize  the  exist- 
ence of  these  depressions,  for  such  patients  are  fre- 
quently suicidal,  and  in  consequence  require  protec- 
tion from  themselves. 

The  diagnosis  in  the  average  case  is  not  difficult. 
The  patient  is  usually  an  individual  of  a moody 
t}qie,  given  to  quick  changes  in  mood  from  joy  to 
sadness  for  relatively  minor  reasons.  These  changes 
are  not  rapid,  as  they  are  in  the  patients  with  or- 
ganic psychoses,  but  rather  the  history  will  be  that 
the  patient  is  “always  either  up'  or  donm — exces- 
sively active  and  happy  for  days  at  a time,  and 
then  blue  and  slowed  down  for  awhile”.  This  is 
known  as  a “cyclothymic”  personality,  and  it  is  in 
such  personalities  that  the  manic-depressive  re- 
actions occur.  The  s}-mptoms  are  ( 1 ) mental  de- 
pression; (2)  a decreased  ability  to  think;  (3)  self- 
depreciation; (4)  an  aversion  to  the  society  of 
others;  (5)  a decrease  in  the  individual’s  ability  to 
engage  in  physical  activity;  (6)  a disturbance  in  the 
patient’s  sleep  rhythm  is  often  present,  the  patient 
frequently  being  able  to  go  to  sleep  easily,  but  wak- 
ing in  the  early  hours  of  the  morning,  and  (7)  a 
diurnal  variation  of  mood  is  often  present  in  the 
early  stages,  the  patient  feeling  worse  in  the  morn- 
ing, and  improving  toward  the  end  of  the  da}x 

Unfortunately,  there  are  atypical  manic-depres- 
sive reactions,  in  which  there  is  a mixture  of  de- 
pression, agitation  and  sometimes  mild  schizoid 
features.  The  early  stages  of  such  an  illness  as 
this  are  often  similar  to  those  of  a psychoneurosis, 
and  errors  of  diagnosis  are  likely.  The  following 
case  illustrates  this  type  of  reaction: 

Case  III:  The  patient  was  a 30  year  old,  mar- 
ried, white  woman,  who  had  been  a hard  worker 
and  apparently  well  adjusted  except  that  she  was 
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subject  to  some  mood  swings  of  a very  mild  na- 
ture. She  married  at  the  age  of  26  a man  who  was 
several  years  her  senior.  Her  husband  had  to  con- 
tribute to  the  support  of  his  family,  and,  in  conse- 
ciuence,  she  continued  her  work  as  a stenographer. 
At  the  age  of  30  she  began  to  have  difficulty  in 
sleeping,  and  tended  to  wake  early  in  the  morning. 
Such  sleep  as  she  received  was  disturbed  with 
dreams  of  falling  and  being  chased  by  animals. 
She  worried  about  small  things.  She  began  to 
have  aches  and  pains  about  various  parts  of  her 
body,  and  finally  visited  a surgeon  a month  later 
with  a complaint  of  rectal  pain  and  dyspareunia. 
The  physical  examination  at  that  time  showed  her 
to  have  a small  external  hemorrhoid  and  a tliick 
cartilaginous  hymen  of  such  a nature  as  to  pre- 
vent satisfactory'  sexual  relationships.  Under  spinal 
anesthesia  the  vagina  was  dilated,  a plastic  opera- 
tion was  performed  upon  the  hymen,  a small  anal 
fissure  was  cauterized,  and  the  external  hemor- 
rhoid was  incised.  Healing  progressed  nonnally, 
but  the  patient  became  increasingly  tense  and  anx- 
ious and  complained  that  the  pains  throughout  her 
body  were  worse,  and  that  she  was  having  more 
rectal  pain  than  she  had  previously  had.  She 
stopped  work  and  repeatedly  visited  the  surgeon’s 
office  asking  for  relief.  She  was  referred  to  a psy- 
chiatrist, and  at  that  time  appeared  depressed  and 
anxious,  e.xpressed  the  fear  that  she  might  have 
tuberculosis,  and  stated  that  she  did  not  allow’  her 
husband  to  have  intercourse  with  her  because  she 
thought  she  might  become  pregnant  (prior  to  her 
illness  she  had  wished  for  children).  Psychiatric 
treatment  was  advised,  but  the  patient  refused  this 
and  decided  to  take  a trip.  She  did  so,  but  became 
worse  w’hile  away  and  returned  home,  at  that  time 
liaving  some  rather  bizarre  complaints.  She  saw 
two  internists,  both  of  whom  made  rather  elaborate 
studies  of  her  wdthout  finding  any  organic  disease. 
Finally,  she  threatened  to  kill  herself  by  taking 
iodine,  and  a week  later  actually  attempted  suicide 
by  jumping  from  a high  bridge  into  a river.  For- 
tunately she  was  not  injured.  She  was  then  admitted 
to  a psychiatric  hospital,  and  without  any  specific 
therapy  recovered  in  a period  of  about  four  months. 
1 he  final  diagnosis  in  this  case  w’as  that  of  atypi- 
cal manic-depressive  reaction. 

In  summary,  an  individual  in  early  or  middle 
adult  life,  who  has  been  subject  to  easy  swdngs  of 


mood,  and  w'ho  complains  of  depression,  is  slowed 
dow'n  in  thinking  and  acting,  wakes  early,  feels 
worst  in  the  early  part  of  the  day,  and  may  or  may 
not  have  hypochondriacal  com])laints,  should  be  ob- 
served sufficiently  to  be  sure  whether  a manic- 
depressive  depression  exists. 

The  involutional  psychoses  constitute  the  final 
group  w’hich  shall  be  considered  in  this  paper,  and 
it  is  this  group  in  which  there  is  most  likely  to  be 
a delay  in  diagnosis.  The  onset  of  symptoms  is  in 
middle  age,  a period  when  the  individual  is  not 
only  entitled  to  a few  somatic  complaints,  but  may 
very  likely  have  some  organic  disease  of  more  or 
less  importance.  Such  patients  usually  present  them- 
selves to  the  physician  w'ith  physical  comphiints, 
and  very  frequently  the  physician  is  misled  by  find- 
ing some  organic  disorder,  which  he  pronounces  the 
cause  of  the  trouble,  later  to  find  that  relief  of  this 
organic  disturbance  has  done  no  more  than  change 
the  location  of  the  patient’s  complaints. 

The  involutional  psychoses  may  be  divided  into 
tw'o  groups,  those  whose  symptoms  are  primarily 
depressive  in  nature,  and  those  who  have  some  de- 
pression, but  are  also  paranoid.  “The  period  of 
involution  brings  with  it  a small  increase  of  schizo- 
phrenic conditions,  (and)  a more  considerable  in- 
crease of  depressions — but  the  period  of  involution 
is  to  be  sharply  differentiated  in  this  respect,  as 
well  as,  in  general,  from  senile  degeneration”.^ 

As  a rule,  the  patients  who  develop  an  involu- 
tional reaction  have  been  rather  rigid,  tense,  and 
overl3’-conscientious  individuals.  Many  of  these  pa- 
tients have  had  some  degree  of  preoccupation  with 
matters  of  health  for  many  \’ears,  and  often  have 
been  considered  as  “neurotic”  in  their  attitudes  to- 
ward their  somatic  sensations.  On  the  other  hand, 
they  have  been  successful,  and  ordinarily  such  pa- 
tients have  managed  to  make  a rather  good  living, 
and  to  be  leaders  in  the  community  iir  some  respects. 
Their  social  lives  may  have  been  restricted,  but 
their  reliability,  trustworthiness,  and  overly  scrupu- 
lous attitudes  tend  to  put  them  into  positions  of 
trust.  Naturally,  the  amount  of  innate  intelligence 
present  has  much  to  do  with  the  material  success 
of  such  a person,  but  the  basic  character  traits  are 
essentially  the  same,  regardless  of  intelligence  or 
success. 

Tlie  early  symptoms  of  an  involutional  psychosis 
are  often  difficult  to  differentiate  from  those  of  a 
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neurosis,  and,  furthermore,  the  complaints  some- 
times never  advance  beyond  those  of  a neurotic.  The 
picture  is  often  complicated  still  more  by  the  “meno- 
pausal s}Tidrome”  in  women,  where  the  onset  is  at 
middle-age,  the  menopause  is  concurrent,  and  there 
is  no  marked  progression  of  psychiatric  symptoms. 
Such  patients  may  even  give  temporary  response  to 
hormone  therapy — probably  as  much  because  of 
the  fact  that  they  are  receiving  medicine  as  because 
of  any  specific  effect  of  the  medication. 

In  consequence  of  these  factors,  it  is  very'  diffi- 
cult to  give  any  exact  prodromal  signs  or  symptoms, 
but  the  following  findings  should  lead  the  physi- 
cian to  make  a careful  investigation  before  reach- 
ing a conclusion  as  to  diagnosis: 

(1)  The  patient  is  past  40;  (2)  The  personality 
has  been  that  of  a rigid,  overly-conscientious,  and 
possibly  suspicious  person;  (3)  Social  activities 
have  been  limited;  (4)  There  has  developed  a con- 
siderable degree  of  hypochondriasis,  usually  rather 
bizarre  in  nature,  and  so  fixed  that  repeated  nega- 
tive examinations  bring  no  sense  of  relief  in  spite 
of  the  reassurance  given;  (5)  The  patient  tends 
especially  to  fear  of  cancer,  or  of  venereal  disease; 
(6)  There  is  a sense  of  guilt,  with  statements  such 
as  “I  must  have  committed  an  unpardonable  sin  to 
suffer  so  much”;  (7)  Insomnia  is  present,  and  (8) 
The  patient  is  depressed,  feels  that  his  situation  is 
hopeless,  and,  if  properly  questioned,  is  very  apt 
to  say  that  it  would  be  better  if  he  were  dead.  The 
danger  of  suicide  is  very  great  in  these  patients, 
and  should  ever  be  kept  in  mind. 

Some  of  the  involutional  psychoses  are  marked 
more  by  delusions  of  persecution  than  depression, 
but  in  all  of  them  there  is  some  degree  of  depres- 
sion, and  the  early  findings  are  usually  about  the 
same.  Where  the  patient  who  is  primarily  depressed 
may  say  that,  because  of  his  sinful  behavior  he  has 
developed  cancer,  the  paranoid  patient  may  say 
that  his  abdominal  pains  are  brought  about  by 
poisons  that  his  enemy  has  administered.  But,  in 
either  case,  both  patients  are  depressed  and  the 
hypochondriacal  complaints  are  apt  to  be  bizarre. 

Case  IV:  This  patient  was  a white  woman  of 
51  who  was  a widow  and  who  was  admitted  to  a 
hospital  on  the  medical  service  for  diagnostic  studies 
to  see  whether  she  had  gallbladder  disease  or  car- 
cinoma of  the  gastro-intestinal  tract.  The  history 
showed  that  she  had  always  been  a tense  individual 


who  worried  a great  deal  about  her  health,  and 
throughout  her  life  had  been  considered  neurotic. 
Three  years  before  admission  she  had  become  de- 
pressed, cried  easily,  and  complained  continuously 
of  pains  in  the  abdomen.  She  had  been  unable  to 
do  any  work  about  the  house  for  a year  prior  to 
her  admission.  She  had  been  receiving  increasing 
quantities  of  sedatives  over  the  last  two  years  of  her 
illness,  and  had  seen  a number  of  physicians,  sev- 
eral of  whom  had  recommended  study  in  a psy- 
chiatric hospital,  but  she  had  refused  to  accept  this 
advice.  On  admission  she  was  agitated,  cried  easily, 
and  was  convinced  that  she  had  cancer.  On  the 
night  of  admission  she  was  noted  to  be  very  con- 
fused mentally,  did  not  know  where  she  was  or 
how  she  had  arrived  there,  was  noisy  and  ap- 
parently delusional.  She  was  found  to  have  a high 
blood  bromide,  and  was  transferred  to  the  psychia- 
tric service.  On  the  psychiatric  service  the  bromide 
intoxication  rapidly  disappeared,  but  the  patient 
continued  to  be  depressed  and  agitated.  A week 
after  admission  she  committed  suicide  with  a razor 
blade  which  she  had  apparently  successfully  con- 
cealed in  the  lining  of  some  of  her  clothing. 

This  patient  had  developed  an  involutional  psy- 
chosis of  a depressed  type,  and  as  a result  of  the 
excessive  use  of  bromides  had  also  acquired  bro- 
mide intoxication  which  had  masked  the  under- 
lying psychotic  reaction. 

Conclusion 

In  this  paper,  an  effort  has  been  made  to  review 
some  of  the  commoner  psychotic  reactions,  with 
emphasis  on  their  early  signs  and  symptoms.  Space 
does  not  permit  a discussion  of  all  of  the  psychotic 
reactions.  It  is  also  realized  that  the  dividing  line 
between  psychosis  and  neurosis  is  often  hard  to 
determine,  and  that  errors  of  diagnosis  are  some- 
times apt  to  occur  in  spite  of  the  care  with  which 
the  patient  is  studied.  The  case  used  to  illustrate 
the  manic-depressive  depression  especially  illus- 
trates this,  for  here  we  have  a patient  with  an  atypi- 
cal reaction  whose  early  symptoms  were  more  sug- 
gestive of  the  psychoneurotic,  and  where  the  diag- 
nosis was  not  finally  made  until  hospitalization 
after  an  unsuccessful  suicidal  attempt  allowed  ob- 
servation. 

As  a general  principle,  the  best  means  of  de- 
tecting any  mental  illness  is  to  allow  the  patient  to 
give  his  history,  and  this  applies  particularly  to 
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the  psychotic.  Furthermore,  a careful  physical  ex- 
amination must  always  be  done,  for  the  first  im- 
pression of  a mental  illness  will  very  frequently 
depend  upon  the  discrepancy  between  the  complaint 
and  the  physical  findings.  The  physician  who  is  in 
too  much  of  a hurry  is  the  one  most  likely  to  err 
in  diagnosis,  and  the  problem  of  the  recognition  of 
the  existence  of  a psychosis  would  not  be  so  great 
if  the  practitioner  kept  always  in  mind  that  psy- 
choses do  occur. 

There  is  a tendency  on  the  part  of  all  of  us  to 
belittle  the  small  signs  of  personality  disturbance, 
for  all  of  us  know  people  with  minor  abnormalities 
who  seem  to  get  along  well.  Yet,  it  is  just  such 
small  signs  which  often  give  us  a clue  to  the  exist- 
ence of  a psychosis.  Not  ever}'  introvert  is,  by  any 
means,  a schizophrenic,  but  when  a psychosis  de- 
velops in  an  introvert,  it  will  probably  be  schizo- 
phrenic in  nature.  Thus,  it  is  important  to  know 
the  basic  personality  type  of  the  patient. 


The  earliest  sign  of  a psychosis,  regardless  of  its 
nature,  is  most  likely  to  be  a change  in  personality. 
This  change  ordinarily  represents  an  exaggeration 
of  the  patient’s  usual  personality  and  thus  the  state- 
ments of  relatives  should  never  be  ignored.  In  fact, 
where  psychiatric  illness  is  suspected,  those  close  to 
the  patient  should  be  sought  out  and  questioned  as 
to  whether  the  patient  has  become  “different”  in 
any  way. 

Finally,  one  should  look  with  care  into  complaints 
of  insomnia,  depression,  difficulty  in  concentration, 
or  fixed  hypochondriacal  ideas  which  persist  in 
spite  of  all  negative  studies.  As  has  been  said, 
these  are  often  the  prodromal  symptoms  of  psy- 
chotic episodes. 
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Antibiotic  Drug  For  Skin  Disease. 

Successful  use  of  an  antibiotic  drug,  bacitracin, 
for  impetigo  and  other  skin  diseases  is  reported  in 
the  September  17th  Journal  of  the  American  Medi- 
cal Association. 

Bacitracin  is  thought  to  be  especially  valuable 
because  it  apparently  causes  few  allergic  reactions, 
say  Drs.  Jack  L.  Derzavis  of  Georgetown  Univer- 
sity School  of  Medicine,  Washington,  D.  C.,  and 
J.  Sidney  Rice  and  Louis  S.  Leland  of  the  U.  S. 
Army  jMedical  Corps,  Washington,  D.  C.  In  con- 
trast, use  of  sulfa  drugs  and  penicillin  for  skin 
diseases  has  the  drawback  that  some  patients  be- 
come hypersensitive  to  these  substances  which  they 
may  need  later  for  severe  infections,  such  as  pneu- 
monia. To  determine  human  sensitivity  to  baci- 
tracin, the  doctors  made  patch  tests  of  150  adults 
by  applying  a small  amount  of  the  drug  to  the 
skin  for  48  hours.  All  of  the  tests  were  negative 


for  reaction  to  bacitracin.  A fortnight  later,  50  of 
these  same  persons  were  retested  by  the  patch 
method  on  the  same  site  for  another  48  hours.  .Ml 
test  sites  were  again  normal  after  the  patches  were 
removed.  “These  results  seemed  indicative  of  low 
allergenicity  and  were  subsequently  corroborated 
by  the  occurrence  of  only  one  case  of  dermatitis  of 
the  contact  type  [inflammation  of  the  skin  from 
contact  with  a substance]  among  the  138  patients 
subsequently  treated  with  bacitracin  ointment.” 

Only  skin  diseases  which  respond  well  to  treat- 
ment with  penicillin  and  the  sulfa  drugs  were 
treated  with  bacitracin.  Of  the  138  patients,  128 
were  cured  by  the  newer  antibiotic  drug,  five  were 
improved,  and  only  five  failed  to  improve.  Results 
against  contagious  impetigo  are  especially  note- 
worthy. Vlany  of  these  eruptions  were  cured  in  48 
hours  after  treatment  with  bacitracin  was  begun. 
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MALIGNANT  LYMPHOMA:  A CLINICO-PATHOLOGIC-RADIO- 
THERAPEUTIC  CLASSIFICATION 


P.  F.  Sahyoun,  M.D., 

S.  J.  Eisenberg,  M.D., 
and 

F.  B.  Mandeville,  M.D., 

Departments  of  Surgery  and  Radiology,  Medical  College  of  Virginia, 
Richmond,  Virginia. 


Recently  two  of  us^  have  presented  a classifica- 
tion of  Hodgkin’s  disease  based  upon  a study  of 
this  condition  with  a correlation  of  the  histologi- 
cal and  clinical  data  and  radiotherapeutic  response. 
Since  Hodgkin’s  disea.se,  as  well  as  all  the  so-called 
hanphomas  arise  from  the  mesenchyme,  a similar 
classification  of  all  this  group  of  tumors  becomes 
of  primar}'  importance  to  make  the  subject  compre- 
hensible and  applicable  for  clinicians.  In  the  study 
of  our  own  material,  a number  of  cases  had  to  be 
rejected  because  they  proved  to  be  of  neural  crest 
origin.  These  tumors  mimicked  lymphomas  to  a re- 
markable degree  and  made  us  wonder  whether  or 
not  other  students  of  the  subject  have  had  similar 
experiences.  This  finding  alone  made  our  series  of 
cases  appear  much  smaller  than  the  series  we  started 
with.  Moreover,  in  our  work  we  have  experienced 
giant  follicular  hinphomas  becoming,  in  the  course 
of  time,  lymphogranulomatous  or  sarcomatous. 
However,  we  do  not  believe  that  the  reverse,  i.e., 
lymphogranuloma  or  hinphosarcoma  may  revert  to 
the  more  benign  Brill-Symmers  disease. 


Gall  and  Mallory 

Classification  Proposed  Classification 


Stem  Cell  Lymphoma 

Stem  Cell  Sarcoma 

Clasmatocytic  Lymphoma 

Clasmatocytoma 

Lymphoblastic  Lymphoma 

Reticulum  Cell  Sarcoma 

* 

Lymphocytic  Lymphoma 

Lymphosarcoma  with  Blood 
Inv'asion  or  Leukosarcoma 

Lymphosarcoma  without 
Blood  Invasion 

Hodgkin’s  Lymphoma 

Hodgkin’s  Disease: 

a.  Compactly  Cellular 

b.  F’brogranulomatous 

c.  Loosely  Cellular  . . . 

Acute 

Hodgkin’s  Sarcoma 

Hodgkin’s  Sarcoma 

Follicular  Lymphoma 

Giant  Follicular  Lymphoma 

Fir.  1. — Classification  of  the  malignant  lymphomas. 


It  is  well  known  that  tumors  of  more  mature  cell 
t}73es  are  in  general  easily  diagnosed  microscopical- 
ly. Other  tumors,  usually  more  malignant,  arising 
from  more  primitive  forms  of  these  cells,  tend  to 
revert  to  a more  primitive  and  therefore  more  com- 
mon form,  morphologically,  chemically  and  enzjTno 
logically.  For  this  reason,  the  subclassification  of 
these  malignant  tumors  is  often  difficult  and  contro- 
versial. In  the  hanphoma  group,  reliable  critera 
are  few  and  any  addition  to  this  field  of  knowledge 
should  be  worth  while.  We  believe  that  there  are 
definite  critera,  based  on  solid  anatomical  and  other 
evidence,  which  can  be  of  use  in  their  differential 
diagnosis. 

Because  of  the  border-line  cases,  the  so-called 
atypical  tumors,  Sugarbaker  and  Craver,^  in  dis- 
cussing the  prognosis  of  l}Tnphosarcoma,  say,  “the 
histologic  picture,  so  helpful  in  the  prognostication 
of  many  tumors,  is  of  little  aid  here.”  We  feel  con- 
fident that  as  much  prognostication  may  be  derived 
from  the  histologic  findings  of  malignant  hinphomas 
as  from  the  histologic  findings  in  other  types  of  new 
growths. 

After  a comparison  was  made  of  the  various  clas- 
sifications offered  in  the  literature,  we  concluded 
that  a modified  “Gall  and  Mallory”®  classification 
was  most  suited  to  the  problem. 

The  .object  of  this  proposed  classification  is  to 
point  out  that  the  so-called  Stem  Cell  Sarcoma  re- 
sembles the  undifferentiated  mesenchyme  (Fig.  2), 
and  that  any  tumor  included  under  the  mesenchjTnal 
heading,  when  it  becomes  anaplastic,  will  develop 
into  a cell  type  which  approaches  morphologically 
the  primitive  mesenchyme,  regardless  of  whether  its 
origin  he  lipoid,  fibroblastic,  myeloid  or  lymphoid, 
etc.  This  sliding  scale,  with  the  primitive  mesen- 
chyme at  one  end,  and  the  fully  differentiated  tis- 
sues at  the  other  end,  was  used  in  the  prognostica- 
tion of  all  the  tumors  of  the  mesenchymal  group 
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Fig.  2.- — Proliferation  of  mesenchymal  cells  from  a case  of  mediastinitis  ; the  photomicrograph  shows  the 
indefinite  cellular  outlines,  and  the  large,  pale,  rounded  or  oval,  vesicular  nuclei  which  contain  large 
prominent  nucleoli.  These  nucleoli  resemble  clusters  of  chromatin  material.  Note  the  similarity  to 
stem  cell  sarcoma  (Fig.  3).  Hematoxylin  and  eosin  stain  x 800. 


and  it  was  found  that  the  nearer  the  structure  of  the 
tumor  approaches  the  indifferent  mesenchyme  the 
more  rapid  is  its  course  and  the  more  dismal  is  its 
prognosis.  Both  Maximow  and  Bloom^  and  Jordan^ 
agree  with  Heidenhain  that  the  primitive  mesen- 
chyme is  a pale  cytoplasmic  syncytium  which  con- 
tains the  various  fibrils  and  fibres,  and  in  the  sub- 
stance of  which  are  scattered  oval  or  rounded  pale 
vesicular  nuclei  with  delicate  nuclear  membranes. 
Each  nucleus  contains  one  or  more  large  prominent 
nucleoli  resembling  clusters  of  chromatin  material. 

1.  Stem  Cell  Sarcoma  (3  Cases) 

(a)  Histologic  Picture;  (Fig.  3).  The  tumor  shows 
sheets  of  large  cells  with  very  indistinct  scanty  cyto- 
plasm and  indistinguishable  cell  outlines.  'Plie  nu- 
clei are  large,  pale,  vesicular  and  rounded  or  oval 
with  delicate  nuclear  membranes.  In  the  substance 
of  each  nucleus  there  are  one  or  more  prominent 
nucleoli,  which  look  like  clusters  of  chromatin. 


iMitotic  figures  are  numerous,  and  multi-nucleated 
syncytial  masses  may  be  found.  The  tumor  is  highly 
invasive  and  rich  in  blood  supply. 

(b)  Cytological  Differential  Features:  The  above 
features  are  distinctive. 

(c)  General  Clinical  Manifestations:  There  is 
rapid  enlargement  of  a mass  or  lymph  glands  which 
may  be  either  superficial,  deep,  or  within  body  cavi- 
ties, or  in  all  these  situations. 

(d)  Laboratory  Characteristics:  Two  of  the  three 
cases  showed  w.b.c.  and  r.b.c.  in  the  urine,  but  no 
albumin.  Granular  casts  were  present  in  one  in- 
stance. One  patient  had  a microcytic  tvpe  of  anemia. 

(e)  Clinical  Differential  Features:  The  clinical 
resemblance  to  all  the  more  malignant  members  of 
the  lymphoma  group  is  marked.  Jntra-abdominally 
the  tumor  may  simulate  an  acute  surgical  abdomen, 
one  of  our  own  cases  having  been  explored  because 
of  a pre-operative  diagnosis  of  appendiceal  abcess. 
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Fig.  3. — Stem  cell  sarcoma.  The  structure  resembles  that  of  primitive  mesenchymal  syncytium.  The 
cytoplasm  is  scanty : cell  outlines  are  very  indefinite ; the  nuclei  are  vesicular,  and  two  to  four  times 
the  size  of  lymphocytes  : each  has  a delicate  nuclear  membrane,  scanty  chromatin  and  one  or  more 
prominent  nucleoli  which  look  like  clusters  of  chromatin  material.  Mitotic  figures  are  numerous  and 
multinucleated  syncytia  may  be  irregularly  scattered  throughout  the  section.  Hematoxylin  and  eosin 
stain  X 800. 


(f)  Response  to  Irradiation:  The  immediate  re- 
sponse is  good,  with  rapid  reduction  in  the  size  of 
the  tumor  in  2 to  1 4 days.  However,  there  is  re- 
currence or  appearance  of  new  tumors  in  from  1 to 
5 months.  In  Gall  and  Mallory’s  series  12%  failed 
to  exhibit  any  favorable  response.  All  our  cases 
were  traced  and  all  died  within  one  year. 

(g)  Course  and  Life  Expectancy:  The  course  is 
rapid  with  a maximum  life  expectancy  of  approxi- 
mately 12  months,  which  was  true  in  all  our  cases. 

2.  Clasmatocytoma  (6  Cases) 

(a)  Histologic  Picture:  The  tumor  shows  reticulo- 
endothelial sheets  similar  to  the  stem  cell  with  the 
same  prominent  nucleoli.  There  is  much  destruction 
of  the  architecture  of  the  t’ssue  in  which  it  is  found. 
Bizarre  forms,  multinucleated  cells  and  mitotic  fig- 
ures are  numerous,  and  phagocytosis  may  be  seen  in 
some  tumor  cells.  The  tumor  is  highly  invasive  and 


rich  in  blood  supply. 

(b)  Cytological  Differential  Features:  Numerous 
giant  cells  and  bizarre  fonns  as  well  as  phagocyto- 
sis in  the  tumor  cells  are  characteristic  of  this  type. 
Gall  and  Mallory  state  that  the  cells  in  these  tumors 
simulate  more  or  less  closely  normal  clasmatocytes 
or  monocytes.  They  tend  to  be  smaller  than  the 
stem  cells  but  are  distinctly  larger  than  lymphocytes. 
The  cytoplasm  is  abundant  and  generally  eosino- 
philic, and  its  borders,  though  distinct,  have  a tend- 
ency to  be  irregular  in  outl'ne.  Nuclei  are  frequent- 
ly eccentric  in  position,  :'ound,  oval,  reniform  or 
horseshoe  shaped. 

(c)  General  Clinical  Manifestations:  The  pic- 
ture is  very  similar  to  that  of  stem  cell  sarcoma 
with  rapidity  of  growth  of  the  tumor  apparently 
somewhat  less  marked.  Location  of  the  lymph  node 
involvement  mav  be  deep  or  superficial  or  both. 
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The  cervical  glands  in  our  series  were  most  com- 
monly involved.  The  glands  were  recorded  as  pain- 
ful in  one  case  and  tender  in  three  others.  Five 
patients  gave  a history  of  weight  loss.  Fever  was 
absent  in  two  cases,  of  low  grade  in  2,  and  one  ex- 
hibited a daily  spiking  on  the  temperature  chart. 
All  the  patients  had  sought  medical  advice  within 
four  months  of  the  onset  of  their  symptoms,  ^^■hen 
first  seen  the  nodes  ranged  from  3x2  cms.  to  6 x 4 
cms.  in  size  and  tended  to  l)e  firm  in  consistency. 
The  ages  ranged  from  9 to  66  years  with  an  average 
of  37  years. 

(d)  Laboratory  Characteristics:  Low  hemoglobin 
with  normal  range  of  r.l>.c.  was  noted  in  3 cases. 
The  w.b.c.  were  generally  normal  but  with  6% 
eosinophiles  in  one  case.  Serum  protein,  in  the  two 
cases  recorded,  showed  a tendency  towards  reversal 
of  the  albumin-globulin  ratio.  The  erythrocyte 
sedimentation  rate  was  high  (23  mm.  per  hour)  in 
the  one  case  where  it  was  recorded.  Urinary  sedi- 


ment showed  the  presence  of  w.b.c.  in  all  six  cases, 
but  none  with  r.b.c.,  and  only  one  with  albumin. 
Casts  were  present  in  two  instances. 

Radiologically  a mass  was  demonstrable  in  3 
cases,  2 in  the  mediastinum  and  one  in  the  retro- 
peritoneal region.  There  were  no  distinguishing 
features  to  suggest  the  diagnosis. 

(e)  Clinical  Differential  P'eatures:  Differentia- 
tion from  the  other  rapidly  progressing  lymphomas 
is  difficult  if  not  impossible  on  clinical  grounds 
alone.  When  situated  within  the  body  cavities  the 
tumor  may  be  confused  with  the  various  carcinomas, 
sarcomas,  and  sympathoblasUinas  that  may  occur 
there.  Xo  typical  picture  was  demonstrable. 

(f)  Resjxinse  to  Treatment:  Generally  the  re- 
sjionse  to  irradiation  simulates  that  of  the  stem 
cell  sarcoma  with  early  regression  of  the  lesion  and 
recurrence  in  1 to  5 months.  Only  one  case  failed 
to  show  definite  res[ionse  to  roentgen  therapy. 

(g)  Course  and  Life  Expectancy:  The  course  is 


I ig.  4. — Reticulum  cell  sarcoma.  The  tumor  cells  have  many  of  the  morphologic  Qualities  of  the  stem  cell 
sarcoma  (Fig.  3),  i.e.,  indefinite  cell  outline,  scanty  cytoplasm,  rounded  or  oval  vesicular  nuclei  with 
delicate  nuclear  membrane  and  one  or  more  large  prominent  nucleoli.  However,  the  nuclei  are 
smaller  in  size  than  those  of  the  stem  cell  sarcoma  and  the  mitotic  figures  are  not  as  numerous. 
Hematoxylin  and  eosin  stain  x 800. 
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rapid  with  average  life  expectancy  of  7J/2  months 
after  onset  of  symptoms  and  with  range  of  5 to  12 
months  in  this  series. 

3.  Reticulum  Cell  S.a,rcoma  (8  Cases) 

(a)  Histologic  Picture:  (Fig.  4).  This  tumor 
has  many  of  tlie  qualities  of  the  stem  cell  sarcoma 
i.e.,  the  cytoplasm  is  pale  and  scanty  and  cell  mem- 
branes indefinite.  The  nuclei  are  pale  and  vesicular 
with  definite  nuclear  membrane  and  with  one  or 
more  prominent  nucleoli;  occasional  multinucleated 
cells  may  be  found.  The  tumor  is  invasive  and  rich 
in  blood  supply. 

(b)  Cytologic  Differential  Features:  The  nuclei 
are  smaller  and  deeper  staining  than  those  of  the 
stem  cell  or  clasmatocytoma,  and  the  mitotic  figures 
of  the  reticulum  cell  sarcoma,  altliough  numerous, 
are  much  fewer  than  those  of  the  other  two  t>’pes. 

(c)  General  Clinical  Manifestations:  The  ages 
ranged  from  37  to  74  years.  There  w’as  predomi- 


nance of  males  (3  to  1)  with  no  significant  racial 
preference  (3  white  and  5 colored).  Again,  various 
combinations  of  deep  and  superficial  tumors  were 
met,  with  3 cases  showing  predominant  cervical 
adenopathy,  3 being  intra-abdominal  and  2 medi- 
astinal, the  latter  not  detected  clinically.  The  glands 
w^ere  firm  in  consistency  w’ith  pain  and  tenderness 
in  three  cases.  There  w'as  one  palpable  liver  but  no 
palpable  spleen  on  record.  Only  two  charts  recorded 
evidence  of  w^eight  loss.  Five  patients  had  no  fever, 
two  of  low  grade,  and  one  spiking  in  character. 

IMedical  attention  was  sought  betw^een  5 weeks 
and  24  months  after  the  onset  of  symptoms  with  an 
average  of  6.75  months.  When  first  seen  the  glands 
were  described  as  “large”,  and  the  palpable  ade- 
nopathy was  about  equally  divided  between  multi- 
ple involved  areas  and  limitation  to  a single  region. 

(d)  Laboratory  Characteristics:  The  red  blood 
cell  count  and  hemoglobin  tended  to  be  v.'ithin  nor- 
mal limits.  Only  two  cases  showed  a microcytic 


Fig.  5. — Lymphosarcoma  with  blood  invasion  (leukosarccma).  Sheets  of  uniform  tumor  cells;  each 
1%  to  2 times  the  size  of  small  lymphocytes.  The  tumor  is  rich  in  mitoses.  A blood  vessel  is  filled 
with  tumor  cells,  'ihe  cells  have  the  same  morphology  as  small  lymphocytes.  Hematoxylin  and  cosin 
X 400. 
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type  of  anemia.  The  white  blood  count  showed  no 
characteristic  changes.  Tumor  cells  were  recognized 
in  the  bone  marrow  once  and  in  the  peripheral 
smear  twice.  One  of  the  latter  was  recorded  as  mak- 
ing up  13%  of  the  total  white  blood  cells.  In  one 
case  a white  blood  count  of  14,200  with  80%  lym- 
phocytes was  recorded,  but  we  feel  that  this  was 
probably  a case  of  extensive  tumor  invasion  of  the 
blood. 

In  two  cases  the  total  protein  and  albumin  was 
low,  with  high  globulin  and  tendency  to  reversal  of 
the  albumin-globulin  ratio  in  one. 

Urinary  findings  showed  the  presence  of  albumin 
in  5 cases,  white  blood  cells  in  7,  red  blood  cells  in 
two,  and  casts  in  two. 

The  presence  of  a deep  mass  was  radiologically 
demonstrated  in  5 cases  with  no  changes  charac- 
teristic. 

(e)  Clinical  Differential  Features:  Differentia- 
tion from  the  other  lymphomas  depends  on  biopsy 
rather  than  the  clinical  picture.  The  general  aspect 
is  one  of  somewhat  less  rapidly  progressive  malig- 
nancy than  the  type  previously  discussed. 

(f)  Response  to  Treatment:  It  would  seem  from 
our  limited  number  of  cases  that  those  tumors  which 
present  a more  malignant  picture  histologically  re- 
spond to  irradiation  like  the  stem  cell  and  clas- 
matocytoma;  i.e.,  some  immediate  regression  but 
with  rapid  recurrence  and  early  death.  A more 
favorable  response  and  better  control  are  to  be  ex- 
pected from  those  of  more  orderly  and  less  malig- 
nant histologic  appearance.  Those  of  deep  seated 
origin  (mediastinal  and  retroperitoneal)  appeared 
to  respond  less  readily  than  those  of  more  super- 
ficial glands.  In  one  tumor  originating  in  the  ileal 
mesentery,  with  invasion  of  the  small  bowel,  in- 
complete excision  and  resection  of  the  involved  gut 
was  combined  with  x-ray  therapy  to  the  abdomen, 
at  22  months  this  patient  was  well,  with  no  evi- 
dence of  recurrence  despite  the  apparently  malig- 
nant histologic  picture,  which  suggests  the  advantage 
of  surgery  plus  irradiation  in  selected  cases. 

(g)  Course  and  Life  Expectancy:  Generally,  the 
course  is  less  rapid  than  stem  cell  sarcoma  or  clas- 
matocytoma,  with  an  average  duration  of  about  1 7 
months  after  the  onset  of  symptoms  in  our  cases. 
However,  some  of  the  more  malignant  in  the  series 
run  a course  almost  equal  to  that  of  the  stem  cell 
sarcoma  in  rapidity.  In  general,  the  life  expectancy 


is  from  18  to  20  months.  Gall  and  Mallory  found 
that  21%  failed  to  exhibit  any  evidence  of  improve- 
ment with  roentgen  therapy. 

4.  LeUKOSARCOMA  and  S.  LYMPHOS.AJiCOMA 
(10  C.4SES) 

(a)  Histologic  Picture  (Fig.  5).  The  tumor  is 
composed  of  round  cells  which  may  be  mistaken  for 
lymphocytes.  The  size,  however,  is  1^  to  2 times 
that  of  a lymphocyte.  Mitotic  figures  are  irregu- 
larly found  and  the  capsule  of  the  node  as  well  as 
the  adjacent  adipose  tissues  are  invaded. 

In  those  cases  with  blood  invasion  by  the  tumor 
cells  (leukosarcoma),  the  same  description  applies 
except  that  mitoses  are  so  numerous  that  the  crowd- 
ing of  cells  causes  a spilling  over  into  the  blood 
vessels  and  lymphatics. 

(b)  Cjdologic  Differential  Features:  The  lack  ot 
lymph  node  sinusoidal  engorgement  with  cells  and 
the  presence  of  capsular  infiltration  as  well  as  the 
comparative  cell  size,  differentiate  this  tumor  from 
leukemia  or  its  aleukemic  phase.  The  differentia- 
tion from  reticulum  cell  sarcoma  lies  in  the  cell 
size,  those  of  the  lymphosarcoma  being  Yz  the  size 
of  germinal  center  cells  and  reticulum  cell  sarcoma 
cells  (Fig.  6). 

(c)  General  Clinical  Manifestations:  The  ages 
ranged  from  3.5  to  74  years,  with  male  predomi- 
nance of  9 to  1 female,  and  with  the  incidence  of  4 
white  to  6 negroes.  In  five  cases  the  nodes  were 
generalized,  with  those  of  the  cervical  region  most 
marked.  In  one  case  adenopathy  was  limited  to  the 
cervical  glands,  while  in  three  several  areas  were 
involved.  In  one,  no  peripheral  nodes  were  pal- 
pable, the  tumor  being  localized  to  the  retroperi- 
toneal region.  A palpable  liver  was  recorded  four 
times,  and  palpable  spleen  five  times.  The  glands 
were  firm,  being  painful  in  two  cases  but  tender  in 
none,  and  were  indefinitely  described  as  “large”. 
Four  patients  had  lost  weight.  Four  had  no  fever  re- 
corded, five  ran  a low  grade  febrile  course,  and 
only  one  showed  a high  spiking  type  of  fever. 
Malaise  and  weakness  were  notable  in  four  cases. 

Medical  attention  was  sought  in  from  one  week 
to  24  months,  averaging  5.8  months. 

(d)  Laboratory  Characteristics:  The  red  blood 
cell  count  was  generally  normal  with  a slight  anemia 
in  two  cases.  The  white  count  was  normal  in  four 
cases  with  a fifth  showing  8%  eosinophiles.  Twice 
there  was  a normal  wliite  blood  count  with  a high 
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Fig:.  6. — Lymphosarcoma  showing  the  uniformity  of  the  tumor  cells  and  their  size  in  relation  to  the 
lymphocytes  near  the  capsule.  Hematoxylin  and  eosin  stain  x 200. 


l}Tnphocyte  count  on  record,  but  we  believe  that  the 
majority  of  tlie  “lymphocytes”  were  tumor  cells 
which  were  not  recognized.  In  one  other  case,  the 
unusual  cells  seen  in  the  blood  were  described  as 
being  of  “abnormal  immature  appearance”.  The 
bone  marrow  appeared  normal  in  one  case,  was 
diagnosed  as  “aleukemic  lymphatic  leukemia”  in  a 
second,  and  showed  “hypoplasia  of  myeloid  and 
red  blood  cell  elements  with  increased  megakar\"0- 
cytes”  in  a third. 

The  urinar}-  findings  showed  albumin  in  four 
cases,  and  the  presence  of  white  blood  cells  in  6 
cases  and  red  blood  cells  in  four. 

Radiologically,  the  mediastinum  was  widened  in 
four  cases,  one  of  these  showing  pleural  fluid,  with 
large  hilar  nodes  in  a fifth  case  and  prominent  inner 
lung  markings  in  another.  No  changes  were  con- 
sidered to  be  characteristic  of  lymphosarcoma. 

(e)  Clinical  Differential  Features:  The  general 
picture  closely  resembles  that  of  reticulum  cell  sar- 
coma with  apparently  less  pain  and  tenderness  of 


the  involved  nodes.  The  liver  and  spleen  were  more 
commonly  palpable  in  lymphosarcoma  than  in  the 
previously  described  tumors  of  our  series.  In  cases 
of  leukosarcoma,  a careful  cytologic  analysis  of  the 
abnormal  cells  may  lead  one  to  suspect  the  diag- 
nosis of  lymphosarcoma  rather  than  leukemia. 

(f)  Response  to  Treatment:  In  all  six  patients 
who  received  adequate  x-ra}-  therapy  some  regres- 
sion of  the  nodes  was  noted  with  duration  of  con- 
trol valu  ing  with  tlie  malignant  features  as  described 
in  the  discussion.  One  patient  treated  with  nitro- 
gen mustard  showed  early  regression  of  nodes  and 
a low  platelet  count,  but  attempts  to  follow  this  pa- 
tient have  been  unsuccessful. 

(g)  Course  and  Life  Expectancy:  Because  of 
inadequate  follow  up  in  our  series  no  final  conclu- 
sions can  be  drawn  in  this  group.  However,  we  feel 
that  the  course  of  the  disease  varies  with  its  cyto- 
logic picture;  that  is,  abundance  of  mitoses  and 
blood  invasion  are  indicative  of  a rapid  course  of 
about  12  months,  while  paucity  of  mitosis  and  ab- 
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Fi;?.  7. — Hodgkin’s  sarcoma.  The  section  shows  sheets  of  primitive  reticulo-endothelial  cells  which  have 
scanty  indefinite  cytoplasm  and  pale  vesicular  nuclei.  The  nuclei  are  rounded  or  oval,  have  delicate 
nuclear  membranes  and  each  contains  one  or  more  prominent  nucleoli.  Mitotic  figures  are  numerous, 
bcme  of  the  nuclei  have  a tendency  to  lobulation  and  multinucleated  syncytial  masses  may  be  present. 
Fosinophiles,  plasma  cells  and  lymphocytes  are  few  and  irregularly  scattered.  Note  the  r>imilarit> 
of  the  reticulo-endothelial  sheets  to  those  of  the  stem  cell  sarcoma  (Fig.  3).  Hematoxylin  and  eosin 
stain  X 800. 


sence  of  blood  invasion  run  parallel  with  a more 
prolonged  course  of  20  to  36  months. 

6.  Hodgkin’s  Disease  (24  Cases) 
Sahyoun  and  Eisenberg^  have  recently  published 
this  material  elsewhere.  Briefly,  exclusive  of  Hodg- 
kin’s sarcoma,  they  recognized  three  types: 

1.  Compactly  cellular  type  (slowly  progressing). 

2.  Fibrogranulomatous  type  (moderately  pro- 
gressing). 

3.  Loosely  cellular  type  (rapidly  progressing). 

7.  Hodgkin’s  Sarcoma  (1  Case) 

(a)  Histologic  Picture:  (Fig.  7).  There  are 
sheets  of  reticulo-endothelial  cells  with  the  nuclei 
having  many  of  the  qualities  of  the  stem  cell  sar- 
coma and  with  a feeble  attempt  at  Reed-Sternberg 
cell  formation.  Scattered  throughout  there  are  areas 


of  pleomorphism  where  eosinophiles,  plasma  cells 
and  lymphoid  cells  are  seen. 

(b)  Cytologic  Differential  Features:  The  cells 
are  not  as  uniform  as  those  of  the  stem  cell  although 
of  the  same  mesenchymal  type.  Tliere  is  no  phago- 
cytosis as  in  clasmatocytoma. 

(c)  General  Clinical  Manifestations:  Our  one 
patient,  a 16  year  old  white  male,  was  first  seen  3 
months  after  the  onset  of  symptoms  complaining  of 
soreness  of  the  right  side  of  the  neck.  On  examina- 
tion, there  were  bilaterally  enlarged  cervical  glands, 
tender,  smooth,  discrete  and  described  as  prune 
sized.  Later  a mass  became  palpable  in  the  lumbar 
region. 

(d)  Laboratory  Characteristics:  The  red  and 
white  blood  cell  counts  were  nonnal.  The  urine 
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showed  a trace  of  albumin  and  an  occasional  white 
blood  cell. 

(e)  Clinical  Differential  Features:  The  possi- 
bilities of  scrofula  and  acute  adenitis  were  consid- 
ered, the  presence  of  large  red  tonsils  making  the 
latter  quite  possible.  The  negative  chest  film  ruled 
against  tuberculosis. 

(f)  Response  to  Treatment:  The  nodes  regressed 
markedly  with  x-ray  therapy,  but  with  recurrence 
after  6 weeks,  and  with  later  control  less  marked. 
There  was  invasion  of  the  lumbar  spine  later  which 
showed  little  response. 

(g)  Course  and  Life  Expectancy:  The  patient 
lived  15  months  after  the  onset  of  his  symptoms, 
and  9 months  after  roentgen  therapy  was  started. 
Gall  and  Mallory  found  that  20%  of  their  series 
failed  to  exhibit  any  improvement. 

8.  Giant  Follicular  Lymphoma  (2  Cases) 

Our  two  proven  cases  were  confirmed  during  sur- 
gical explorations  of  the  upper  abdomen;  one  had  a 
splenectomy  and  the  other  a cholecystectomy.  In 
both  instances,  death  occurred  within  6 months  of 
the  operative  interference.  Neither  case  lends  itself 
as  a suitable  illustration  of  this  more  slowly  pro- 
gressing malignant  lymphoma.  The  reviews  of  Brill, 
Baehr  and  Rosenthal,®  Symmers"^  and  Gall,  Morri- 
son and  Scott®  should  be  consulted. 
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American  Board  of  Obstetrics  and  Gynecol- 
ogy, Inc. 

The  next  written  examination  and  review  of  case 
histories  (Part  I)  for  all  candidates  will  be  held  in 
various  cities  of  the  United  States  and  Canada  on 
Friday,  February  3,  1950.  Arrangements  will  be 
made  so  far  as  is  possible  for  candidates  to  take  the 


Part  I examination  (written  paper  and  submission  of 
case  records)  at  places  convenient  for  them. 

Application  forms  and  Bulletins  are  sent  upon 
request  made  to  Paul  Titus,  M.D.,  Secretaiy-Treas- 
urer,  American  Board  of  Obstetrics  and  Gynecology, 
1015  Highland  Building,  Pittsburgh  6,  Pennsyl- 
vania. 
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ACUTE  NON-SPECIFIC  PERICARDITIS— 
Report  of  Five  Cases* 


Robert  H.  Sease,  M.D.,** 

and 

Julian  R.  Beckwith,  M.D., 
Clifton  Forge,  Virginia. 


Introduction 

Pericarditis  may  be  classified  as;  (1)  acute 
fibrinous,  (2)  pericarditis  with  effusion,  which  may 
be  serous,  purulent,  or  hemorrhagic,  (3)  chronic 
pericarditis,  which  includes  encasement  of  the  heart 
in  a fibrous  pericardium  and  is  of  great  clinical 
significance  and  interest,  or  merely  inconsequential 
adhesions  which  are  clinically  incidental. 

We  wish  to  discuss  acute  pericarditis  which  may 
be  merely  fibrinous  or  may  be  associated  with  effu- 
sion. It  is  known  that  this  type  of  non-purulent 
pericarditis  may  be  associated  with  rheumatic  fever, 
myocardial  infarction,  disseminated  lupus  er}’the- 
matosus,  uremia,  tuberculosis,  et  al.  It  is  also 
thought  that  this  condition  occurs  as  a separate 
entity  and  that  it  often  follows  acute  upper  respira- 
tory infections.  This  is  the  condition  that  we  wish 
to  discuss;  that  is,  a disease  which  is  not  associated 
with  obvious  rheumatic  fever,  myocardial  infarc- 
tion, tuberculosis,  uremia,  or  other  of  the  common 
causes  of  {pericarditis.  It  is  not  a new  disease,  hav- 
ing been  described  previously^'^"®,  but  emphasis 
should  be  placed  on  it  particularly  in  reference  to  its 
differentiation  from  myocardial  infarction  in  fairly 
young  adults  and  rheumatic  fever  and  also  because 
it  is  a possible  causative  factor  in  the  development 
of  chronic  constrictive  pericarditis  in  later  life. 

This  disease,  as  stated,  usually  follows  an  acute 
upper  respiratory  infection  but  the  relationship  to 
this  is  not  exactly  known.  It  possibly  is  an  allergic 
phenomenom^  similar  to  that  thought  to  exist  in 
rheumatic  fever  or  possibly  due  to  extension  of  the 
respiratory  infection  from  the  hilar  l)'mph  nodes  to 
the  pericardial  sac. 

Incidence 

Pericarditis  is  probably  much  more  common  than 
is  generally  thought.  In  fact,  the  diagnosis  is  more 
often  missed  than  made.  Smith  and  Willius®  found 
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peake and  Ohio  Hospital,  Clifton  Forge,  Virginia. 

••Resident,  Department  of  Internal  Medicine,  Chesa- 
peake and  Ohio  Hospital,  Clifton  Forge,  Virginia. 


37.)  cases  of  unsuspected  pericarditis  in  8,912  nec- 
ropsies; that  is,  an  incidence  of  4.3%.  Fifty-eight 
per  cent  of  these  were  acute.  They  also  found  that 
49.3%  of  144  cases  of  adherent  pericarditis  were  of 
unknown  etiology.  Possibly  some  of  these  were  due 
to  acute  pericarditis  that  had  occurred  much  earlier 
and  had  not  been  recognized. 

Clinical  Features 

A number  of  these  patients  are  seen  who  date  the- 
onset  of  their  illness  to  the  time  they  first  noticed 
pain.  However,  careful  inquiry  into  the  history  will 
reveal  usually  that  many  of  them  have  had  an  upper 
respiratory  infection  shortly  before  the  onset  of 
pain.  The  pain  is  usually  described  as  “aching”  or 
“squeezing,”  and  is  aggravated  by  coughing,  twist- 
ing of  the  trunk,  breathing,  and  occasionally  by 
swallowing.  Its  legation  may  be  in  the  epigastrium, 
or  in  the  precordial  or  substernal  areas,  or  may  even 
be  widespread  over  the  entire  anterior  chest.  At 
times  it  will  radiate  to  the  shoulder  and  even  down, 
the  arms,  but  not  as  far  as  the  elbow  cr  the  wrist, 
as  occurs  with  myocardial  infarction  or  coronary 
insufficiency.  It  is  usually  present  for  only  a few 
days.  However,  there  are  some  individuals  who  will 
continue  to  have  pain  for  several  weeks.  If  fluid 
accumulates  rapidly  in  the  pericardium,  there  may 
be  symptoms  of  tamponade  with  resulting  dyspnea, 
orthopnea,  and  right  upper  quadrant  discomfort 
from  hepatic  engorgement.  Also,  there  may  be 
compression  of  lungs  and  mediastinal  structure, 
and  great  vessels  by  the  enlarged  pericardium  with 
resulting  irritative  cough,  hoarseness,  and  dysphagia 
as  well  as  aggravation  of  existing  dyspnea  and 
orthopnea. 

The  cardinal  sign  of  acute  pericarditis  is  the 
friction  rub  which  is  usually  heard  at  sometime 
during  the  illness  if  the  patient  is  examined  fre- 
quently. The  rub  may  be  rough  and  grating  in  char- 
acter or  it  may  be  so  soft  that  it  can  easily  be  con- 
fused with  a cardiac  murmur.  It  may  be  heard  over 
the  entire  precord  ium  but  usually  it  is  best  heard 
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along  the  left  sternal  border.  If  tamponade  occurs, 
venous  engorgement  with  cyanosis,  distant  heart 
sounds,  enlarged  liver,  pulsus  paradoxus,  and  low 
pulse  pressure  may  follow.  The  venous  pressure 
will  be  elevated,  ^^'hite®  states  that  effusions  of  less 
than  300  cc.  are  usually  missed  clinically.  There- 
fore, when  a rub  is  heard,  a careful  search  should 
be  made  to  determine  the  presence  or  absence  of  an 
effusion.  Even  with  a,  marked  collection  of  fluid  a 
rub  may  still  be  heard.  The  heart  sounds  are  more 
apt  to  be  muffled  and  distant  with  an  effusion  and 
there  may  be  a striking  increase  in  cardiac  dull- 
ness, including  the  supra-cardiac  area.  Ewart’s 
sign  may  be  elicited  with  large  effusions.  Tempera- 
ture elevation  occurs  and  usually  reaches  its  maxi- 
mum on  the  first  or  second  day  of  the  illness.  It 
rarely  becomes  higher  than  102°  E. 

Leukocytosis  may  or  may  not  be  associated  but 
it  usually  occurs,  reaching  occasional  levels  of 

27.000  w.b.c.  per  cu.  mm.,  but  more  often  it  is 

10.000  to  15,000.  This  becomes  norm.al  tov/ard  the 
end  of  the  first  week.  The  sedimentation  rate  which 
is  also  increased  usually  remains  so  for  2-3  weeks 
and  then  returns  to  normal. 

Electrocardiographic  changes  are  characteristic 
and  consist  of  elevation  of  the  ST  segments  with 
dome  shaped  T-waves  in  the  early  stages  and  in- 
version of  the  T-waves  later  on.  Depression  of  the 
ST  segments  does  not  occur,  reciprocal  relationship 
of  the  ST  segments  and  T-waves  in  the  standard 
leads  I and  III  do  not  develop  and  Q-wave  patterns 
do  not  occur  in  the  standard  or  precordial  leads,  nor 
do  tlie  R-waves  of  the  precordial  leads  disappear. 

The  cardiac  shadow  on  the  x-ray  may  be  greatly 
increased  in  size  in  the  beginning.  This  returns 
to  normal  as  the  patient  improves.  Fluovoscopically, 
the  cardiac  pulsations  are  decreased,  when  the 
shadow  is  increased,  and  these  pulsations  return 
to  normal  as  the  heart  shadow  decreases  in  size. 

Differential  Diagnosis 

Myocardial  infarction  may  be  confused  with 
acute  pericarditis,  and  this  has  been  one  of  the 
chief  conditions  with  which  we  have  been  concerned 
in  differential  diagnosis.  However,  if  a careful 
study  is  made  and  the  patient’s  coiirsc  is  followed 
closely,  it  should  not  be  difficult  to  distinguish  the 
two  conditions.  Though  jiericarditis  has  a tendency 
to  occur  in  a younger  age  group,  it  may  occur  at  any 
age.  The  pain  is  usually  not  as  severe,  is  aggravated 


by  movements  of  the  trunk,  coughing,  and  breath- 
ing, and  it  may  radiate  to  the  arm  but  rarely  as  far 
as  the  elbows  or  wrists.  The  temperature,  sedi- 
mentation rate,  and  white  count  are  usually  elevated 
on  the  first  day,  whereas  with  infarction  they  appear 
several  days  later. 

The  typical  pericardial  rub  is  heard,  as  a rule, 
at  the  onset,  but  in  myocardial  infarction  it  usually 
occurs  a few  cfays  later,  if  at  all.  With  effusion, 
there  will  be  evidences  of  enlargement,  and  changes 
in  heart  sounds.  Fluoroscopy  will  be  of  value  as  it 
will  usually  reveal  an  enlarged  cardiac  shadow  and 
markedly  decreased  pulsation  in  pericarditis,  while 
in  myocardial  infarction  localized  decrease  in  pul- 
sation may  occur.^ 

In  pericarditis  there  are  no  permanent  changes 
in  the  EKG  such  as  a Q-wave  or  abseni;  R-waves 
as  occur  with  infarction.  The  ST  segments  may  be 
elevated  in  all  limb  leads,  but  leads  I and  III  will 
not  be  reciprocally  affected,  as  occurs  with  myo- 
cardial infarction.  In  the  early  stages  the  T-waves 
will  be  peaked  or  rounded  and  in  the  later  stages 
they  may  be  inverted.  Lastly,  the  EKG  changes  in 
pericarditis  will  be  present  for  only  a few  weeks  at 
the  most;  whereas,  in  infarction,  they  usually  per- 
sist for  months  or  years. 

The  other  major  disease  which  must  be  differen- 
tiated from  acute  non-specific  pericarditis  is  acute 
rheumatic  fever  with  pericarditis.  This  is  also 
usually  preceded  by  an  acute  upper  respiratory  in- 
fection and  may  involve  the  heart  and  pericardium 
without  having  associated  joint  manifestations. 
Usually  there  are  changes  in  the  AV  conduction 
time,  wdiich  indicate  myocardial  involvement  also 
and  valvulitis  with  resulting  heart  murmurs  is 
almost  ahvays  present.  The  other  clinical  entities 
involving  the  posterior  mediastinum,  such  as  a dis- 
secting aneurysm,  mediastinal  emphysema,  medi- 
astinitis,  and  diaphragmatic  hernia,  should  be  kept 
in  mind,  although  they  can  usually  be  quickly 
ruled  out. 

Case  Reports 

Case  I — F.  H.,  a 41  year  old  white  male  gave 
a history  of  sore  throat  and  cough  at  intervals  for 
one  month  prior  to  admission.  Three  days  prior  to 
admission  he  awoke  during  the  night  with  general- 
ized malaise,  fever,  and  aching  pains  in  the  mus- 
cles of  his  upper  and  lower  extremities,  neck  and 
back.  Orthopnea,  cough,  and  pain  in  the  anterior 
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chest  followed.  This  pain  was  accentuated  by  res- 
piration and  cough. 

Physical  examination  revealed  him  to  be  under- 
nourished. There  were  several  patches  on  each  ton- 
sil and  the  throat  was  injected.  The  heart  was  en- 
larged to  the  left,  the  sounds  were  muffled,  and  a 
loud  to  and  fro  friction  rub  was  heard  best  along 
the  left  sternal  border  in  the  fourth  interspace. 
Pulsus  ])aradoxus  was  present.  The  blood  pressure 
was  105/90.  Liver  dullness  was  4 cm.  below  the 
costal  margin  and  there  was  associated  tenderness. 
There  was  no  peripheral  edema. 

Laboratory  findings  showed  the  white  count  to 
be  11,850  on  admission,  with  a differential  of  75 
neutrophile  segmentals,  6 stabs,  18  L’mphocytes,  and 
1 eosinophile.  The  sedimentation  rate  was  20-25 
by  the  Cutler  method.  Eight  days  later  it  was  7-13. 
The  urine  was  essentially  negative. 

X-ray  and  fluoroscopic  examinations:  X-ray  of 
the  chest  on  admission  revealed  that  the  upper  di- 
ameters of  the  heart  were  about  20%  greater  in  the 
supine  than  in  the  sitting  position.  Flouroscopic  ex- 
amination showed  the  cardiac  pulsations  to  be 
markedly  diminished  and  the  transverse  diameter  of 
the  frontal  plane  of  the  heart  as  measured  by  the 
orthodiagram  was  14.2  cm.  or  31.5%  above  the  pre- 
dicted normal.  Twenty-seven  days  later  the  orthodia- 
gram had  returned  to  normal.  (Figure  I). 

FH, White  Fidle  Age 
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Fig.  II 

Course:  Three  days  after  entering  the  hospital, 
the  venous  pressure  was  219  mm.  of  water  and  the 
patient  complained  of  more  chest  pain  and  dyspnea. 
.\t  this  time,  he  was  found  on  his  hands  and  knees 
gasping  for  breath.  A pericardial  tap  was  done  and 
200  cc.  of  serosanguineous  fluid  were  withdrawn. 
He  was  then  able  to  lie  flat  and  felt  more  comfort- 
able. He  was  given  opiates  for  pain  and  50,000 
units  of  penicillin  intramuscularly  every  three  hours 
for  a total  of  7,500,000  units.  He  progressively 
improved  and  was  discharged  two  weeks  following 
admission.  He  was  seen  November  22,  1947,  and 
physical  examination  was  normal.  Electrocardio- 
gram was  normal  and  fluoroscopy  was  normal.  Sedi- 
mentation rate  was  3-5. 


Electrocardiographic  findings:  On  the  day  of  ad- 
mission, the  EKG  showed  left  axis  deviation  and 
the  T-waves  v.’ere  inverted  in  1,  CR-2,  4,  and  5,  and 
the  ST  segments  were  slightly  elevated  in  lead  1 
and  the  CR  leads.  By  October  9,  1947,  che  T waves 
were  inverted  in  all  leads,  being  very  deep  in  the  CR 
leads.  On  November  22,  1947,  the  EKG  had  re- 
turned to  normal.  (Figure  II). 


Case  II — W.  R.,  a 43  year  old  white  male,  was 
admitted  to  the  hospital  on  January  20,  1948,  be- 
cause of  severe  chest  pain  beginning  at  7 P.  M.  the 
previous  night.  Tlie  pain  radiated  to  the  left  shoul- 
der and  arm,  was  accentuated  by  respiration  and 
accompanied  by  dyspnea.  Three  weeks  prior  to 
admission  he  developed  sulisternal  soreness  which 
involved  both  sides  of  the  chest,  lasted  about  six 
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hours  and  then  abated  completeljL  During  the  pro 
vious  iveek  before  the  second  attack  of  pain,  he  had 
a cough  productive  of  mucopurulent  sputum  and 
wheezing. 

Physical  examination  revealed  the  presence  of  a 
grade  I systolic  murmur  heard  at  the  apex  and  a 
very  definite  to  and  fro  rub  along  the  left  sternal 
border,  best  heard  in  the  fourth  interspace.  The 
blood  pressure  was  150/90.  The  chest  was  clear 
There  was  no  evidence  of  tamponade. 

Laborator)^  findings:  The  leukocyte  count  was 
10,800  on  admission,  with  79  neutrophils,  9 mono- 
cytes, and  12  lymphocytes.  The  hemoglobin  was 
86%  (12.5  grams).  The  sedimentation  rate  was 
6-12.  One  week  later  it  was  9-14.  The  urine  and 
blood  serology  were  negative. 

X-ray  and  fluoroscopic  examinations:  On  Janu- 
ary 20,  23,  and  February  14,  1948,  the  lung  fields 
were  clear  and  the  heart  was  within  normal  limits. 
No  changes  occurred  in  the  heart  shadow  on  these 
three  occasions. 

Electrocardiographic  changes:  The  ST  segments 
were  slightly  elevated  in  lead  II,  CR-2,  CR-4, 
CR-5  and  the  T-waves  were  peaked  on  admission. 
On  January  23,  the  T-waves  were  flattened  and  on 
January  26  they  were  more  rounded  in  appearance. 
By  February  15,  the  ERG  was  within  normal  lim- 
its. (Figure  III). 

Course:  The  patient  had  severe  chest  pain  for 
3-4  days  which  required  opiates  for  relief.  After 
disappearance  of  pain,  the  patient  rapidly  recov- 
ered and  was  discharged  after  12  days  of  hospita.li- 
zation.  He  was  also  seen  one  month  after  discharge 
and  was  asymptomatic.  Electrocardiogram  was  nor- 
mal. Fluoroscopy  of  the  heart  was  normal.  The 
blood  pressure  was  170/110. 

This  case  was  included  to  demonstrate  the  dif- 
ficulty in  differentiating  this  from  myocardial  in- 
farction. He  may  have  had  a myocardial  infarc- 
tion but  the  ERG  changes  and  early  white  blood 
count  elevation  seemed  to  point  to  pericarditis  rather 
than  to  myocardial  infarction. 

Case  III — D.  T.,  a 39  year  old  merchant,  was  ad- 
mitted to  the  hospital  on  April  26,  1948.  Three 
weeks  prior  to  this  time  there  was  a sudden  onset 
of  severe  sharp  pain  in  the  precordial  area.  The 
pain  was  aggravated  by  cough,  respiration,  and  ex- 
ertion. He  was  observed  at  another  hospital  for 
three  days;  the  pain  subsided,  and  he  was  dis- 
charged with  a little  residual  discomfort.  About 


Fig.  Ill 

one  week  before  admission  to  the  C.  and  O.  Hos- 
pital, he  had  a recurrence  of  precordial  pain  which 
was  similar  to  the  earlier  attack  and  aggravated  by 
the  same  conditions.  For  four  or  five  days  prior  to 
admission  he  had  a non-productive  cough  and  ele- 
vation of  temperature.  He  recalled  that  he  had  had 
tonsillitis  shortly  before  the  first  episode  of  pain. 

On  physical  examination,  atelectatic  rales  were 
heard  in  both  lung  bases  posteriorly.  There  was  a 
typical  to  and  fro  pericardial  rub,  heard  over  the 
entire  precordium.  The  heart  was  enlarged  both  to 
the  right  and  to  the  left.  The  neck  veins  were  not 
engorged  and  the  liver  was  not  enlarged. 

Laboratory  findings:  On  admission  the  hemo- 
globin was  80%,  red  count  was  4.06  million,  white 
count  8,350  with  a normal  differential.  The  white 
count  increased  to  14,500  two  days  later  but  was 
down  to  7,900  one  week  after  admission.  Sedi- 
mentation rate  was  19-24  on  admission  and  21-25 
two  weeks  later.  However,  one  month  later  it  was 
7-14.  The  urine  was  negative.  Sputum  examina- 
tion for  acid  fast  bacilli  and  blood  cultures  was 
negative.  Circulation  time  was  12  seconds  and  the 
venous  pressure  was  135  mm.  of  w'ater  on  admission. 
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X-ray  and  fluoroscopic  examinations:  On  ad- 
mission the  heart  size  was  greatly  increased  and  the 
cardiac  pulsations  were  of  poor  quality.  Serial 
orthodiagrams  were  done  and  the  heart  was  seen  to 
decrease  progressively  in  size.  (Figure  IV.) 
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Fig.  IV 


Electrocardiographic  findings:  On  April  27, 
1948,  the  T-waves  were  inverted  in  leads  1,  2,  and 
3,  AVL,  CV-4,  and  CV-5.  By  April  30,  1948, 
TAV-F  and  TCV-2  had  become  inverted;  the  other 
leads  were  essentially  the  same.  The  tracing  of 
May  8,  1948,  showed  the  T-waves  to  be  more  deeply' 
inverted.  On  August  9,  1948,  the  tracing  was  nor- 
mal. (Figure  V). 


Fig.  V 

Course:  During  the  first  five  days  the  tempera- 
ture ranged  from  99  to  102  degrees  F.,  after  which 
it  gradually  subsided.  The  chest  pain  was  present 
for  about  one  week  and  was  absent  at  the  time  of 
discharge  17  days  after  admission.  The  patient  was 
treated  with  opiates  for  pain  and  was  given  50,000 
units  of  penicillin  intramuscularly  every  three  hours 


until  a total  dosage  of  2,300,000  units  had  been 
given  and  his  temperature  had  remained  normal 
for  three  days.  He  was  seen  also  on  August  9,  1948, 
and  had  no  symptoms.  The  EKG  and  orthodia- 
gram had  returned  to  normal. 

Case  IV — C.  A.,  a 27  year  old  colored  male,  was 
admitted  to  the  hospital  on  May  13,  1948,  with  the 
chief  complaint  of  “pain  in  the  chest”.  He  had  been 
in  good  health  until  six  days  prior  to  admission 
when  he  awoke  at  3 A.  M.  with  severe  aching  pain 
over  the  entire  precordium,  radiating  to  the  shoul- 
ders and  down  the  left  arm.  The  pain  was  found  to 
be  accentuated  by  breathing  and  talking.  From  the 
time  of  onset  of  pain  the  patient  was  dyspneic.  Sev- 
eral nights  prior  to  admission  he  had  a chill. 

On  physical  examination  a harsh  scraping  to  and 
fro  rub  was  heard  over  the  entire  precordium,  es- 
pecially along  the  left  sternal  border.  The  heart 
sounds  were  distant  and  the  heart  was  enlarged  2 
cm.  to  the  left  of  the  left  nipple  line.  Crepitant  rales 
were  heard  at  the  right  base,  posteriorly. 

Laboratory  findings:  The  leukocyte  count  was 
14,100  on  admission  with  66  segmented  neutro- 
phils, 27  lymphocytes,  3 monocytes,  1 stab  neu- 
trophil, and  3 eosinophiles.  Five  days  later  the 
count  M’as  15,750  with  essentially  the  same  dif- 
ferential. Urinalysis,  blood  agglutinations,  sputum 
examination  for  acid  fast  bacilli,  and  blood  serol- 
ogy were  all  negative. 

X-ray  and  fluoroscopic  findings:  X-ray  of  the 
chest  on  admission  revealed  the  transverse  diame- 
ter of  the  heart  to  be  increased.  There  was  a mod- 
erate amount  of  infiltration  at  the  base  of  the  right 
lung  field.  Fluoroscopic  examination  on  the  fol- 
lowing day  showed  that  the  cardiac  pulsations  were 
very  weak  and  the  transverse  diameter  of  the  heart 
measured  18.5  cm.  On  June  13  the  transverse  di- 
ameter was  12.1  cm.  (Figure  VI).  X-ray  taken  on 
June  10,  at  the  time  of  discharge,  revealed  that  the 
lung  fields  had  cleared  considerably. 

Electrocardiographic  changes:  On  the  day  fol- 
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lowing  admission  the  ST  segments  were  elevated  in 
leads  I,  II,  III,  AVF,  CV-2,  4,  and  5.  On  May  25, 
1948,  T-1,  T-2,  and  TCV-5  were  rounded  and  the 
ST  segments  were  not  as  elevated.  By  June  5,  T-1, 
and  TAVL  were  inverted  and  T-3  was  upright 
whereas  previously  it  had  been  isoelectric.  The  last 
EKG  on  July  13  was  normal.  (Figure  Vll). 


Fig.  VII 


Course:  The  patient’s  temperature  was  100.4 
degrees  F.  on  admission.  He  was  given  morphine 
for  pain  and  started  on  50,000  units  of  crystalline 
penicillin  every  three  hours,  receiving  a total  of 
8,125,000  units.  The  venous  pressure  was  110 
mm.  of  water  and  the  circulation  time  17.5  seconds 
on  admission.  On  May  15  a pleuro-pericardial 
rub  was  heard  in  the  left  anterior  axillary  line 
and  on  May  18,  600  cc.  of  clear  bright  amber 
fluid  was  obtained  by  thoracentesis  from  the  left 
chest.  During  this  time  the  patient  continued  to 
complain  of  severe  chest  pain  aggravated  by  respira- 
tion. On  May  19,  a pericardial  tap  was  done  and 
10  cc.  of  cloudy  yellow  fluid  was  obtained.  Fol- 
lowing withdrawal  of  the  fluid  50  cc.  of  air  was  in- 
jected. X-ray  of  the  chest  following  this  procedure 
showed  the  air  within  the  pericardial  sac.  Unfortu- 
nately the  specimen  obtained  from  the  pericardial 
sac  was  lost  enroute  to  the  laboratory.  On  May  20 
another  thoracentesis  of  the  left  chest  was  done  and 
100  cc.  of  clear  amber  fluid  was  obtained.  The  pa- 
tient continued  to  complain  of  pain  and  on  May  29 


he  developed  pain  and  limitation  of  motion  of  the 
left  shoulder.  The  left  supraclavicular  fossa  was 
obliterated  and  an  indurated  painful  mass  was  felt 
at  the  l:)ase  of  the  neck  just  above  the  medial  third 
of  the  clavicle.  Also,  there  was  a tender  nodule  in 
the  left  axilla.  Material  aspirated  from  the  left 
supraclavicular  mass  was  a greyish  red  and  semi- 
liquid. The  specimen  was  blocked  and  microscopic 
examination  did  not  reveal  any  tissue  elements  or 
tumor  cells.  The  indurated  mass  subsided  after 
several  days  and  the  patient  began  to  improve  On 
June  6,  25  days  after  admission,  200  cc.  of  straw 
colored  fluid  was  removed  from  the  left  chest.  Sub- 
sequent to  this  he  rapidly  improved  and  was  dis- 
charged on  June  10,  1948.  He  was  seen  on  July  13 
and  was  asymptomatic. 

Case  V — J.  R.,  a 23  year  old  colored  male,  was 
in  good  health  until  the  day  prior  to  admission.  At 
that  time,  he  had  a sudden  onset  of  severe  precordial 
pain  which  was  so  severe  that  he  had  to  stop  work. 
This  pain  was  • aggravated  by  respiration.  The 
night  before  admission,  he  had  had  a chill  and 
had  vomited  several  times.  He  denied  having  ever 
had  a similar  episode.  There  was  no  history  of  an 
antecedent  respiratory  infection  or  rheumatic  fever. 

Physical  examination  revealed  an  acutely  ill  col- 
ored male  complaining  of  chest  pain.  The  throat 
was  reddened  and  the  remainder  of  the  physical  ex- 
amination was  negative.  There  was  no  friction  rub. 

Laboratory  findings  showed  the  white  count  to  be 
6,150  on  admission,  with  a differential  of  53  neu- 
trophil segmentals,  1 stab,  44  h-mphocytes,  and  2 
monocytes.  The  hemoglobin  was  86%  and  the  sedi- 
mentation rate  was  11-19  by  the  Cutler  method. 
Eleven  days  later  it  was  2-5.  The  urinalysis  was 
normal.  The_  sputum  was  negative  for  acid  fast 
bacilli  and  blood  culture  was  negative  on  three 
occasions. 

X-ray  and  fluoroscopic  findings:  On  the  day  fol- 
lowing admission,  x-ray  showed  the  maximum  di- 
ameter of  the  heart  shadow  to  be  13.6  cm.  Eight 
days  later  the  maximum  diameter  was  11.8.  An 
orthodiagram  done  nine  days  after  admission  showed 
that  the  cardiac  pulsations  were  normal  and  trans- 
verse diameter  was  11.7  cm.  Five  days  later  it  was 
10.8  cm.  On  December  17,  1948,  transverse  di- 
ameter was  the  same  as  that  of  the  last  tracing. 
(Figure  VUI). 

Electrocardiographic  findings:  On  the  day  of 
admission,  the  ST  segments  were  elevated  in  leads 
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1,  2,  3,  AVF,  CV-2,  CV-4,  and  CV-5.  The  T-waves 
were  peaked  in  leads  1,  2,  CV-2,  CV-4,  and  CV-5, 


J.K,  Colored  Aale  A()e 


11-848  1M3-48  a-17'48 


Fig.  VIII 


and  inverted  in  lead  3.  By  November  8,  the 
T-waves  of  the  CV  leads  were  inverted.  On  De- 


cember 17,  the  EKG  had  returned  to  normal.  (Fig- 
ure IX). 

Course:  The  venous  pressure  was  75  mm.  of 
water  and  circulation  time  was  18  seconds  three  days 
after  admission. 

The  patient  was  given  25,000  units  of  penicillin 
every  three  hours  and  received  codeine  for  pain. 
He  was  never  dyspneic  and  the  chest  pain  persisted 
for  three  days.  He  progressively  improved  and  was 
discharged  16  days  following  admission.  On  dis- 
charge, his  sedimentation  rate  was  2-5  and  his  white 
count  and  differential  were  normal.  He  was  seen 
one  month  after  discharge  and  was  doing  well.  His 
EKG  at  that  time  had  returned  to  noiTnal. 

The  interesting  point  in  this  case  is  the  fact  that 
a friction  rub  was  never  heard  in  spite  of  the  fact 
that  the  heart  was  examined  frequently. 


11-15- 


AVR 


io-3o->4a 


ll-g-Ug 


CV5 


12-17 


'_48  I, 

••  • I . i 


Fig.  IX 


636 


Virginia  Medical  Monthly 


U c n 

-0  3 — 

o o "a  ■- 
o “ o 

— Q.  O C3 

D5  c«  < fq 


z z 


i ~ 

w Z 
Z o 
Oh  S 


< 


< 


Xl 

< 


u ss 

M K 


H tij 

2 S 

u “ 


c S 

c 3 , 
o • 


u 


^ o 


a C 


-a 

c 

o 


"O 

c 


^ 2 

o S 

2 w 
u u 

n . 


E E 

E-E 


. >> 
c « 
::  ~c 
c 
o» 


<=>  i 
E « 

c >. 

C es 

L S TJ 


c 

o 

C 

Q 

z 


§ g Ss 

® -5  J3X 
EE  ^ E 

p -o  ra  p 
.S  « 13  <g 

c 1-H 

1-1  O 'O  1-N 


, -5 

o < 

^ “h 

o 2 H 

“ o (Z) 
W < 


W 


•p 

o 


z 

S 0= 

^ D 


o “ 2 

-ip 

n a.  u. 


c/5 


TN  W 

^ a: 


>“  .— I CO 
^ NM  -1- 


X — 


f * 

»— • eo 


[December, 


Table 


1949] 


Virginia  Medical  Monthly 


637 


Review  or  Cases 

This  paper  is  based  on  five  cases  that  were  seen 
at  our  hospital  during  a fourteen  month  period, 
from  September,  1947,  to  November,  1948.  (Table 
I).  The  youngest  patient  was  23  and  the  oldest 
43  years  of  age.  History  of  an  upper  respiratory 
infection  was  present  in  three  and  an  atypical  pneu- 
monia was  found  to  accompany  case  IV.  Friction 
rub  was  present  in  all  but  one  case,  precordial  pain 
was  present  in  four  cases  and  substemal  in  Case  II. 
There  was  definite  cardiac  enlargement  in  four 
cases.  The  electrocardiographic  changes  were  con- 
sidered to  be  diagnostic  in  four  cases  and  strongly 
suggestive  in  one.  The  venous  pressure  was  elevated 
in  three  cases.  The  highest  was  219  mm.  of  water 
(Case  I).  In  Case  II  the  venous  pressure  was  not 
done.  The  longest  circulation  time  was  20  seconds 
and  the  shortest  was  12  seconds.  The  sedimenta- 
tion rate  was  elevated  in  four  cases  and  was 
not  done  in  one.  The  highest  was  22-27  in  Case  III 
and  the  lowest  9-14  in  Case  XI.  The  highest  white 
count  was  15,750  in  Case  IV,  the  lowest  6,150  in 
Case  V.  Blood  cultures  were  negative  in  all  cases, 
and  the  sputum  was  negative  for  acid  fast  bacilli  in 
the  three  cases  in  which  they  were  done. 

Discussion 

Just  what  is  the  etiolog}'  of  acute  non-specific 
pericarditis  is  unknown.  It  may  be  a manifesta- 
tion of  acute  rheumatic  fever  and  it  is  possible  that 
these  patients  will  develop  valvular  lesions  in  the 
future.  It  appears,  therefore,  important  to  follow 
these  for  the  next  3-4  years. 

The  differential  diagnosis  between  this  disease 
and  myocardial  infarction  is  very  important,  s nee 
the  prognosis  is  probably  greatly  different.  Acute 
non-specific  pericarditis  may  be  a relatively  benign 
disease,  while  we  know  that  acute  myocardial  in- 
farction with  pericarditis  is  not.  It  behooves  us, 
therefore,  to  be  careful  in  making  this  differentia- 
tion. 


Why  the  cardiac  shadow  is  increased  has  been 
the  subject  of  controversy;  that  is,  whether  it  is 
due  to  increase  in  fluid  or  to  cardiac  dilatation.’^ 
In  one  of  our  cases  (Case  I)  signs  of  tamponade 
developed.  200  cc.  of  fluid  were  removed,  cardiac 
pulsations  improved,  but  the  shadow  did  not  change 
in  size.  In  another.  Case  IV,  only  a small  amount 
of  fluid  could  be  removed  when  the  shadow  was  in- 
creased. It  appears,  therefore,  that  both  cardiac 
dilatation  and  the  presence  of  fluid  can  and  do 
occur.  The  dilatation  has  predominated  in  two 
cases  with  enlarged  hearts,  and  in  the  third  the  peri- 
cardium was  not  tapped. 

Four  patients  were  treated  with  penicillin  and 
the  other  was  given  nothing  but  sedation.  Response 
was  not  particularly  dramatic.  The  effect  of  penicil- 
lin on  the  course  is  not  known. 

Summary 

The  clinical  features  of  acute  non-specific  peri- 
carditis have  been  reviewed  and  five  cases  presented 
which  probably  are  examples  of  this  disease. 
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THE  NEED  FOR  CONTINUED  TREATMENT  AND  CONTROL  OF 

VENEREAL  DISEASES* 


James  M.  Suter,  M.D.,  M.P.H., 

Health  Officer,  Smyth-Washington-Bristol  Health  District, 
Abingdon,  Virginia. 


During  the  war,  vigorous  measures  were  insti- 
tuted and  carried  out  in  the  control  of  venereal  dis- 
eases. Some  of  the  established  procedures  gained 
from  war  experience  in  venereal  disease  control  are 
these : ( 1 ) value  of  accurate  and  complete  contact 

histories  and  prompt  follow-up;  (2)  advantage  of 
rapid  treatment  methods  over  older,  longer  methods 
of  treatment;  (3)  the  necessit}'  of  a venereal  dis- 
ease control  program  in  every  community  where 
there  were  concentrations  of  the  Armed  Forces  or 
civilians  employed  in  w'ar  work. 

However,  following  the  end  of  the  war,  it  was 
only  natural  that  vigorous  venereal  disease  control 
would  either  slow  down  or  come  to  a complete  stop. 
That  was  true  in  this  Health  District.  Following 
the  return  of  the  author  from  Service,  a survey  was 
made  and  it  became  immediately  evident  that 
whatever  veneral  disease  control  measures  had 
been  in  effect  had  badly  fallen  down.  It  became 
obvious  that  it  would  be  necessary  to  show  that 
there  was  a definite  need  for  continued  venereal 
disease  control  in  order  to  maintain  interest  in  all 
concerned.  It  was  decided  that  tliis  could  be  done 
by  examining  all  female  inmates  in  the  jails  in 
Bristol  and  Abingdon,  Virginia. 

The  Code  of  the  State  of  Virginia^  states  that 
owing  to  the  prevalence  of  venereal  disease  amongst 
vagrants,  prostitutes,  keepers,  inmates,  employers, 
and  frequenters  of  houses  of  ill  fame,  prostitution, 
and  assignation,  persons  “not  of  good  fame”,  per- 
sons guilty  of  fornication,  adultery,  lewd  and  las- 
civious conduct,  and  illicit  cohabitation,  are  to  be 
considered  and  are  hereby  declared  to  be  reason- 
ably suspected  of  having  syphilis,  gonorrhea,  lym- 
phogranuloma inguinale,  granuloma  inguinale  or 
chancroid  and  no  such  person  convicted  of  any 
such  charges  shall  be  released  until  examined  for 
such  venereal  diseases  by  the  proper  health  officer, 
his  deputy  or  assistants,  or  agents.  It  was  under 
this  section  of  the  Ccxle  of  Virginia  that  we  es- 
tablished our  jirogram. 

*Read  before  the  Southwest  Virginia  Medical  Society, 
May  24,  1949. 


Next,  the  commonwealth  attorney,  judge  of  po- 
lice court  and  trial  justices,  chiefs  of  police,  sheriffs, 
city  managers  were  visited  and  the  program  ex- 
plained to  them  in  detail.  Further  the  police  were 
kept  on  the  alert  for  vagrants  or  women  known  to 
be  soliciting  and  frequenting  hotels,  beer-joints, 
etc.  The  police,  once  they  realized  they  had  the 
support,  particularly  of  the  courts,  were  extremely 
helpful  in  locating  and  picking  up  these  women 
and  known  contacts  of  venereal  disease.  They  also 
transported  women  from  the  jail  to  the  health  de- 
partment and  clinics.  The  lay  investigator  worked 
diligently  to  establish  this  as  a police  routine.  Once 
it  was  established,  only  periodic  visits  to  the  police 
were  needed.  The  investigator  played  a large  part 
in  maintaining  their  interest  and  stimulating  their 
efforts.  At  the  present  time,  very  close  to  one  hun- 
dred per  cent  of  all  women  admitted  to  the  Bristol 
or  Abingdon  jails  are  examined  for  both  syphilis 
and  gonorrhea. 

Progress  at  first  was  excellent  as  there  was  plenty 
of  material  available.  Forty-two  women  were  ex- 
amined the  first  month.  All  were  examined  for  both 
syphilis  and  gonorrhea.  The  standard  Kahn  and 
direct  smear  method  were  used.  The  clinic  physi- 
cians and  nurses  were  carefully  instructed  in  the 
Pelouze  method  for  obtaining  a gonorrhea  smear^ 
and  15  of  the  42  examined  were  found  to  have 
gonorrhea.  Sixteen  were  found  to  have  a posi- 
tive Kahn.  Of  the  16  positive  for  syphilis,  5 
were  found  to  be  new  cases  and  were  treated  at  the 
rapid  treatment  center.  With  both  the  health  officer 
and  the  lay  investigator  using  this  information  in 
order  to  stimulate  interest,  the  venereal  disease  pro- 
gram has  continued  up  to  the  present  time. 

Other  approaches  were  made  than  through  the 
law  enforcement  agencies.  Newspapers  were  kept 
up-to-date  on  the  findings  and  were  most  coopera- 
tive in  publi.shing  any  information  furnished  them. 
The  following  headlines  appeared  in  the  Bristol 
Herald  Courier  April  14,  1947,  five  months  after 
the  program  was  started: 
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Ali.  VD  Suspects  in  Bristol  Jail  Being  Examined, 
Treated 

Large  Percentage  of  Girls  and  Women  Arrested  in 
Bristol,  Virginia,  Found  to  Have  Venereal  Disease.  Con- 
trol Program  For  City  Intensified;  Lay  Investigators 
Prove  Valuable  to  Program. 

All  hotel  and  tourist  court  operators  were  con- 
tacted and  urged  to  discourage  use  of  their  estab- 
lishment to  known  prostitutes  and  transient  women. 
.All  operators  have  been  very  cooperative  in  mak- 
ing their  hotel  records  available.  This  is  extremely 
lielpful  in  contact  work. 

The  director  of  public  welfare  and  the  probation 


examined  was  insufficient  to  draw  any  significant 
statistical  conclusion.  There  are  few  negroes  in 
this  part  of  Virginia. 

Summary 

1 . A venereal  disease  case  finding  program  was 
started  in  Bristol-^^^ashington  County,  Virginia 
jails. 

2.  Twenty-eiglit  per  cent  of  all  white  women 
examined  were  found  to  have  either  syphilis  or 
gonorrhea. 

,1.  Five  women  in  170,  or  3 per  cent,  were  found 
to  have  both  syphilis  and  gonorrhea. 


Color 

No.  Women 
Examined 
for  Syphilis 
and 

Gonorrhea 

Syphilis 

Gonorrhea 

Per  cent 
with  one 
or  more 
infections 

Per  cent 
with 
double 
infection 

Positive 

Negative 

Per  cent 
Infected 

Positive 

Negative 

Per  cent 
Infected 

White 

170** 

41 

109 

28 

39 

100 

28 

44 

5 

Colored* 

9 

6 

2 

75 

— 

8 

— 

75 

— 

Fig.  No.  1.  Chart  showing  statistical  breakdown  of  all  women  examined  from  November,  1946,  to  November,  1948. 


‘Colored  figures  too  small  in  number  to  be  of  statistical  significance. 

“Each  person  not  always  examined  each  time  for  both  syphilis  and  gonorrhea  for  following  reasons:  (1)  Recent 
known  blood  test;  (2)  Just  completed  penicillin  treatment  for  syphilis;  (3)'  Menstruation;  (4)  Known  syphilitic. 


officer  both  cooperate  in  trying  to  place  promiscuous 
girls  in  homes  and  in  obtaining  employment  for 
them.  This  work  has  been  only  partially  successful 
and  needs  greater  stress  placed  on  it.  If  this  is  done, 
better  results  can  be  achieved.  This  has  been  proven 
in  the  San  Francisco  experiment.® 

In  Figure  #1  it  will  be  noted  that  approximately 
28  per  cent  of  all  white  women  examined  had  a 
positive  Kahn.  Of  the  41  \vomen  with  a positive 
Kahn  10,  or  9 per  cent,  were  found  to  have  early 
syphilis  and  were  treated  at  the  rapid  treatment 
center.  All  women  found  to  have  gonorrhea  were 
treated  at  either  the  health  department  office  or 
the  venereal  disease  clinic.  Of  the  170  women  ex- 
amined, 5,  or  3 per  cent,  were  found  to  have  both 
SA’philis  and  gonorrhea.  The  number  of  negroes 


4.  The  high  incidence  of  venereal  disease  found 
in  women  in  Bristol  and  Washington  County  jails 
indicates  the  need  for  a vigorous  continuance  of 
a venereal  disease  control  program  in  Southwest- 
ern Virginia. 
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ALUMINUM  FOIL  AS  A DRESSING  FOR  BURNS 


WILLLA.M  A.  Johns,  M.D., 
Johnston-Willis  Hospital, 
Richmond,  Virginia. 


I realize  fully  that  the  treatment  of  the  patient’s 
general  condition  in  burn  therapy  is  much  more  im- 
portant than  the  local  therapy. 

Vaseline  and  other  ointments  used  for  local  dress- 
ings over  burned  areas  cause  a certain  degree  of 
maceration,  and  destroy  tissue  cells  which  otherwise 
would  be  helpful  in  the  healing  process. 

During  the  past  six  months,  we  have  used  alumi- 
num foil  applied  over  tlie  burned  area  under  the 
pressure  dressing.  This  foil  can  be  obtained  in  vary- 
ing thicknesses.  It  should  be  of  sufficient  thickness 
to  prevent  fragmentation — a thickness  of  .0005 
has  been  satisfactory  in  our  use.  It  is  easily  ob- 


tainable, non-toxic,  cheap,  easy  to  sterilize,  easy  to 
apply  and  more  comfortable  to  the  patient. 

Sheets  of  the  foil  are  placed  between  layers  of 
wrapping  paper,  made  into  rolls  and  sterilized  by 
autoclaving.  The  foil  is  smoothed  by  hand  onto 
the  surface  of  the  burn,  allowing  it  to  overlap  the 
edge  of  the  burn.  The  pressure  dressing  is  applied 
in  the  usual  manner. 

Brown,  Farmer  and  Franks  state  that,  by  virtue 
of  the  heat-reflecting  property  of  aluminum  foil, 
heat  conservation  may  influence  favorably  the  course 
of  the  illness,  and  that  the  foil,  by  providing  a 
physical  barrier  under  adequate  pressure,  appears  to 
diminish  the  surface  weeping,  thereby  conserving 
proteins.  They  also  state  that  the  maintenance  of  a 
dry  dressing  barrier  offers  a defense  against  bac- 
terial invasion  during  the  first  ten  days,  as  compared 
with  the  portal  of  entry  provided  by  a dressing  wliich 
becomes  soggy  following  some  forms  of  local  therapy. 

The  dressing  usually  is  changed  at  the  end  of  ten 
da)s  and  reapplied  in  the  same  manner. 

The  foil  also  has  been  used  over  freshly  grafted 
areas  and  over  the  donor  site  areas  with  success. 

Patients  who  have  had  vaseline  gauze  applied  at 
one  dressing,  and  aluminum  foil  at  another,  find  the 
foil  dressing  more  comfortable. 

Note:  The  aluminum  foil  has  been  supplied  by 
Reynolds  Metals  Company,  Richmond,  Virginia. 
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Showing  application  of  aluminum  foil. 
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PUBLIC  HEALTH 

L.  J.  Roper,  M.D., 

State  Health  Commissioner  of  Virginia 


The  report  of  the  Bureau  of  Communicable  Dis- 
ease Control  of  the  State  Department  of  Health  for 
October  1949  as  compared  with  the  same  month  in 
1948,  and  for  the  period  of  January  through  Octo- 


ber  1949  compared  with  the 

same 

period  in  1948,  is 

as  follows: 

Jan.- 

Jan.- 

Oct. 

Oct. 

Oct. 

Oct. 

1949 

1948 

1949 

1948 

Typhoid  and  paratyphoid 

26 

11 

130 

120 

Diarrhea  and  Dysentery 

532 

617 

5,433 

3,934 

Measles 

26 

149 

21,302 

6,279 

Scarlet  fever 

75 

77 

589 

716 

Diphtheria 

32 

33 

138 

192 

Poliomyelitis 

57 

101 

304 

511 

Meningitis 

0 

5 

73 

78 

Brucellosis 

\ 

4 

61 

73 

Rocky  Mountain  spotted  fever 

4 

4 

101 

64 

Tularemia 

0 

2 

28 

47 

History  of  American  Epidemiology 

One  of  the  outstanding  programs  of  the  77th  An- 
nual Meeting  of  the  American  Public  Health  Asso- 
ciation was  entitled  “The  History  of  American  Epi- 
demiology”. The  following  were  the  topics  and 
speakers: 

The  Colonial  Era  and  the  First  Years  of  the  Re- 
public (1620-1799).  C.-E.  A.  Winslow,  Dr. 
P.  H.,  Editor  American  Journal  Public  Health. 

The  Period  of  Great  Epidemics  (1800-1875). 
W.  G.  Smillie,  M.D.,  Professor  of  Public 
Health  and  Preventive  Medicine,  Cornell  Uni- 
versity, New  York. 

The  Bacteriological  Era  (1876-1920).  James  A. 
Doull,  M.D.,  Medical  Director  Leonard  Wood 
Memorial,  American  Leprosy  Foundation, 
Washington,  D.  C. 

The  Twentieth  Century — Yesterday,  Today,  and 
Tomorrow.  John  E.  Gordon,  M.D.,  Professor 
of  Epidemiology,  Harvard  University  Medical 
School,  Boston,  Massachusetts. 

.■\n  early  public  health  minded  figure  of  the  Co- 
lonial Period  was  the  great  preacher.  Cotton  Mather, 
(1663-1728),  who  defied  the  vindictive  prejudice  of 
the  medical  profession  and  the  lay  community  of 


his  day  by  practicing  and  preaching  inoculation 
against  smallpox. 

Today  it  is  hard  to  realize  the  intensity  and  fre- 
quency of  the  epidemics  of  typhus,  cholera,  yellow 
fever  and  smallpox  that  ravaged  American  cities  in 
the  early  part  of  the  1 9th  Century.  One  of  the  great 
figures  of  this  period  is  Benjamin  Rush  (1745-1813) 
— physician — teacher — patriot,  who,  though  he  did 
not  guess  the  bacterial  origin  of  disease,  studied  en- 
vironmental conditions  which  he  believed  to  be  sig- 
nificant in  disease  causation. 

The  achievements  in  the  bacteriological  era  are 
too  recent  and  familiar  to  need  recounting.  Progress 
made  in  the  conquest  of  typhoid,  smallpox,  diph- 
theria, tuberculosis  and  venereal  diseases  are  well 
known  stories. 

Progress  in  the  treatment  and  control  of  com- 
municable disease  has  been  tremendously  advanced 
by  the  discovery  and  widespread  use  of  the  anti- 
biotics. Dramatic  results  from  the  use  of  penicillin, 
streptomycin,  aureomycin  and  Chloromycetin  are 
achieved  daily.  Especially  dramatic  are  the  results 
in  Rocky  Mountain  spotted  fever,  typhoid  fever, 
brucellosis,  bacterial  endocarditis,  streptococcal  in- 
fections, the  venereal  diseases,  tularemia,  typhus, 
and  primary  atypical  pneumonia.  An  equal  value 
of  the  antibiotics  as  preventives  has  not  been  demon- 
strated. 

With  the  spectacular  results  of  Chloromycetin  in 
the  treatment  of  typhoid  fever  it  was  hoped  that  this 
agent  might  be  effective  in  the  treatment  of  typhoid 
carriers.  .\n  intensive  experiment  in  Detroit  has 
l^een  undertaken  but  to  date  the  results  are  disap- 
pointing. Typhoid  bacilli  have  disappeared  from 
the  stools  of  carriers  while  under  treatment,  but  have 
reappeared  when  treatment  was  discontinued.  At 
present  research  in  this  field  is  being  carried  on  with 
larger  doses  and  shorter  intervals. 

With  the  increased  expectancy  of  life,  the  present 
day  emphasis  is  on  the  diseases  of  an  aging  j)opula- 
tion,  namely,  diseases  of  the  heart,  cancer,  tubercu- 
losis, and  com[)lications  of  higli  blood  pressure. 
These  today  are  tlie  conditions  on  which  ])hysicians, 
public  health  men  and  research  workers  are  focusing 
their  epidemiological  attention. 
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MEDICAL  SOCIETY  OF  VIRGINIA 
PUBLIC  RELATIONS 


Henry  S.  Johnson,  Director 


The  President’s  Objectives. 

Dr.  W.  C.  Caudill,  elected  President  of  the  Medi- 
cal Society  of  Virginia  for  1949-1950,  made  public 
at  the  Annual  Convention  at  Old  Point  Comfort  his 
objectives  to  be  carried  out  during  the  year. 

The  points  set  forth  in  his  program  are  pertinent 
and  vital  in  insuring  continued  progress  of  the  medi- 
cal profession  in  Virginia.  The  Society  should  be 
strengthened  in  membership  and  in  framework. 
Some  of  the  proposed  activities  are:  more  active 
hx:al  societies,  a broader  Public  Relations  program 
and  active  support  of  existing  agencies  that  contrib- 
ute to  better  health  standards  in  Virginia. 

It  is  believed  that  the  leadership  of  the  Society  is 
in  competent  hands  and  that  the  Presidency  of  Dr. 
Caudill  will  be  marked  by  success,  as  was  that  of 
his  predecessor.  Dr.  M.  Pierce  Rucker. 

Professional  Relations  and  Public  Relations. 

It  seems  appropriate  to  jx>int  out  from  observa- 
tions at  the  annual  session  of  the  Medical  Society  of 
Virginia  at  Old  Point  Comfort,  the  public  relations 
affected  by  the  professional  relations  of  the  conven- 
tion. 

Dr.  Chester  Bradley,  local  publicity  chairman, 
handled  excellently  the  preconvention  publicity, 
i>ringing  out  the  historical  background  of  both  the 
Medical  Society  and  Old  Point  Comfort.  The  co- 
operation of  the  local,  state-wide  and  Associated 
press,  was  of  great  value  in  stirring  public  interest 
in  not  only  the  historical,  scientific  and  social  as- 
pects of  this  convention,  but  also  in  the  “cause”  of 
our  doctors  in  Virginia. 

This  local  publicity  and  the  arrangements  for  the 
entertainment  and  social  aspects  of  the  convention 
under  the  direction  of  Dr.  Waverly  R.  Payne,  Dr. 
E.  L.  Alexander,  and  otliers,  were  outstanding  as 
professional-public  relations. 

Those  in  charge  of  scientific  and  commercial  ex- 
hibits should  feel  complimented  not  only  from  tlie 
standpoint  of  the  provision  made  for  them,  but  be- 
cause of  the  study  and  comment  on  them. 


The  boat-ride  around  Hampton  Roads  arranged 
by  the  Women’s  Auxiliary,  the  alumni  dinners,  the 
banquet  with  the  Negro  Glee-club  and  the  Honorable 
Josh  Lee,  the  entertainment  on  the  Roof  Garden,  as 
well  as  the  out-of-state  guest  speakers,  each  of  these 
activities  in  itself,  and  moreover,  all  of  them  put  to- 
gether, contribute  to  a verj’  essential  “esprit  de 
corps”. 

The  hospitality  extended  by  the  private  homes  and 
doctors  of  the  local  area,  and  the  “all-out”  effort  on 
the  part  of  the  hotel  management  and  staff  seems  an 
indication  of  the  respect  and  attitude  of  the  lay- 
public  to  the  medical  profession  in  this  state. 

These  evidences  of  a common  purpose  and  deter- 
mined effort  on  the  part  of  the  membership  of  our 
organization  indicate  a complementar)’  status  of  the 
Society.  It  is  only  through  understanding  and  co- 
operative effort  between  and  among  doctors,  and  a 
similar  relationship  between  the  medical  profession 
and  the  lay-public  that  our  objective  of  medical  care 
can  best  be  effected. 

W.  C.  Caudill,  M.D.,  President 
Medical  Society  of  Virginia 

General  Practitioner  Honored. 

At  the  Annual  Meeting  of  the  House  of  Delegates 
of  the  Medical  Society  of  Virginia  at  Old  Point 
Comfort  in  October,  Dr.  Henry  W.  Decker  of  Rich- 
mond was  chosen  the  “General  Practitioner  of  the 
Year”  for  Virginia. 

By  virtue  of  this  recognition.  Dr.  Decker  auto- 
matically became  an  eligilde  candidate  for  this  honor 
on  a national  level. 

His  years  as  a general  j)ractitioner  have  been 
marked  by  outstanding  service  to  his  profession  and 
leadership  in  civic  and  church  affairs. 

Virginia  Council  on  Health  and  Medical  Care 

Issues  Special  Report. 

Sj:>ecial  Report  #1  prepared  by  the  Virginia  Coun- 
cil on  Health  and  Medical  Care  is  entitled  “Virginia 
Citizens  Find  Mental  Hospitals  In  Urgent  Need”. 
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The  impressions  presented  in  the  report  are  those 
of  a committee  of  21  people  authorized  by  the  Execu- 
tive Committee  of  the  Mental  Hygiene  Society  of 
Virginia.  It  was  their  task  to  study  the  care  and 
treatment  of  the  mentally  ill  and  the  prevention  of 
the  mental  illness. 

The  opinions  presented  seemed  to  indicate  that 
the  shortage  of  physicians,  psychiatrists,  and  trained 
attendants  provides  the  acute  proldem  to  overcome. 
The  services  rendered  by  those  now  attending  the 
mentally  ill  are  excellent  but  not  adequate.  In  the 
six  hospitals  for  the  mentally  ill  there  are  11,944  pa- 
tients and  only  23  physicians;  a ratio  of  one  physi- 
cian to  every  511  patients.* 

According  to  Dr.  Joseph  E.  Barrett,  Commissioner 
of  IMental  Hygiene  for  Virginia,  75  of  every  100  {per- 
sons committed  to  a mental  hospital  with  acute  psy- 
chiatric disorders  could  be  returned  to  their  homes 
w’ithin  one  year  if  they  received  the  proper  care.* 

It  is  believed  that  before  any  planning  would  be 
effective  the  budgetary  deficit  of  the  mental  hospitals 
should  be  remedied  and  the  salary  scales  for  psychia- 
trists be  made  comparable  to  those  of  other  states. 

The  Virginia  Council  on  Health  and  Medical 
Care  has  for  several  years  been  emphasizing  in  its 
published  reports  the  needs  of  the  mental  hospitals. 

Educational  Campaign  Literature  Distrib- 
uted. 

October,  “the  beginning  emphasis  month”  for  the 
wide  distribution  of  literature  on  the  subject  of  so- 
cialized medicine,  has  been  a busy  one. 

In  preparing  for  this,  approximately  250,000 
pieces  of  literature  were  disseminated  to  the  physi- 
cians, dentists  and  pharmacists  of  Virginia.  Of  those 
participating,  the  pharmacists  gave  the  best  re- 
sponse on  the  basis  of  organization  membership, 
with  the  physicians  and  dentists  following  in  that 
order. 

♦Figures  taken  from  the  Special  Report  No.  1 of  the 
Virginia  Council  on  Health  and  Medical  Care. 


Of  the  five  pieces  of  literature  made  available,  the 
“Fildes  Folder”  ranked  first  with  the  largest  number 
requested. 

Word  from  ISIr.  J.  Curtis  Nottingham,  Executive 
Secretary  of  the  Virginia  Pharmaceutical  Associa- 
tion, emphasizes  that  the  pharmacists  are  cooperating 
to  make  this  campaign  a success.  It  is  believed  that 
this  spirit  is  prevalent  among  all  those  participating. 

It  should  be  remembered  that  the  end  of  October 
does  not  mean  the  end  of  the  emphasis  program.  It 
is  just  the  beginning. 

National  Public  Relations  Conference. 

The  Second  Annual  Public  Relations  Conference 
of  the  American  Medical  Association  was  held  Sat- 
urday and  Sunday,  November  5-6,  1949,  in  Chicago. 

IMorning  and  afternoon  sessions  of  Saturday  con- 
vened at  the  A.  IM.  A.  Headquarters  with  the  wel- 
coming address  being  delivered  by  Dr.  George  F. 
Lull,  Secretary'  and  General  ^Manager  of  the  A.  M.  A. 

Comments  on  the  Conference  were  made  by  Mr. 
Lawrence  W.  Rember,  Public  Relations  Director  of 
the  A.  M.  A. 

The  dinner  meeting  that  evening  was  at  the  Bis- 
marck Hotel  with  Dr.  Louis  Bauer,  Chairman  of 
the  Board  of  Trustees  of  the  American  Medical  As- 
sociation serving  as  Toastmaster  and  Dr.  Ernest  E. 
Irons,  President  of  the  A.  M.  A.  and  Mr.  Leonard  E. 
Read,  President,  Foundation  for  Economic  Educa- 
tion appearing  as  speakers  on  the  program. 

-A.  “Get  It  Off  Your  Chest”  session  was  held  Sun- 
day morning,  which  proved  to  be  stimulating  and 
interesting. 

The  conference  ended  with  a luncheon  meeting 
with  Dr.  Elmer  L.  Henderson,  President-Elect  of 
the  A.  M.  A.  as  Toastmaster.  The  concluding  ad- 
dress, “Public  Relations  is  Our  Business”,  was  pre- 
sented by  Mr.  Averell  Broughton,  President  of  the 
Public  Relations  Society  of  America. 
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PROCEEDINGS 


MEDICAL  SOCIETY  OF  VIRGINIA 
1949  ANNUAL  MEETING 
Old  Point  Comfort 
October  9,  10,  11,  12,  1949 


The  Medical  Society  of  Virginia  held  its  102nd  meet- 
ing at  the  Chamberlin  Hotel,  Old  Point,  Fort  Monroe, 
October  9,  10,  11  and  12,  1949.  Owing  to  illness  of  the 
President,  Dr.  M.  Pierce  Rucker  of  Richmond,  the  Presi- 
dent-Elect, Dr.  VV.  C.  Caudill  of  Pearisburg,  presided 
with  the  help  of  the  vice-presidents.  The  registered  at- 
tendance included  627  doctors,  200  of  the  Woman’s  Auxil- 
iary, and  about  100  exhibitors.  The  business  sessions  were 
held  on  Sunday  and  Monday.  Alumni  dinners,  special 
society  luncheon  meetings,  and  the  banquet  and  entertain- 
ment on  Tuesday  added  to  the  interest  of  those  attending. 

SCIENTIFIC  SESSIONS 
Medical  Section 
Monday,  October  10,  9:00  A.M. 

'Phe  Medical  Section  of  the  Medical  Society  of  V’irginia 
met  in  the  Virginia  Room,  Chamberlin  Hotel,  Old  Point 
Comfort,  Fort  Monroe,  on  Monday,  October  10,  1949,  at 
nine  o’clock  a.  m.  Dr.  C.  L.  Outland,  of  Richmond,  first 
vice-president  of  the  Society,  called  the  meeting  to  order 
and  presided. 

The  first  paper  on  the  program,  that  of  Drs.  T.  N. 
Hunnicutt,  Jr.,  Harry  Nushan,  and  Benjamin  Miller,  of 
Newport  News,  entitled  “Sarcoidosis,  a Survey  and  Clin- 
ical Study’’,  was  read  by  Dr.  Hunnicutt.  It  was  discussed 
by  Dr.  Edward  S.  Ray,  Richmond;  Dr.  Dean  B.  Cole, 
Richmond;  and  by  Dr.  Nushan  and  Dr.  Miller. 

Dr.  John  F.  Williams,  Richmond,  read  his  paper  en- 
titled “Psychosomatic  Medicine:  Mechanisms  Common  to 
Some  Gastro-Intestinal  Dysfunctions’’,  which  was  dis- 
cussed by  Dr.  John  Taylor  Ransone,  Newport  News,  and 
by  Dr.  Williams  in  closing. 

T he  paper  of  Dr.  F.  C.  McCall,  of  Bristol,  and  Dr. 
J.  H.  Scherer,  of  Richmond,  entitled  “The  Treatment 
of  Acute  Leukemia  with  Aminopterin”,  was  read  by  Dr. 
McCall  and  was  discussed  by  Dr.  John  E.  Stevens,  of 
Richmond. 

The  program  for  this  session  of  the  Medical  Section 
having  been  completed,  a recess  was  taken  to  give  the 
members  opportunity  to  visit  the  exhibits. 

General  Session 

Monday,  October  10,  9:00  A.  M. 

The  Surgical  Section  of  the  Medical  Society  of  Virginia 
opened  at  9:00  A.M.,  October  10,  1949,  with  Dr.  J.  T.  T. 
Hundley,  presiding. 

Three  technical  papers  were  presented  in  this  session. 

Dr.  Carrington  Williams,  Jr.,  of  Richmond,  presented 
his  paper  entitled  “Surgical  Aspects  of  Neurofibromas’’, 


with  discussion  by  Dr.  Frank  P.  Coleman,  Richmond,  and 
Dr.  Hugh  H.  Trout,  Roanoke. 

The  second  paper,  “Surgery  of  the  Gall  Bladder”,  was 
presented  by  Dr.  Frank  S.  Johns,  of  Richmond,  and  was 
illustrated  with  slides.  Dr.  C.  M.  Caravati  of  Richmond 
led  the  discussion  on  this  subject. 

Dr.  James  L.  Thomson  of  Norfolk,  presented  the  final 
paper  “The  Diagnosis  and  Treatment  of  Ruptured  Cer- 
vical Disc”,  with  the  discussion  led  by  Dr.  W.  Gayle 
Crutchfield,  of  Charlottesville. 

General  Session 

Monday,  October  10,  10:45  A.M. 

The  first  general  session  of  the  1949  annual  meeting 
of  the  Medical  Society  of  Virginia  was  held  in  the  Vir- 
ginia Room  of  the  Chamberlin  Hotel  on  Monday,  October 
10,  beginning  at  10:45  a.m.  Dr.  W.  C.  Caudill,  of  Pearis- 
burg, President-Elect,  presided. 

At  the  request  of  Chairman  Caudill,  Dr.  Ennion  S. 
Williams,  Richmond,  introduced  the  first  speaker.  Dr.  R. 
Lomax  Wells,  of  Washington,  D.  C.  (guest).  Dr.  Wells 
then  read  his  paper  on  “The  Present-Day  Concept  of  In- 
dustrial Medicine”. 

Dr.  Walter  O.  Klingman,  of  Charlottesville,  read  his 
paper  entitled  “Pain  Mechanisms  Associated  with  Head- 
ache”, which  was  discussed  by  Dr.  Thomas  N.  Spes- 
sard,  of  Norfolk,  and  in  closing  by  Dr.  Klingman. 

The  paper  of  Drs.  Daniel  D.  Chiles  and  James  P. 
King,  Radford,  on  “Psychiatric  Implications  in  Gereol- 
ogy”,  was  read  by  Dr.  King.  It  was  discussed  by  Dr. 
Thomas  N.  Spessard,  Norfolk,  and  Dr.  Walter  O.  Kling- 
man, Charlottesville,  and  in  closing  by  Dr.  King. 

The  program  having  been  completed,  the  first  general 
session  then  adjourned. 

General  Session 

Monday,  October  10,  2:30  P.M. 

The  Medical  Society  of  Virginia  reconvened  in  general 
session  in  the  Virginia  Room  of  the  Chamberlin  Hotel  at 
2:30  p.m.  on  Monday,  October  10,  and  was  called  to  order 
by  Dr.  C.  L.  Outland,  of  Richmond,  Vice-President  of  the 
Society,  who  acted  as  chairman. 

The  paper  of  Dr.  E.  M.  Holmes,  Jr.,  and  Dr.  Paul 
Bowden,  of  Richmond,  on  “Use  of  Penicillin  for  Treat- 
ment of  Early  Cases  of  Syphilis  in  the  City  of  Richmond” 
was  read  by  Dr.  Bowden.  It  was  discussed  by  Dr.  Thomas 
W.  Murrell,  Sr.,  Richmond;  Dr.  W.  L.  Eastlack,  South 
Boston;  Dr.  Dudley  C.  Smith,  Charlottesville;  Dr.  E.  E. 
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Barksdale,  ^^’ashington,  D.  C. ; and  in  closing  by  Dr. 
Holmes. 

The  paper  of  Drs.  Edgar  C.  Harper  and  Wyatt  E. 
Rove,  Richmond,  entitled  “Tuberculosis  Control  Program 
in  a General  Hospital”  was  read  by  Dr.  Harper  and  was 
discussed  by  Dr.  Samuel  Richman,  Richmond,  and  Dr. 
W.  F.  Wagner,  of  the  State  Health  Department,  Rich- 
mond, and  in  closing  by  Dr.  Harper. 

Dr.  William  E.  Apperson,  Blue  Ridge  Sanatorium, 
Charlottesville,  read  his  paper  entitled  "Streptomycin  in 
T'uberculosis,  Its  Use  and  Abuse”,  which  was  discussed 
by  Dr.  E.  C.  Drash,  of  Charlottesville.  Dr.  Apperson 
then  closed  the  discussion. 

I'he  program  having  been  completed,  this  session  then 
adjourned. 

Clinical  Pathological  Conference 
Monday,  October  10,  4:00  P.M. 

A clinical  pathological  conference  was  held  in  the 
roof-garden  assembly  room  of  the  Hotel  Chamberlin  on 
Monday  afternoon,  October  10,  following  the  adjourn- 
ment of  the  general  session.  Dr.  J.  T.  T.  Hundley  of 
Lynchburg,  one  of  the  Vice-Presidents,  presided.  Two 
case  histories,  one  from  the  hospital  of  the  Medical  Col- 
lege of  Virginia  and  one  from  the  University  of  Vir- 
ginia Hospital,  were  discussed,  the  first  by  Dr.  William 
Parson,  of  the  University  of  Virginia,  Charlottesville, 
and  the  other  by  Dr.  William  B.  Porter,  Medical  College 
of  Virginia,  Richmond,  and  diagnoses  were  given. 

I'he  conference  then  adjourned. 

General  Session 

Monday,  October  10,  8:30  P.M. 

Phe  Medical  Society  of  Virginia  met  in  general  session 
in  the  roof-garden  assembly  room  of  the  Chamberlin 
Hotel  at  8:30  p.m.  on  Monday,  October  10,  1949.  Dr. 
V’^averly  R.  Payne,  of  Newport  News,  Chairman  of  the 
Committee  on  Arrangments,  called  the  meeting  to  order 
and  presided  as  chairman. 

The  invocation  was  said  by  the  Reverend  Carter  H. 
Harrison,  Rector  of  St.  John’s  Episcopal  Church,  Hampton. 

Colonel  E.  M.  Fickett,  Deputy  Post  Commander,  Fort 
Monroe,  delivered  the  address  of  welcome. 

Certificates  of  membership  in  the  “Fifty-Year  Club” 
of  the  Medical  Society  of  Virginia  were  presented  to 
the  following  physicians: 

Howard  Armstrong. 

Tremain  Ernst  Armstrong. 

George  Edward  Barksdale. 

John  Calvin  Cutler.  > 

Arthur  Joseph  Edwards. 

George  Washington  Gay,  Jr. 

J.  Gates  Goode. 

Robert  W.  Holley. 

Ernest  R.  Martin. 

William  Thomas  McLemore. 

Benjamin  Crumpacker  Moomaw. 

Edwin  Jones  Nixon. 

Archibald  Osborne. 

Chichester  Tapscott  Peirce. 

Emmett  F.  Reese,  Jr. 


John  Cary  Sleet. 

Williamson  Crothers  Welburn. 

J.  Belmont  Woodson. 

In  the  presentation  of  the  certificates  Chairman  Payne 
spoke  as  follows: 

“We  come  at  this  time  to  a very  pleasant  phase  of  our 
meeting,  and  that  is  the  awarding  of  certificates  to  mem- 
bers of  our  Fifty-Year  Club,  composed  of  men  who  have 
been  in  practice  fifty  years  or  more.  I am  sure  that 
many  of  those  men  are  not  present,  but  I ask  those  who 
are  here  to  stand  when  their  names  are  called,  and  Miss 
Watkins  will  present  each  one  with  a certificate. 

“I  assure  you  gentlemen  that  it  is  a great  pleasure  to 
present  these  certificates,  and  we  wish  for  you  many 
more  successful  and  happy  years.” 

The  Chairman  then  presented  Dr.  W.  C.  Caudill,  of 
Pearisburg,  President-Elect,  and  the  Past  Presidents  who 
were  in  attendance. 

Chairman  Payne:  At  this  time  I want  to  present  Dr. 
A.  M.  Showalter,  of  Christiansburg,  Chairman  of  the 
Membership  Committee,  who  will  conduct  the  Memorial 
Hour. 

Dr.  a.  M.  Showalter,  Chairman,  Membership  Com- 
mittee: Mr.  Chairman,  ladies,  and  gentlemen,  as  Chair- 
man of  the  Membership  Committee  I will  read  at  this 
time  a list  of  the  members  of  the  Medical  Society  of 
Virginia  who  have  died  during  the  last  twelve  months. 

Members  Whose  Deaths  Have  Been  Reported  Since 
1948  Meeting 

Dr.  Joseph  James  Anderson,  Richmond,  May  19,  1949. 
Dr.  Clifford  Harry  Beach,  Richmond,  February  16,  1949. 
Dr.  Staige  Davis  Blackford,  Charlottesville,  July  17,  1949. 
Dr.  Charles  Armistead  Blanton,  Richmond,  September  6, 
1949. 

Dr.  Philip  Williams  Boyd,  Jr.,  Winchester,  February  17, 
1949. 

Dr.  William  Norwood  Breckinridge,  Fincastle,  March  21 
1949. 

Dr.  Isham  Keith  Briggs,  South  Boston,  February  8,  1949. 
Dr.  Irving  Lee  Chapman,  Norfolk,  January  20,  1949. 
Dr.  George  Gilbert  Crawford,  Strasburg,  August  6,  1949. 
Dr.  Hugh  S.  Cumming,  Washington,  D.  C.,  December  20 

1948. 

Dr.  Charles  Olive  Dearmont,  White  Post,  February  23 

1949. 

Dr.  Arthur  Hamilton  Deekens,  New  Orleans,  La.  May  29 
1949. 

Dr.  Charles  Bickley  Fox,  Monterey,  January  26,  1949. 

Dr.  John  William  Freed,  Staunton,  June  2,  1949. 

Dr.  Charles  Radford  Fugate,  Clinchport,  December  21 
1947. 

Dr.  Robert  Vivien  Funsten,  Charlottesville,  July  25,  1949. 
Dr.  George  Blight  Harrison,  Fredericksburg,  May  17 
1949. 

Dr.  Isaac  Carrington  Harrison,  Danville,  March  12,  1949. 
Dr.  Philip  Launcelot  Hill,  Petersburg,  August  8,  1949. 

Dr.  Rufus  S.  Kight,  Norfolk,  February  12,  1949. 

Dr.  Hunter  Holmes  McGuire,  Winchester,  January  21 
1949. 

Dr.  Stuart  McGuire,  Richmond,  October  27,  1948. 

Dr.  William  Douglas  Macon,  Charlottesville,  December 
30,  1948. 

Dr.  Lucius  D.  Morgan,  Gladys,  March  10,  1949. 

Dr.  William  Gerry  Morgan,  Washington,  D.  C.,  July  7 
1949. 


646 


\ iRGiNiA  Medical  Monthly 


[December, 


Dr.  Frank  J.  Morrison,  Suffolk,  July  17,  1949. 

Dr.  Wilbur  Moorhead  Phelps,  Cape  Charles,  July  28,  1949. 
Dr.  Henry  Garnett  Plaster,  Washington,  D.  C.,  August  3, 
1949.' 

Dr.  Harry  Ho'ward  Pope,  Ivanhoe,  July  18,  1948. 

Dr.  Benjamin  Franklin  Randolph,  Arrington,  March  30, 
1949. 

Dr.  Frank  Harrell  Redwood,  Norfolk,  May  27,  1949. 
Dr.  Charles  Russell  Robins,  Richmond,  October  16,  1948. 
Dr.  Andrew  George  Shelter,  Richmond,  December  13, 

1948. 

Dr.  George  Lee  Smith,  Richmond,  November  22,  1948. 
Dr.  Albert  Micou  Sneed,  Toano,  July  29,  1949. 

Dr.  Hack  Urquhart  Stephenson,  Richmond,  January  20, 

1949. 

Dr.  Fernando  A.  Ward,  Suffolk,  October  9,  1948. 

Dr.  Talmage  Bryan  Weatherly,  Richmond,  September  4, 
1949. 

Dr.  George  Clegg  Williams,  Pearisburg,  May  29,  1949. 
Dr.  Walter  Lewis  Williams,  Brookneal,  June  26,  1949. 

Chairm.an  Payne:  Ladies  and  gentlemen,  in  respect 
to  those  members  and  in  honor  of  their  memory,  will  you 
stand  for  a moment? 

(Those  present  stood  in  silence  for  a moment.) 
Chairman  Payne:  Ladies  and  gentlemen,  at  this  time 
it  would  have  been  my  privilege  and  pleasure  to  intro- 
duce our  beloved  President,  Dr.  M.  Pierce  Rucker,  of 
Richmond.  Dr.  Rucker,  a native  of  Virginia,  has  devoted 
nearly  a half  century  to  the  practice  of  medicine.  He 
has  lived  a full  life,  crowned  with  achievements.  Most 
of  you  know  him  as  well  as  1,  and  therefore  it  would 
ne  of  no  purpose  to  enumerate  his  accomplishments  in 
medicine.  He  has  been  President  of  this  Society  since  last 
October  and  has  worked  faithfully  and  tirelessly  for  its 
advancement.  It  is  said  that  during  the  current  year  he 
has  missed  no  important  committee  meeting  concerned 
with  the  affairs  of  the  organization.  In  addition  to  that 
he  has  carried  on  his  practice  and  the  editorship  of  the 
Virginia  Medical  Monthly,  both  in  an  outstanding  man- 
ner. 

The  high  light  of  any  medical  meeting  is  the  presidential 
address,  which  crystallizes  many  hours  of  thought,  study, 
and  preparation.  We  are  not  only  disappointed  that  Dr. 
Rucker  cannot  be  with  us  tonight  but  deeply  sorry  that 
he  is  ill.  He  has  requested  that  his  paper  be  read  by 
the  First  Vice-President,  Dr.  Charles  L.  Outland.  Before 
presenting  Dr.  Outland  I want  to  make  this  one  additional, 
statement — that  I have  heard  within  the  hour  that  Dr. 
Rucker’s  condition  is  very  much  improved.  I know  you 
will  all  be  delighted  to  hear  that. 

The  title  of  Dr.  Rucker’s  paper  is  “The  Future  of  Med- 
icine in  Virginia”,  and  it  will  now  be  presented  by  Dr. 
Outland. 

Dr.  Charles  L.  Outland,  Vice-President,  Richmond; 
Mr.  Chairman,  ladies,  and  gentlemen,  I only  hope  that 
I can  do  this  paper  justice,  and  I trust  that  you  will  bear 
with  my  shortcomings. 

Dr.  Outland  then  read  the  President’s  Address. 
Chairman  Payne:  At  this  time  it  is  my  pleasure  to 
introduce  one  of  our  guest  speakers.  I,  frankly,  had  not 
had  the  pleasure  of  meeting  this  gentleman  until  I came 
to  the  hall  this  evening.  Knowing  that  he  is  a pediatrician 


and  thinking  that  all  pediatricians  are  in  the  bantam 
class,  weighing  around  125  pounds,  I was  amazed  to 
meet  this  gentleman  from  Durham.  I asked  Dr.  Davison 
how  many  pediatricians  in  the  United  States  are  deans 
of  medical  schools,  and  he  said  that  so  far  as  he  knew 
there  are  five.  He  said  he  thought  the  reason  for  having 
pediatricians  as  deans  of  medical  schools  is  that  they 
might  be  better  able  to  understand  the  childlike  behavior 
of  both  their  faculties  and  students. 

Our  next  speaker  is  an  able  physician  and  a writer 
of  note.  He  has  contributed  for  a number  of  years  to 
various  medical  journals.  He  is  the  full-time  professor 
of  pediatrics  and  Dean  of  the  Duke  University  Medical 
School.  I now  take  pleasure  in  presenting  to  you  Dr. 
Wilburt  C.  Davison,  Dean  of  the  Medical  School  of 
Duke  University,  Durham,  North  Carolina.  Dr.  Davison. 

Dr.  Davison  then  addressed  the  Society  on  the  subject 
of  “Sir  William  Osier — Reminiscences”. 

Chairman  Payne:  Thank  you.  Dr.  Davison. 

At  this  time  I want  to  introduce  our  next  guest  speaker. 
This  gentleman  is  a past  president  and  one  of  the  or- 
ganizers of  the  Southeastern  Surgical  Association  and  is 
now  President  of  the  Southern  Congress  of  Surgeons  and 
a director  of  the  World  Medical  Association ; he  is  a 
well-known  Southern  surgeon  and  is  director  of  the 
Acuff  Clinic,  in  Knoxville,  Tennessee.  It  is  my  pleasure 
now  to  introduce  Dr.  Herbert  Acuff,  who  will  speak  on 
the  World  Medical  Association.  Dr.  Acuff. 

Dr.  Herbert  Acuff,  Director,  World  Medical  Asso- 
ciation, Knoxville,  Tenn.;  Mr.  Chairman,  ladies,  and 
gentlemen,  members  of  the  Medical  Society  of  Virginia,  I 
just  want  to  express  my  appreciation  for  the  opportunity 
of  coming  here  and  to  say  I have  had  a wonderful  time 
during  the  day  and  have  enjoyed  meeting  many  of  you 
whom  I have  not  previously  known.  I want  to  bring 
you  the  greetings  of  the  President  of  the  World  Medical 
Association  and  Director  of  the  United  States  Council, 
who  is  now  President-Elect  of  the  American  Medical 
Association,  Dr.  Elmer  L.  Henderson. 

Dr.  Acuff  then  read  his  prepared  paper. 

Chairman  Payne:  Thank  you  very  much.  Dr.  Acuff. 

That  concludes  our  program  for  this  session,  and  I 
now  have  one  or  two  announcements  to  make. 

Dr.  Payne  made  some  announcements  regarding  fea- 
tures of  Tuesday’s  program,  after  which  the  evening 
session  adjourned. 

Medical  Section 
Tuesday,  October  11,  9:15  A.M. 

The  Medical  Section  of  the  Medical  Society  of  Virginia 
reconvened  in  the  Virginia  Room  of  the  Chamberlin 
Hotel  on  Tuesday  morning,  October  11,  and  was  called 
to  order  by  Dr.  Charles  L.  Outland,  Vice-President,  at 
9:10  o’clock. 

The  paper  of  Drs.  Reno  R.  Porter,  John  W.  Massey, 
Jr.,  and  William  Anderson,  of  Richmond,  entitled  “Man- 
agement of  the  Complications  of  Acute  Myocardial  In- 


1949] 


Virginia  Medical  Monthly 


647 


farction”  was  read  by  Dr.  Porter  and  was  discussed  by 
Dr.  Julian  R.  Beckwith,  of  Clifton  Forge. 

'I'he  Chairman  announced  that,  if  there  was  no  ob- 
jection, the  next  two  papers,  being  on  closely  related 
subjects,  would  be  read  and  the  primary  discussion  on 
each  one  given,  after  which  the  general  discussion  of  all 
three  papers  would  be  entered  into.  No  objection  was 
heard,  and  this  plan  was  followed. 

The  paper  of  Drs.  Julian  R.  Beckwith  and  Robert  H. 
Sease,  of  Clifton  Forge,  on  “Anti-Coagulant  Therapy  in 
Myocardial  Infarction”  was  read  by  Dr.  Beckwith  and 
was  discussed  by  Dr.  Paul  D.  Camp,  Richmond. 

The  paper  of  Dr.  Paul  D.  Camp  and  Dr.  Oscar 
Clarke,  Richmond,  entitled  “I'he  Differential  Diagnosis 
of  Acute  Infectious  ‘Idiopathic’  Pedicarditis  and  Myo- 
cardial Infarction”  was  read  by  Dr.  Camp  and  was 
discussed  by  Dr.  Wellford  Reed,  of  Richmond.  Dr. 
Clarke  then  emphasized  some  of  the  points  made  by 
Dr.  Camp  in  the  paper  read. 

'I'he  three  papers  were  thrown  open  to  general  dis- 
cussion, and  several  ((uestions  were  asked.  'I'he  papers 
were  then  discussed  by  Dr.  Moseley,  of  Florida;  Dr. 
D.  G.  Chapman,  Richmond;  Dr.  E.  E.  Haddock,  Rich- 
mond; and  in  closing  by  Dr.  Beckwith,  Dr.  Reno  Porter, 
and  Dr.  Camp. 

A member  requ.sted  that  this  group  of  papers  be 
published  together,  along  with  the  discussions,  so  that  they 
might  be  readily  available  to  the  members  of  the  Society 
for  study. 

The  program  having  been  completed,  the  Medical  Sec- 
tion then  recessed. 

Psychiatric  Session 
Tuesday,  October  11,  9:00  A.  M. 

The  Psychiatric  Section  of  the  Medical  Society  of  Vir- 
ginia opened  at  9:00  A.M.,  October  11,  1949,  with  Dr. 
C.  L.  Outland  presiding. 

• Dr.  Finley  Gayle  of  Richmond,  presented  the  first 
technical  paper  entitled  “The  Alcoholic  Problem”.  Dis- 
cussion of  this  paper  was  led  by  Dr.  Harvey  B.  Haag  of 
Richmond. 

“The  Present  Status  of  Electroencephalography  and  Its 
Importance  In  the  General  Practice  of  Medicine”  was 
presented  by  Dr.  I.  S.  Zfass  of  Richmond,  and  was  dis- 
cussed by  Dr.  J.  B.  Funkhouser  of  Richmond. 

Dr.  Patrick  H.  Drewry  of  Richmond  presented  his 
paper,  “The  Management  of  Delirium  in  the  General 
Hospital”,  which  was  prepared  in  collaboration  with 
Dr.  J.  B.  Funkhouser.  This  was  discussed  by  Dr.  John 
Powell  Williams  and  Dr.  James  Otey  Burke,  both  of 
Richmond. 

General  Session 

Tuesday,  October  11,  11:00  A.M. 

The  Medical  Society  of  Virginia  met  in  general  session 
in  the  roof-garden  assembly  room  of  the  Chamberlin 
Hotel  on  Tuesday  morning,  October  11,  and  was  called 


to  order  at  11:00  o’clock  by  Dr.  J.  T.  T.  Hundley,  Vice- 
President,  of  Lynchburg,  who  acted  as  chairman. 

Chairman  Hundley  announced  that,  in  order  to  give 
more  time  for  setting  up  the  motion-picture  projector, 
the  paper  of  Dr.  Mark  M.  Ravitch  would  be  given  later 
instead  of  at  the  beginning  of  the  session. 

Dr.  M.  Morris  Pinckney,  Richmond,  read  his  paper 
entitled  “The  Differential  Diagnosis  of  Medical  and  Sur- 
gical Jaundice”.  This  was  discussed  by  Dr.  James  Otey 
Burke,  Richmond;  Dr.  Charles  M.  Caravati,  Richmond; 
and  in  closing  by  Dr.  Pinckney. 

The  paper  of  Drs.  Lee  E.  Sutton,  Jr.,  and  F.  L.  Angell, 
Richmond,  entitled  “Poliomyelitis:  Respiration  Embarrass- 
ment” was  read  by  Dr.  Sutton  and  was  discussed  by  Dr. 
Edward  S.  Ray,  Richmond,  and  in  closing  by  Dr.  Sutton. 

At  the  recjuest  of  the  Chairman,  Dr.  Frank  S.  Johns, 
Richmond,  introduced  Dr.  Ravitch,  speaking  as  follows: 

“Mr.  Chairman,  ladies,  and  gentlemen,  about  a year 
ago  Dr.  Rucker  asked  me  to  secure  a speaker  for  the 
Surgical  Section.  I asked  him  what  type  of  surgical 
speaker  he  desired,  and  he  said  his  only  request  was 
for  one  of  an  investigative  turn  of  mind.  I am  glad  to 
say  that  our  speaker  this  morning  fills  that  bill  very  well, 
for  he  is  an  investigator  of  rare  ability.  He  has  con- 
tributed very  liberally  to  the  literature;  to  enumerate  his 
works  would  consume  the  rest  of  this  morning’s  program. 
He  has  had  the  very  great  honor,  which  few  young 
Americans  have  had,  of  being  invited  to  give  a lecture 
before  the  Royal  College  of  Surgeons.  So  far  as  I know. 
Dr.  Ravitch  is  the  youngest  American  that  has  been  in- 
vited to  lecture  to  that  body.  It  is  my  pleasure  to  intro- 
duce to  you  as  a clinician,  as  a researcher,  and  as  a dis- 
tinguished teacher  Dr.  Mark  M.  Ravitch,  Associate  Pro- 
fessor of  Surgery  in  Johns  Hopkins  Medical  School, 
Baltimore,  Maryland.  Dr.  Ravitch.” 

Dr.  Mark  M.  Ravitch,  Baltimore,  Md. : I think  the 
only  reason  I got  to  speak  before  the  Royal  College  of 
Surgeons  was  because  the  Wimbledon  games  were  on 
and  what  the  English  call  the  “Test  Match”,  which  is 
cricket;  and  Ravitch  came  in  a poor  third. 

Dr.  Ravitch  then  addressed  the  Society  on  the  subject 
of  “Total  Colectomy  and  Anal  Ileostomy”,  illustrating 
his  talk  with  lantern  slides,  and  then  showed  a moving 
picture  of  the  operation. 

After  some  announcements  by  the  Chairman,  the  Gen- 
eral Session  adjourned. 

General  Session 

Tuesday,  October  11,  2:30  P.M. 

The  Medical  Society  of  Virginia  met  in  general  session 
in  the  roof-garden  assembly  room  of  the  Chamberlin 
Hotel  on  Tuesday,  October  11,  at  2:30  p.m.  Dr.  J.  T.  T. 
Hundley,  Vice-President,  called  the  meeting  to  order  and 
presided  as  chairman. 

The  paper  of  Dr.  George  Cooper,  Jr.,  and  Dr.  John  G. 
Kroll,  of  Charlottesville,  entitled  “The  Roentgen  Diagnosis 
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of  Primary  Lung  Cancer”  was  read  by  Dr.  Cooper  and 
was  discussed  by  Dr.  Frank  Philip  Coleman,  of  Richmond. 

The  paper  of  Dr.  Myers  H.  Hicks,  Dr.  A.  J.  Crutch- 
field, and  Dr.  J.  Edwin  Wood,  Jr.,  Charlottesville,  en- 
titled “Treatment  of  Lower  Nephron  Nephrosis  by  In- 
testinal Lavage”  was  read  by  Dr.  Hicks.  The  discussion 
was  opened  by  Dr.  Walter  B.  Martin,  Norfolk;  and  the 
paper  was  further  discussed  by  Dr.  Wood  and  in  closing 
by  Dr.  Hicks. 

Dr.  A.  A.  Burke,  Norfolk,  addressed  the  Society  on  the 
subject  of  “The  Prevention  and  Treatment  of  Deafness”. 
Dr.  Fred  O.  Fay,  Norfolk,  discussed  his  presentation. 

The  program  of  the  general  session  having  been  con- 
cluded, the  meeting  adjourned. 

Symposium 

Reading,  Hearing  and  Speech  Difficulties 
Tuesday,  October  11,  4:20  P.M. 

Following  the  adjournment  of  the  general  session  on 
Tuesday  afternoon,  October  11,  a Symposium  on  Reading, 
Hearing,  and  Speech  Difficulties  was  given  in  the  Hamp- 
ton Room  of  the  Chamberlin  Hotel,  beginning  at  4:20 
o’clock.  Dr.  Charles  L.  Outland,  Vice-President,  acted  as 
chairman. 

The  meeting  was  addressed  by  Dr.  Ullin  W.  Leavell, 
Director  of  the  McGuffey  Reading  Clinic,  University  of 
Virginia,  and  then  by  Dr.  James  M.  Mullendore,  of  The 
Speech  Clinic,  University  of  Virginia,  who  read  a paper 
entitled  “The  Interrelationships  of  Medicine  and  Speech 
Pathology”. 

There  was  no  discussion,  and  the  meeting  then  ad- 
journed. 

Medical  Section 

Wednesday,  October  12,  9:30  A.M. 

The  Medical  Section  of  the  Medical  Society  of  Virginia 
reconvened  in  the  Virginia  Room,  Hotel  Chamberlin,  on 
Wednesday,  October  12,  1949,  and  was  called  to  order  at 
9:30  o'clock  by  Dr.  J.  T.  T.  Hundley,  Vice-President, 
who  presided  as  chairman. 

The  first  paper  on  the  program  was  that  of  Dr.  E. 
Baron,  of  Kecoughtan,  entitled  “Lipoid  Pneumonia”.  This 
was  read  by  Dr.  Baron  and  was  discussed  by  Dr.  Thomas 
N.  Hunnicutt,  Newport  News. 

The  paper  of  Dr.  William  A.  Read,  Newport  News, 
and  Dr.  Harry  Nushan,  Kecoughtan,  entitled  “Hepatic 
Amebiasis;  Difficulties  in  Diagnosis”  was  read  by  Dr. 
Read  and  was  discussed  by  Dr.  Charles  M.  Caravati, 
Richmond:  Dr.  Douglas  Chapman,  Richmond;  Dr.  John 
Taylor  Ransone,  Newport  News;  and  in  closing  by 
Dr.  Read. 

Fhe  paper  of  Drs.  Byrd  S.  Leavell,  Donald  Shotton, 
and  Charles  Crockett,  Jr.,  of  Charlottesville,  entitled 
“Pernicious  Anemia:  Diagnosis  and  Treatment”,  was 
read  by  Dr.  Leavell.  This  was  discussed  by  Dr.  John 
B.  McKee,  Winchester,  and  Dr.  George  B.  Craddock, 
Lynchburg,  and  in  closing  by  Dr.  Leavell. 
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The  program  for  the  session  having  been  completed, 
the  Medical  Section  then  adjourned. 

Surgical  Section 

Wednesday,  October  12,  9:00  A.  M. 

The  Surgical  Section  of  the  Medical  Society  of  Virginia 
opened  at  9:00  A.M.,  October  12,  1949,  with  Dr.  C.  L. 
Outland  presiding. 

The  first  paper  presented,  “End  Results  In  the  Treat- 
ment of  Bladder  Tumor”,  prepared  by  Dr.  Austin  1.  Dod- 
son and  Dr.  Charles  M.  Nelson,  of  Richmond,  was  given 
by  Dr.  Nelson  in  the  absence  of  Dr.  Dodson.  This  was 
discussed  by  Dr.  A.  A.  Creecy  of  Newport  News. 

Dr.  Donald  S.  Daniel  of  Richmond,  presented  his 
subject,  “Retropubic  Prostatectomy”. 

“Non-Invasive  Carcinoma  of  the  Cervix:  An  Oppor- 
tunity to  Reduce  Cancer  Mortality”,  was  the  title  of  the 
paper  presented  by  Dr.  Randolph  H.  Hoge  of  Richmond. 

General  Session 

Wednesday,  October  12,  10:45  A.M. 

The  Medical  Society  of  Virginia  reconvened  in  general 
session  in  the  Virginia  Room  of  the  Hotel  Chamberlin 
on  Wednesday  morning,  October  12.  The  meeting  was 
called  to  order  at  10:45  o’clock  by  Dr.  Charles  L.  Out- 
land, Vice-President,  who  acted  as  chairman. 

Chair.vian  Outland:  The  last  general  session  of  the 
State  Society  will  please  be  in  order. 

The  first  presentation  is  on  “The  Causal  and  Preventive 
Aspects  of  Spontaneous  Abortion”  by  Dr.  Arthur  T. 
Hertig,  of  Boston.  I ask  Dr.  Waverly  Payne  to  in- 
troduce our  speaker. 

Dr.  Payne:  Mr.  Chairman  and  members  of  the  Med- 
ical Society  of  Virginia,  many  of  you  gentlemen  who 
are  members  of  the  Virginia  Obstetrical  and  Gynecolog- 
ical Society  remember  pleasantly  a visit  to  Boston  that 
we  made  a few  years  ago  with  our  Travel  Club,  at  which 
time  we  were  most  courteously  entertained  by  the  group 
of  which  our  next  speaker  is  a member.  He  is  senior 
obstetrician  on  the  staff  of  the  Boston  Lying-In  Hospital; 
he  is  one  of  the  professors  of  pathology  of  Harvard  Uni- 
versity; he  is  pathologist  to  the  Boston  Lying-In  and 
pathologist  to  the  Free  Hospital  for  Women.  His  interest 
in  pathology  of  the  pelvis  has  had  a far-reaching  in- 
fluence upon  our  thinking  along  the  line  of  those  diseases; 
and  certainly  no  contribution  to  the  literature  on  any 
subject  relative  to  the  pelvis,  and  particularly  to  the 
endometrium,  is  complete  without  reference  to  some  of  his 
many  contributions.  It  gives  us  of  the  obstetrical  and 
gynecological  group  a great  deal  of  pleasure  to  know  that 
our  distinguished  President,  Dr.  Rucker,  saw  fit  to  invite 
this  fine  gentleman  and  scholar  from  Boston  to  address 
us  at  this  time.  It  is  a privilege,  therefore,  for  me  to 
present  to  you  Dr.  Arthur  T.  Hertig,  of  Boston,  Massa- 
chusetts. Dr.  Hertig. 

Dr.  Hertig  then  addressed  the  Society  on  the  subject 
of  “The  Causal  and  Preventive  y\spects  of  Spontaneous 
Abortion.” 
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Dr.  William  R.  Sandusky,  Charlottesville,  read  his 
paper  entitled  “Antibiotics  and  Chemotherapy  in  Sur- 
gical Disease”,  which  was  discussed  by  Dr.  Edmund 
Morgan,  of  Winchester. 

Chairman  Outland:  We  now  come  to  the  last  item 
on  the  program,  and  I am  going  to  ask  Dr.  Edwin  Rucker 
to  join  Dr.  Morgan  in  escorting  our  President  to  the 
platform. 

(Dr.  Caudill,  President-Elect,  was  escorted  to  the 
rostrum.) 

Mr.  President,  in  behalf  of  the  retiring  President  I 
turn  over  to  you  what  I hope  is  a better  Society  than  it 
was  a year  ago,  and  I know  it  will  progress  under  your 
guidance. 

My  best  wishes,  sir. 

Dr.  W.  C.  Caudill,  President:  Thank  you. 

Mr.  Chairman,  members  of  the  Medical  Society  of 
Virginia,  and  guests,  I deeply  appreciate  this  very  high 
honor  conferred  upon  me  by  the  Medical  Society  of  Vir- 
ginia. I am  fully  conscious  of  the  fact  that  I am  suc- 
ceeding a most  outstanding  and  distinguished  president 
of  this  Society.  A year  ago,  upon  the  occasion  of  his 
accession  to  the  presidency  and  his  induction  into  office. 
Dr.  Rucker  outlined  a number  of  worth-while  projects 
as  the  goal  of  his  administration.  Great  progress  has 
been  made  toward  the  achievement  of  those  goals.  Ob- 
viously all  of  them  could  not  be  reached  within  the  space 
of  one  short  year.  Undoubtedly  the  most  momentous 
problem  still  facing  us  today  is  the  threat  of  the  proposed 
system  of  government-controlled  medical  care.  We  be- 
lieve our  best  weapon  for  use  in  this  fight  is  the  early 
completion  of  our  own  system  of  voluntary  prepayment 
medical  care  and  hospitalization  in  Blue  Cross  and  Blue 
Shield  and  the  commercial  companies. 

Another  effective  weapon  in  our  hands  will  be  the 
active  participation  of  every  member  of  this  Society  in 
the  educational  program  of  the  American  Medical  As- 
sociation. 

During  my  term  of  office  I should  also  like  to  see  ac- 
complished the  following:  (1)  Regular  and  frequent 
meetings  of  every  local  medical  society  in  the  State ; 
(2)  an  active  public-relations  program  in  each  medical 
society;  (3)  every  eligible  doctor  in  the  State  a member 
of  the  State  Society;  (4)  a functioning  grievance  com- 
mittee in  every  local  society;  (5)  an  enthusiastic  annual 
meeting  of  the  members  of  each  district  and  council; 
(6)  a woman’s  auxiliary  in  every  local  society;  (7)  en- 
thusiastic support  given  to  the  activities  of  the  Virginia 
Council  on  Mealth  and  Medical  Care;  (8)  completion 
of  organization  of  local  health  councils;  (9)  a public 
relations  session  at  the  next  annual  meeting. 

To  accomplish  these  aims,  to  work  for  the  best  interest 
of  the  Society  in  every  way  possible,  and  to  keep  our 
State  Society  on  the  high  plane  in  which  it  has  been 
placed  by  my  able  predecessors,  I pledge  you  my  time, 
my  hardest  work,  and  my  best  efforts. 

I thank  you. 

One  of  the  first  duties  of  the  incoming  president  is  to 


name  the  members  on  the  standing  and  special  commit- 
tees. 1 shall  read  the  complete  list  of  the  standing  com- 
mittees. 

(President  Caudill  read  the  said  list.) 

It  would  take  me  quite  a long  time  to  read  the  names 
of  all  of  the  members  of  the  special  committees;  and  in 
order  to  save  time,  and  inasmuch  as  these  committees 
will  be  published  in  the  December  Virginia  Medical 
Monthly,  I shall  read  just  the  names  of  the  committees 
and  the  chairmen. 

(Dr.  Caudill  then  read  the  list  referred  to.) 

Is  thtre  any  new  business  to  come  before  the  Society? 

I should  also  like  to  announce  that  the  delegates  ap- 
pointed to  represent  this  Society  at  the  next  annual  meet- 
ing of  the  Medical  Society  of  the  State  of  North  Caro- 
lina are  Dr.  C.  L.  Marrell,  Dr.  W.  L.  Powell,  and  Dr. 
M.  S.  Andrews. 

I will  state  that  it  has  been  decided  to  hold  the  1950 
session  of  our  State  Society  at  Roanoke,  Virginia,  com- 
mencing on  October  8th  and  running  the  8th,  9th,  10th, 
and  11th. 

If  there  is  no  further  business,  the  Society  will  stand 
adjourned. 

Whereupon  the  1949  annual  meeting  of  the  Medical 
Society  of  Virginia  adjourned  sine  die. 

Standing  Committees 

(Numbers  after  names  indicate  length  of  term  of 
office,  as  the  By-Laws  provide  that  new  members  of 
certain  Standing  Committees  shall  be  named  by  the 
incoming  President  for  terms  of  three  years.) 

Publication  and  Program  : M.  Pierce  Rucker,  M.D. 

(2) ,  Richmond,  Chairman ; Ennion  S.  Williams,  M.D.  (1), 
Richmond,  Associate  Chairman ; Wyndham  B.  Blanton, 
M.D.  (3),  Richmond;  Alex.  F.  Robertson,  Jr.,  M.D.  (1), 
Staunton. 

Scientific  Exhibits  and  Clinics:  Charles  M.  Peterson, 
M.D.  (2),  Roanoke,  Chairman ; Vincent  W.  Archer,  M.D. 

(3) ,  Charlottesville;  W.  Ambrose  McGee,  M.D.  (1), 
Richmond. 

Department  of  Clinical  and  Medical  Education:  M. 
Pierce  Rucker,  M.D.,  Richmond,  Chairman ; George  B. 
Zehmer,  Charlottesville,  Executive  Secretary ; L.  J.  Roper, 
M.D.,  State  Health  Commissioner,  Richmond;  Kinloch 
Nelson,  M.D.,  Richmond;  J.  R.  Beckwith,  M.D.,  Clifton 
Forge;  Mary  Elizabeth  Johnston,  M.D.,  Tazewell. 

Legislation:  J.  D.  Hagood,  M.D.  (1),  Clover,  Chair- 
man; J.  Frank  Folk,  M.D.  (1),  Warrenton;  Dean  B. 
Cole,  M.D.  (1),  Richmond;  Charles  M.  Henderson,  M.D. 
(3),  Norton;  J.  Edwin  Wood,  Jr.,  M.D.  (3),  Charlottes- 
ville; Frank  A.  Farmer,  M.D.  (3),  Roanoke;  Carrington 
Williams,  M.D.  (2),  Richmond;  F.  C.  Pratt,  M.D. -(2), 
Fredericksburg;  George  W.  Schenck,  M.D.  (2),  Norfolk. 

Medical  Service:  John  O.  Boyd,  Jr.,  M.D.  (3),  Roa- 
noke, Chairman ; Russell  Buxton,  M.D.  (3),  Newport 
News;  Walter  B.  Martin,  M.D.  (3),  Norfolk;  M.  M. 
Harris,  M.D.  (2),  West  Point;  John  G.  Graziani,  M.D. 
(2),  Farmville;  Snowden  C.  Hall,  Jr.,  M.D.  (2),  Dan- 
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ville ; Charles  L.  Savage,  M.D.  (1),  \\'aynesboro ; H.  B. 
Mulholland,  M.D.  (1),  Charlottesville;  James  P.  Wil- 
liams, M.D.  (1),  Richlands. 

Membership;  A.  M.  Showalter,  M.D.  (1),  Christians- 
burg.  Chairman ; J.  Bolling  Jones,  M.D.  (2),  Petersburg; 
J.  Franklin  Waddill,  M.D.  (3),  Norfolk. 

Ethics:  James  L.  Hamner,  M.D.  (1),  Mannhoro, 
Chairman;  K.  D.  Graves,  M.D.  (3),  Roanoke;  M.  H. 
Harris,  M.D.  (2),  West  Point. 

Judicial:  J.  Morrison  Hutcheson,  M.D.  (1),  Richmond, 
Chairman;  Hugh  H.  Trout,  Jr.,  M.D.  (3),  Roanoke; 
P.  St.  L.  Moncure,  M.D.  (2),  Norfolk. 

Public  Relations:  J.  M.  Emmett,  M.D.,  Clifton  Forge, 
Chairman ; H.  B.  Mulholland,  M.D.,  Charlottesville;  Ben- 
jamin W.  Ravvles,  Jr.,  M.D.,  Richmond;  Andrew  F. 
Giesen,  M.D.,  Radford ; George  A.  Duncan,  M.D.,  Nor- 
folk; John  B.  Leary,  M.D.,  Arlington. 

Grievance;  Alex.  F.  Robertson,  Jr.,  M.D.,  Staunton, 
Chairman ; W.  L.  Powell,  M.D.,  Roanoke;  J.  Morrison 
Hutcheson,  M.D.,  Richmond;  H.  B.  Mulholland,  M.D., 
Charlottesville;  Roshier  W.  Miller,  M.D.,  Richmond. 

Special  Committees 

Maternal  Health:  Waverly  R.  Payne,  M.D.,  New- 
port News,  Chairman ; Richard  B.  Nicholls,  M.D.,  Nor- 
folk; A.  L.  Carson,  M.D.,  Richmond;  G.  N.  Carter,  M.D., 
Boydton;  A.  M.  Groseclose,  M.D.,  Roanoke;  John  M. 
Nokes,  M.D.,  Charlottesville;  C.  A.  Nunnally,  M.D., 
Fredericksburg;  Edwin  M.  Rucker,  M.D.,  Richmond; 
W.  L.  McMann,  M.D.,  Danville;  L.  L.  Shamburger, 
M.D.,  Richmond. 

Child  VN'elfare:  James  B.  Stone,  M.D.,  Richmond, 
Chairman ; Emily  Gardner,  M.D.,  Richmond;  T.  J.  Hum- 
phries, M.D.,  Roanoke;  W.  W.  M'addell,  Jr.,  M.D., 
Charlottesville;  F.  Read  Hopkins,  M.D.,  Lynchburg;  C.  C. 
Powel,  M.D.,  Harrisonburg;  John  O.  Rydeen,  M.D., 
Norfolk;  C.  B.  Hughes,  M.D.,  Wytheville. 

Advisory  to  Woman's  Auxiliary;  C.  E.  Holderby,  M.D., 
Hilton  V^illage,  Chairman;  H.  Hudnall  Ware,  M.D., 
Richmond;  Louis  P.  Ripley,  M.D.,  Roanoke. 

Walter  Reed  Commis:ion;  H.  A.  Tabh,  M.D.,  Glouces- 
ter, Chairman ; Richard  B.  Bowles,  M.D.,  Mathews;  Clar- 
ence Porter  Jones,  Jr.,  M.D.,  Newport  News. 

To  Confer  with  State  Board  of  Nurse  Examiners: 
Frank  S.  Johns,  M.D.,  Richmond,  Chairman ; A.  P.  Jones, 
M.D.,  Roanoke;  C.  Bruce  Morton,  M.D.,  Charlottesville; 
John  A.  Shackelford,  M.D.,  Martinsville;  Richard  P.  Bell, 
M.D.,  Staunton;  Joseph  D.  Collins,  M.D.,  Portsmouth; 
M.  H.  Harris,  M.D.,  West  Point;  Russell  Buxton,  M.D., 
Newport  News. 

Venereal  Disease  Control;  D.  C.  Smith,  M.D., 
Charlottesville,  Chairman ; W.  W.  S.  Butler,  M.D.,  Roa- 
noke; John  L.  Jennings,  M.D.,  Danville;  R.  W.  Fowlkes, 
M.D.,  Richmond;  M.  S.  Fitchett,  M.D.,  Norfolk;  James 
W.  Love,  M.D.,  Alexandria  ; L.  J.  Roper,  M.D.,  Richmond. 

Tuberculosis:  Frank  B.  Stafford,  M.D.,  Charlottesville, 
Chairman;  J.  B.  Nicholls,  M.D.,  Catawba  Sanatorium; 
Charles  W.  Scott,  M.D.,  Burkeville;  George  A.  Welchons, 


M.D.,  Richmond;  John  A.  Sims,  M.D.,  Alexandria. 

Mental  Hygiene;  J.  E.  Barrett,  M.D.,  Richmond, 
Chairman;  R.  Finley  Gayle,  M.D.,  Richmond;  J.  B.  Pettis, 
M.D.,  Staunton;  James  P.  King,  M.D.,  Radford;  David 
C.  V\'ilson,  M.D.,  Charlottesville. 

Cancer:  George  Cooper,  M.D.,  Charlottesville,  Chair- 
man; H.  R.  Pearsall,  M.D.,  Charlottesville,  Executive 
Secretary;  1.  A.  Bigger,  M.D.,  Richmond;  C.  W.  Eley, 
M.D.,  Norfolk;  A.  B.  Gathright,  Jr.,  M.D.,  Richmond; 
E.  P.  Lehman,  M.D.,  Charlottesville;  Mason  Romaine, 
M.D.,  Petersburg;  L.  J.  Roper,  M.D.,  Richmond;  Herbert 
Wolff,  M.D.,  Alexandria;  George  Zur  Williams,  M.D., 
Richmond;  A.  P.  Jones,  M.D.,  Roanoke;  Jos.  W.  Houck, 
M.D.,  Lynchburg. 

Inoustrial  Health:  T.  J.  Tudor,  M.D.,  Norton,  Chair- 
man; J.  V'.  Jordan,  M.D.,  Covington;  Charles  L.  Savage, 
M.D.,  Waynesboro;  James  W.  Elliott,  M.D.,  Lebanon; 
W.  L.  Weaver,  M.D.,  Richmond;  L.  O.  Crumpler,  M.D., 
lOanville;  Rufus  Brittain,  M.D.,  Tazewell. 

Nutrition;  William  R.  Jordan,  M.D.,  Richmond, 
Chairman ; McLemore  Birdsong,  M.D.,  Charlottesville; 
A.  Brownley  Hodges,  M.D.,  Norfolk;  Ernest  G.  Scott, 

M. D.,  Lynchburg;  William  Grossmann,  M.D.,  Petersburg; 
Charles  L.  Outland,  M.D.,  Richmond. 

Rehabilitation:  Roy  M.  Hoover,  M.D.,  Roanoke, 
Chairman ; Paul  D.  Camp,  M.D.,  Richmond;  George 
A.  Duncan,  M.D.,  Norfolk;  J.  R.  Blalock,  M.D.,  Marion; 

N.  F.  Rodman,  M.D.,  Norfolk;  L.  J.  Roper,  M.D.,  Rich- 
mond; G.  B.  Setzler,  M.D.,  Pennington  Gap;  Leroy  Smith, 
M.D.,  Richmond;  Frank  B.  Stafford,  M.D.,  Charlottesville; 
W.  E.  Dickerson,  M.D.,  Danville;  G.  S.  Fitz-Hugh,  M.D., 
Charlottesville;  Fletcher  J.  Wright,  M.D.,  Petersburg. 

National  Emergency  Medical  Service:  John  Powell 
Williams,  M.D.,  Richmond,  Chairman ; Walter  P.  Adams, 
M.D.,  Norfolk  ; E.  C.  Drash,  M.D.,  Charlottesville  ; Guy 
Richardson,  M.D.,  Bristol;  R.  P.  Bell,  Jr.,  M.D.,  Staun- 
ton; W.  H.  Chapman,  M.D.,  Suffolk;  L.  F.  Hobbs,  M.D., 
Alexandria;  J.  M.  Hurt,  M.D.,  Blackstone;  Frank  A. 
Fanner,  M.D.,  Roanoke;  Edgar  C.  Harper,  M.D.,  Rich- 
mond. 

Conservation  of  Hearing:  P.  N.  Pastore,  M.D.,  Rich- 
mond, Chairman ; Fletcher  D.  Woodward,  M.D.,  Char- 
lottesville; H.  Grant  Preston,  M.D.,  Harrisonburg;  F.  H. 
McGovern,  M.D.,  Danville;  Mortimer  H.  Williams,  M.D., 
Roanoke;  T.  M.  Winn,  M.D.,  Covington. 

House  of  Delegates  Procedure;  H.  B.  Mulholland, 
M.D.,  Charlottesville,  Chairman ; J.  M.  Hutcheson,  M.D., 
Richmond;  Alex.  F.  Robertson,  Jr.,  M.D.,  Staunton. 

To  Confer  with  Old  Do.minion  Medical  Society:  Vin- 
cent W.  Archer,  M.D.,  Charlottesville,  Chairman ; J.  M. 
Hutcheson,  M.D.,  Richmond;  Hugh  H.  Trout,  M.D., 
Roanoke;  'Walter  B.  Martin,  M.D.,  Norfolk;  James  P. 
Williams,  M.D.,  Richlands;  James  L.  Hamner,  M.D., 
Mannboro;  John  D.  Leary,  M.D.,  Arlington;  J.  D.  Ha- 
good,  M.D.,  Clover. 

Conservation  of  Sight  and  Prevention  of  Blindness; 
E.  G.  Gill,  M.D.,  Roanoke,  Chairman ; A.  A.  Burke,  M.D., 
Norfolk;  W.  Wallace  Gill,  M.D.,  Richmond. 
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For  Study  of  Cerebral  Palsy:  Walter  O.  Klinginan, 
M.I).,  Charlottesville,  Chairman ; James  B.  Stone,  M.D., 
Richmond;  O.  A.  Engh,  M.D.,  Alexandria;  Louise  F. 
Galvin,  M.I).,  Richmond;  Roy  M.  Hoover,  M.D.,  Roanoke. 

On  Reorganization:  Vincent  W.  Warcher,  M.D., 
Charlottesville,  Chairman ; Harry  J.  Warthen,  M.D., 
Richmond;  \\’.  A.  Porter,  M.D.,  Hillsville;  John  T.  T. 
Hundley,  M.D.,  Lynchburg. 

Blue  Cross-Blue  Shield:  W.  R.  Pretlow,  M.D.,  Chair- 
man, \\'arrenton;  H.  L.  Denoon,  M.D.,  Nassawadox; 
Waverly  R.  Payne,  M.D.,  Newport  News;  E.  C.  Joyner, 
M.D.,  Suffolk;  George  A.  Duncan,  M.D.,  Norfolk;  Guy 
W.  Horsley,  M.D.,  Richmond;  'Fhomas  G.  Hardy,  M.D., 
Farmville;  C.  Brann,  M.D.,  South  Boston;  John  T.  T. 
Hundley,  M.I).,  Lynchburg;  David  S.  Garner,  M.D., 
Roanoke;  Harold  W.  Miller,  M.D.,  Woodstock;  J.  R. 
McGriff,  M.D.,  Arlington;  J.  P.  Sutherland,  M.D.,  Har- 
man. 

BUSINESS  SESSIONS 
Council 

Due  to  the  illness  of  the  President,  Dr.  M.  Pierce 
Rucker,  the  regular  meeting  of  the  Council  was  called 
to  order  by  the  President-Elect,  Dr.  W.  C.  Caudill,  at 
the  Chamberlin  Hotel,  Fort  Monroe,  October  9th,  at  5:00 
P.M.  Those  in  attendance  were  Drs.  C.  L.  Outland  and 
W.  R.  Payne,  vice-presidents;  Drs.  R.  B.  Bowles,  C.  L. 
Harrell,  Guy  W.  Horsley,  W.  J.  Ozlin,  W.  A.  Porter, 
J.  T.  T.  Hundley,  R.  P.  Bell,  Jr.,  V.  W.  Archer,  and 
James  P.  King,  councilors ; Dr.  L.  J.  Roper,  State  Health 
Commissioner;  Dr.  Ennion  S.  Williams,  associate  editor 
of  the  Virginia  Medical  Monthly;  and  Drs.  H.  B.  Mul- 
holland  and  Walter  B.  Martin. 

The  minutes  of  the  Council  meetings  as  published  in 
the  January  and  April  issues  of  the  Monthly  were  ap- 
proved. 

Dr.  Horsley  then  presented  the  budget  for  the  coming 
year.  In  the  discussion,  it  was  stated  that  an  appropria- 
tion for  the  Department  of  Clinical  and  Medical  Educa- 
tion had  not  been  overlooked  but,  as  this  work  was  being 
handled  in  the  two  medical  schools  through  the  Com- 
monwealth Fund,  it  was  not  felt  necessary  to  allow  any- 
thing at  this  time.  However,  as  the  Fund  might  be  with- 
drawn at  any  time,  it  was  the  consensus  of  opinion  that 
an  appropriation  should  be  made  at  a later  date  if  neces- 
sary. 

The  contribution  to  the  Virginia  Council  on  Health  and 
Medical  Care  had  been  $500.00  but  it  was  felt  there  was 
need  for  increasing  this  figure.  In  the  discussion,  it  was 
stated  that  the  Council  is  composed  of  a number  of 
organizations  in  which  doctors  are  vitally  interested  and 
it  is  doing  excellent  work.  This  organization  has  re- 
cently made  a survey  of  places  needing  physicians  and 
is  trying  to  place  doctors  where  most  needed.  They  also 
worked  on  the  Hill-Burton  Bill,  as  well  as  on  other  proj- 
ects. It  was  felt  that  the  Society  should  give  this  or- 
ganization $2,000.00  a year. 


Mrs.  C.  E.  Holderby,  president-elect  of  the  Woman’s 
Auxiliary,  upon  request,  explained  why  the  .Auxiliary  had 
asked  for  an  appropriation  this  year.  She  said  they 
wanted  to  put  on  a nurse  recruitment  program,  presenting 
prizes  to  the  senior  class  of  girls  in  public  schools  for  an 
essay  on  “W’hy  I Would  Like  to  Be  a Nurse”.  They  also 
plan  to  publish  a bulletin  or  newsletter  which  would  go 
to  all  doctors  in  the  Society.  This  could  be  financed 
by  advertisements  but  it  was  felt  it  should  be  on  a more 
dignified  plan.  The  actual  cost  of  publishing  and  mailing 
the  bulletin  and  the  prizes  for  the  essays  would  be 
$408.00,  but  they  would  greatly  appreciate  the  $400.00 
allowed. 

The  budgets  of  the  Executive  Office  and  the  Public 
Relations  Department  were  then  accepted  as  follows, 
omitting  salaries  to  be  discussed  later. 


Executive  Office  1949-50  Budget 

Bonuses  $ 600.00 

Office  Rent  600.00 

Telephone  and  telegrams 225.00 

Stationery  and  office  supplies 200.00 

Repairs  and  replacements  200.00 

Postage  300.00 

Audit  Fee 90.00 

Social  Security  Tax 60.00 

Councilor’s  Expense 100.00 

Delegates  to  A.M.A. 1,200.00 

Expense  of  assistant  to  A.M.A 350.00 

President’s  Expense 250.00 

Scientific  Exhibit  Committee 1,600.00 

Walter  Reed  Commission 75.00 

Cancer  Committee  400.00 

Maternal  Health  Committee  30.00 

National  Emerg.  Med.  Serv.  Committee 150.00 

Membership  dues — affiliated  agents 60.00 

Special  appropriations  by  President 500.00 

Convention  Expenses 700.00 

Special  Appropriations: 

Virginia  Council  Health  & Medical  Care  2,000.00 

Conference  on  Medical  Service 150.00 

National  Society  of  Medical  Research 150.00 

Preparation  and  Distribution  of 

Virginia  Medical  Monthly 14,500.00 

Miscellaneous  Expenses 75.00 

Woman’s  Auxiliary 400.00 


Public  Relations  Department 

Traveling  expense  2,000.00 

Telephone  and  telegrams 1,400.00 

Rent  600.00 

Postage 1,000.00 

Stationery  and  office  supplies 400.00 

Conference  expenses 1,000.00 

Radio  1,500.00 

Press 1,000.00 

Printing,  literature,  bulletins  and 

subscriptions 2,000.00 

Office  equipment 400.00 

Education  campaign  1 

Exhibits  1,000.00 

Miscellaneous  J 


Requests  from  national  organizations  for  contributions 
were  then  presented.  It  was  stated  that  in  1947  the 
Society  gave  $150.00  to  the  National  Society  of  Medical 
Research.  They  asked  for  an  appropriation  in  1948  but 
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their  letter  was  delayed  in  transit  so  that  it  arrived  after 
the  Council  meeting.  Dr.  Archer  spoke  of  ,the  splendid 
work  they  have  done,  especially  in  the  anti-vivisection 
campaign  and  said  the  American  Roentgen  Ray  Society 
had  doubled  their  contribution  this  year.  The  CARE 
program  for  supplying  medical  books  to  foreign  coun- 
tries was  also  presented.  Dr.  Harrell  moved  that  a 
committee  of  three  be  appointed  to  study  these  questions 
and  report  back  to  the  winter  meeting  of  the  Council. 
Seconded.  Dr.  Porter  offered  an  amendment  that  the 
committee  be  appointed  to  study  the  feasibility  of  an 
appropriation  to  CARE  but  that  a contribution  of  $150.00 
be  made  to  the  National  Society  of  Medical  Research. 
Seconded  and  carried. 

Dr.  Hundley  felt  that  the  Council  is  going  to  have  to 
take  some  stand  on  contributions  to  various  organizations 
and  believed  they  should  make  gifts  to  worthwhile 
groups,  preferably  in  the  State,  which  would  help  the 
public  standing  of  the  Society.  Among  the  items  men- 
tioned for  the  use  of  the  surplus  of  the  Society  were  re- 
search fellowships  at  the  two  medical  schools,  a circulat- 
ing library  service  to  members,  and  post-graduate  train- 
ing courses.  Dr.  Hundley  then  moved  that  the  Council 
refer  to  the  Medical  Economics  Committee*  the  study  of 
future  activities  and  projects  in  which  the  Society  may 
engage,  depending  upon  their  present  and  anticipated 
financial  resources,  a report  to  be  made  to  the  next  Coun- 
cil meeting.  Seconded  and  carried. 

Dr.  Horsley  stated  that  the  auditor  had  suggested  that 
at  least  $15,000.00  should  be  invested  in  Series  F Savings 
Bonds.  Dr.  Hundley  moved  that  this  investment  be  left 
to  the  discretion  of  the  Finance  Committee.  Seconded 
and  carried. 

Dr.  Horsley  said  he  and  others  had  felt  for  sometime 
that  the  Society  needed  a lawyer  on  a retainer  fee.  In 
the  past  Mr.  Duval  has  been  paid  on  the  basis  of  what 
he  has  done  and  it  is  rather  hard  to  figure  out  his  fee 
on  this  plan.  It  is  also  embarrassing  for  members  to 
call  on  him  for  advice  when  they'  know  he  is  not  on  a 
retainer  fee.  After  discussion,  it  was  suggested  that  the 
Legislative  Committee  might  interview  Mr.  Duval  with 
the  idea  that  he  be  put  on  a regular  retainer  basis  with 
a small  amount  each  year,  this  to  be  larger  in  legislative 
years,  or  a larger  amount  for  each  year.  It  was  felt  it 
would  mean  a lot  to  have  someone  who  had  the  affairs 
of  the  Society  at  heart  who  could  be  called  on  for  advice 
when  necessary.  Dr.  Harrell  moved  that  this  be  re- 
ferred to  the  Legislative  Committee  with  power  to  act 
and  the  fee  to  come  out  of  the  Legislative  Fund.  Seconded 
and  carried. 

The  report  of  the  Committee  to  Confer  with  the  Old 
Dominion  Medical  Society  was  then  read  by  the  secretary. 
Dr.  Harrell  asked  if  there  was  any  way  the  Constitution 
could  be  changed  so  the  Old  Dominion  Medical  Society 
could  be  taken  in  as  a component  part  of  the  State  Society. 
It  was  also  asked  if  the  Negro  physicians  could  form 
their  own  societies  in  various  localities  and  come  in  as 

*Now  Medical  Service  Committee. 


component  societies.  It  was  stated  that  according  to  the 
By'-Laws  there  can  be  only  one  component  society  in  a 
county.  Dr.  Martin  felt  that  this  was  entirely  up  to 
the  local  society  and  they  would  be  very  careful  who 
they  admitted,  thereby  creating  a stimulus  for  others  to 
improve  their  standards  of  practice.  It  was  moved  and 
carried  that  this  report  be  referred  to  the  House  of 
Delegates  for  action. 

The  matter  of  requiring  serologic  tests  for  all  obstetric 
cases,  which  had  been  discussed  at  the  March  meeting 
of  the  Council,  was  again  brought  up  and  it  was  moved 
and  carried  that  the  Council  approve  legislation  being 
enacted  to  require  these  tests.  Dr.  Roper  felt  this  was 
good  public  health  and,  while  it  had  some  objections, 
the  good  overweighs  the  bad,  and  his  Department  would 
cooperate  in  getting  it  through  the  legislature. 

Dr.  Caudill  called  attention  to  the  By-Law  which  states 
that  no  member  may  serve  on  more  than  one  standing 
committee  during  the  year.  He  said  this  worked  quite 
a hardship  this  year  as  Dr.  Rucker  was  already  editor 
and  chairman  of  the  Publication  and  Program  Committee 
and  would  automatically  become  chairman  of  the  De- 
partment of  Clinical  and  Medical  Education.  He  asked 
for  a recommendation  from  the  Council  with  regard  to 
this.  It  was  felt  that  Dr.  Rucker  is  so  important  on  the 
Publication  and  Program  Committee,  that  a motion  was 
made  and  carried  to  change  the  By-Laws,  deleting  the 
last  sentence  in  Article  IX,  first  paragraph,  “No  member 
may  serve  on  more  than  one  standing  committee  in  the 
year”.  This  was  referred  to  the  first  meeting  of  the 
House  of  Delegates.  It  was  also  moved  and  carried  that 
Dr.  Ennion  S.  Williams  be  made  associate  editor  for  the 
coming  year. 

It  was  moved  and  carried  that  the  first  vice-president. 
Dr.  Gotland,  read  Dr.  Rucker’s  address  at  the  opening 
session  on  Monday  night. 

Dr.  Harrell  moved  that  a telegram  be  sent  Dr.  Rucker 
expressing  sympathy  and  sorrow  that  he  is  unable  to 
attend  the  meeting.  Seconded  and  carried. 

The  Council  then  went  into  Executive  Session. 

House  of  Delegates 

The  first  meeting  of  the  House  of  Delegates  was  called 
to  order  by  Dr.  Caudill,  president-elect,  at  8:00  P.M., 
October  9th  at  the  Chamberlin  Hotel. 

Roll  call  showed  a quorum  present. 

The  minutes  as  published  in  the  December,  1948,  issue 
of  the  Virginia  Medical  Monthly  were  approved. 

Dr.  Horsley  presented  the  budget  as  approved  by  the 
Council.  This  was  accepted. 

Dr.  W.  A.  Porter,  in  a report  from  the  Council,  read  the 
suggested  change  in  Article  IX  of  the  By-Laws,  that  the 
sentence  “No  member  may  serve  on  more  than  one 
standing  committee  the  same  year”  be  deleted.  This  was 
accepted  and  laid  on  the  table  for  action  at  the  next 
meeting. 

Dr.  Caudill  stated  that  delegates  had  been  appointed 
to  affiliated  organizations  during  the  year  and  asked  for 
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any  special  reports  at  this  time.  Dr.  Charles  Outlaiid  re- 
ported that  he  had  met  on  two  occasions  with  the  Advisory 
Committee  to  the  Practical  Nurses  Association  and  it  was 
his  belief  that  this  representation  should  be  continued 
so  as  to  help  the  practical  nurses  raise  their  standards. 
Dr.  Harold  Miller  stated  that  he  had  attended  the  meet- 
ing of  the  Virginia  Pharmaceutical  Association  and  had 
a most  enjoyable  time. 

The  following  visiting  delegates  were  then  introduced 
and  given  the  courtesy  of  the  floor; 

From  the  Medical  Society  of  the  State  of  North  Caro- 
lina— Drs.  P.  G.  Fox,  Moir  S.  Martin,  and  John  A.  Payne. 

From  the  Virginia  Pharmaceutical  Association — Mr.  R. 
R.  Rooke  and  Mr.  J.  Curtis  Nottingham. 

Mr.  Rooke  said  that  several  years  ago  the  Virginia 
Pharmaceutical  .Association  had  been  reorganized  and 
Mr.  Nottingham  employed  as  full-time  secretary.  They 
felt  they  were  now  in  a position  to  work  hand  in  hand 
with  the  medical  profession  in  their  mutual  problems. 
They  as  pharmacists  know  a great  deal  about  state  med- 
icine and  know  they  would  be  drawn  into  any  scheme. 
They  are  vigorously  opposed  to  any  form  of  compulsory 
health  insurance  and  feel  if  there  are  difficulties  in  the 
present  system,  they  should  be  corrected  by  private  enter- 
prise and  not  by  the  government.  This  country  has  the 
best  profession  in  the  world  today  and  it  should  be  kept 
that  way.  The  pharmacists  are  working  with  the  doc- 
tors in  the  educational  campaign  against  socialized  med- 
icine and  they  expect  to  continue  to  do  so. 

Committee  reports  as  published  in  the  September  issue 
of  the  Virginia  Medical  Monthly  (pages  +52-468)  were 
next  considered. 

Executive  Secretary-Treasurer  (page +52) — Accepted. 

Delegates  to  .American  Medical  Association  (pages 
452-3) — .Accepted. 

Publication  and  Program  (pages  +53-4) — Accepted. 

Scientific  Exhibits  Committee  (page  454) — Accepted. 

Legislation  (page  45+) — Accepted. 

Medical  Economics  (page  454) — Accepted. 

Membership  (pages  454-5) — Adopted. 

Ethics  (page  455) — Dr.  Hamner,  chairman,  moved  that 
this  report  be  adopted  with  the  exception  of  the  second 
paragraph.  Since  the  report  had  been  made,  it  was  felt 
that  the  work  of  the  Ethics  and  Grievance  Committees 
would  be  entirely  different.  Carried. 

Judicial  (pages  455-6) — Accepted  to  be  laid  on  the 
table  for  final  vote  at  the  second  meeting  of  the  House. 

Public  Relations  and  Medical  Service  (pages  456-8)  — 
.Accepted. 

Educational  Program  (page  458) — Accepted.  Dr. 
Hundley,  chairman,  then  presented  the  following  supple- 
mentary report,  which  was  adopted: 

In  Virginia  we  are; 

1.  Firmly  convinced  that  the  threat  of  compulsory 
health  insurance  constitutes  a grave  danger  to  our 
American  system  of  free  enterprise  and  would  go 
a long  way  toward  the  nationalization  of  all  re- 
sources and  services. 

2.  We  believe  that  other  professions  and  groups  are 


as  vitally  concerned  in  the  preservation  of  the 
.American  way  of  life  as  is  the  Medical  Profession. 

3.  We  are  convinced  that  a program  of  education  is 
necessary  to  get  the  facts  before  an  interested 
citizenry. 

Consequently  we  have  concentrated  our  efforts  on 

a.  Public  Relations  meetings 

b.  The  wide  distribution  of  printed  material 

c.  Speakers  to  professional  and  lay  organizations. 

and  groups 

d.  The  wider  spread  of  voluntary  insurance 

e.  Cooperation  with  other  interested  and  con- 

cerned groups. 

Dr.  Hundley  stated  the  reason  for  making  this  state- 
ment is  that  they  had  not  set  up  (juite  the  detailed  plan 
which  other  states  have.  It  is  felt  a detailed  organiza- 
tion involving  an  exhaustive  structure  slips  into  too  many 
cogs  and  would  be  doomed  to  failure.  The  situation 
in  Virginia  is  different  because  the  doctors  are  a more 
homogeneous  group  and  do  not  have  quite  the  problem  as 
other  states.  It  is  their  intention  to  get  the  program 
back  to  the  individual  doctor  and  the  success  is  to  be  meas- 
ured on  how  quickly  the  individual  doctor  meets  his  prob- 
lem. Assistance  of  other  groups  has  been  sought,  trying 
to  get  them  to  realize  this  is  not  purely  a medical  prob- 
lem. Perhaps  the  plan  should  be  changed  but  until  the 
Committee  feels  that  a different  one  is  needed  they  are 
going  to  continue.  .A  measure  of  success  is  being  reached 
and  it  can  be  much  better.  If  the  doctor  does  not  read 
his  mail  and  does  not  read  the  Virginia  Medical  Month- 
ly, he  cannot  expect  to  know  what  is  being  done  and 
how  he  can  receive  material. 

Mental  Hygiene  (page  458) — Accepted. 

Rural  Health  (page  +58)— Accepted.  Dr.  Mulholland,. 
chairman,  felt  that  this  committee  should  be  incorporated 
into  the  Medical  Service  Committee.  He  stated  he  did 
not  want  the  members  to  feel  that  because  they  had  not 
had  a meeting,  the  situation  with  the  rural  people  is  all' 
right.  It  is  worse  than  it  has  been  in  the  past.  The 
rural  people  are  willing  to  go  along  with  the  doctors  if 
something  is  done  to  correct  or  improve  their  medical 
care. 

Maternal  Health  (pages  458-9) — Accepted. 

Child  Welfare  (pages  459-61) — Accepted. 

Confer  with  State  Board  of  Nurse  Examiners  (page 
461 ) — Accepted. 

Venereal  Disease  Control  (page  461) — Dr.  Smith, 
chairman,  called  attention  to  the  recommendation  about 
serologic  tests.  The  report  was  adopted. 

Tuberculosis  (pages  461-4) — Accepted. 

Cancer  (page  464) — This  and  the  following  supple- 
mentary report,  presented  by  Dr.  Cooper,  chairman,  were 
accepted : 

The  Committee  held  its  annual  meeting  in  the  Richmond 
Academy  of  Medicine  on  September  30th  with  the  follow- 
ing in  attendance:  Drs.  Eley,  Gathright,  Lehman,  Wil- 
liams, and  Cooper.  Dr.  Carson  was  present,  represent- 
ing Dr.  Roper  and  Dr.  Romaine. 

The  interim  actions  taken  by  the  Committee  during  the 
past  year  were  reviewed  and  confirmed.  These  are  re- 
ported in  the  minutes  submitted  last  August. 

The  American  College  of  Surgeons’  report  was  re- 
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viewed.  A representative  of  the  College  had  inspected 
some  of  the  Virginia  Tumor  Clinics.  The  recommenda- 
tion was  that  all  the  clinics  inspected  he  re-apprcved. 

The  Cancer  Committee  decided  to  relieve  the  Tumor 
Clinic  Directors  of  the  necessity  of  mailing  in  reports  on 
the  treatment  given  their  patients.  This  information  is 
being  collected  by  the  Bureau  of  Cancer  Control  and  the 
action  is  taken  to  avoid  duplication. 

The  Cancer  Committee  wants  reports  of  mishandled 
cancer  cases  published  in  the  Virginia  Medical  Monthly 
as  often  as  possible.  It  prefers  inserts  to  publishing  the 
reports  in  the  text  of  the  Journal.  Therefore,  it  asked 
for  a budget  of  $400. 

(Jeorge  Cooper,  Jr.,  Chairman. 

Nutrition  (page  464) — Accepted. 

Advisory  to  Woman's  Auxiliary  (page  465) — Accepted. 

The  following  report  from  the  Woman’s  Auxiliary  was 
then  presented: 

As  president  of  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  Virginia  for  the  year  1948-1949,  I wish  to 
submit  the  following  report: 

During  the  year  I have  presided  at  the  usual  meetings 
held  by  the  Auxiliary,  namely,  the  post-convention  board 
meeting,  the  winter  board  meeting,  and  it  is  my  intention 
to  preside  at  the  pre-convention  board  meeting  and  the 
twenty-seventh  annual  meeting. 

In  December,  1948,  with  the  President-Elect  of  the 
Auxiliary  I attended  a District  Public  Relations  Confer- 
ence of  the  Medical  Society  of  Virginia.  At  this  meeting 
means  by  which  the  Auxiliary  could  be  of  service  to  the 
medical  society  were  discussed.  As  a result  of  this  meet- 
ing, the  Presidents  of  County  Auxiliaries,  with  the  officers 
and  Chairmen  of  Committees  of  the  State  Auxiliary  were 
invited  to  attend  a Public  Relations  meeting  in  Richmond, 
January  IS,  1949.  There  were  37  ladies  present  at  this 
meeting  from  the  Auxiliary.  The  meeting  was  greatly 
enjoyed,  and  gratitude  was  expressed  by  those  attending 
for  the  invitation,  so  graciously  extended. 

I have  visited  eight  of  the  nine  county  auxiliaries  that 
comprise  the  State  Auxiliary.  At  each  Auxiliary  I spoke 
on  the  subject  suggested  by  the  president.  The  figures 
are  as  follows: 

Richmond,  February  18,  1949 — The  Correlation  of  the 
State  and  County  Auxiliary  with  the  National  Auxiliary. 

Warwick  County,  March  23,  1949 — Legislation  Before 
Congress  to  Socialize  Medicine. 

Northampton-Accomac,  April  12,  1949 — Report  of  the 
Chicago  Congress. 

Arlington-Alexandria,  May,  1949 — Possibilities  in 

Auxiliary  Work. 

Northern  Neck,  May  26,  1949 — Social  Trends  in  Our 
Government  and  Their  Relationship  to  the  Program  for 
Socialized  Medicine. 

Petersburg,  May  31,  1949 — The  Story  Behind  the 
Planned  Program  for  Compulsory  Health  Insurance. 

Norfolk,  April,  1949 — Participated  in  a Forum  Meeting. 

In  November,  1948,  I attended  the  Chicago  Conference 
of  State  Presidents,  Presidents-Elect,  Officers  and  Com- 
mittee Chairmen  of  the  Woman’s  Auxiliary  to  the  Amer- 
ican Medical  Association.  In  June,  1949,  I attended  the 
annual  meeting  of  this  organization  in  Atlantic  City. 

The  Auxiliary  has  added  to  the  Leigh-Hodges-Wright 
Memorial  Fund.  This  fund  is  for  the  purpose  of  helping 
a physician  or  member  of  a physician’s  family  in  a State 
Tubercular  Sanatorium. 

We  have  also  contributed  to  the  Jane  Todd  Crawford 
Memorial  Fund,  a project  of  the  'Woman’s  Auxiliary  to 
the  Southern  Medical  Association. 

The  chief  aim  and  major  project  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  Virginia  this  year  has 
been  to  help  educate  the  public  and  ourselves  in  regards 
to  the  dangers  of  Compulsory  Health  Insurance  and  thus 


defeat  this  proposed  legislation.  To  this  end  much  has 
been  done.  Copies  of  sample  resolutions  opposing  this 
issue,  with  a personal  letter  from  the  President  were  sent 
eac'.v  Woman’s  organization  in  the  State.  Prior  to  the 
meeting  of  the  General  Federation  of  Women’s  Clubs  in 
Florida  the  delegates  were  contacted  and  given  literature 
regarding  this  issue.  Inasmuch  as  this  procedure  was 
followed  by  all  State  Auxiliaries  in  the  United  States  some 
pressure  was  exerted,  and  at  the  meeting  in  Florida  re.m- 
lutions  opposing  such  legislation  were  adopted  by  a large 
majority.  This  same  precedure  was  followed  prior  to  the 
national  meeting  of  the  Parent-Teacher  groups.  In  each 
instance  Mr.  Johnson,  Director  of  Public  Relations  for 
the  Medical  Society,  was  contacted  and  told  of  these  meet- 
ings and  the  dates  of  same.  When  information  concern- 
ing plans  of  any  of  the  many  women’s  organizations  in 
the  State  were  of  concern  to  the  profession,  because  of 
the  relationship  to  Compulsory  Health  Insurance,  the 
office  of  Mr.  Johnson  was  notified.  Very  recently,  efforts 
have  been  made  to  contact  affiliated  groups  of  the  Na- 
tional Chapter  of  Jewish  Women  to  inform  them  on  this 
issue,  and  direct  their  thinking  in  opposition  to  Com- 
pulsory Health  Insurance.  County  Auxiliary  Presidents 
have  been  contacted  and  requested  to  suggest  that 
Women’s  Clubs  in  their  sections  have  programs  during 
the  coming  year  on  this  matter. 

Through  the  Legislative  Chairman,  Mrs.  Powell  Wil- 
liams, a list  of  Legislative  Chairmen  of  all  the  Women’s 
State  Organizations  have  been  sent  to  Whitaker  and 
Baxter  so  that  they  might  be  kept  informed.  Since  our 
Legislative  Chairman  is  a member  of  the  Virginia 
Women’s  Council  of  Legislative  Chairmen,  she  has  been 
able  to  do  a great  deal  of  work  in  obtaining  names  for 
contacts  and  for  sending  information. 

Through  the  Auxiliary  129  subscriptions  to  Hygeia 
were  received,  and  many  of  the  Auxiliaries  place  this 
magazine  in  the  schools  and  libraries  in  their  commu- 
nities. 

Our  newest  project  is  that  of  Nurse  Recruitment,  and 
we  hope  to  accomplish  much  in  this  field. 

There  are  512  paid  up  members  in  the  Auxiliary.  Our 
greatest  need  is  for  additional  Auxiliaries.  It  is  sincerely 
hoped  that  the  County  Societies  will  do  all  possible  to 
encourage  the  organization  of  Auxiliaries  in  their  com- 
munities. We  realize  our  Auxiliary  status  and  only  act 
with  the  consent  of  our  Advisory  Board,  which  is  an- 
nually appointed  by  the  President  of  the  Medical  Society 
of  Virginia. 

Margaret  S.  Reynolds 

(Mrs.  Richard  M.  Reynolds),  President.  ' 

National  Emergency  Medical  Service  (pages  465-8)  — 
Accepted. 

Colonel  H.  W.  Glattly,  from  the  Army  Headquarters 
Second  District,  was  introduced  and  given  the  privilege 
of  the  floor.  He  commended  Dr.  Williams  on  his  report 
and  stated  he  just  wanted  to  emphasize  some  of  the  points 
brought  out.  He  said  had  it  not  been  for  the  splendid  co- 
operation given  the  army  by  civilian  doctors  in  this  area, 
they  would  have  had  a breakdown  of  medical  health. 

He  doubted  if  the  civilian  doctors  realized  just  how  im- 
portant had  been  their  help  in  medical  service.  He  em- 
phasized the  close  relationship  of  civilian  and  military 
medicine  and  how  important  it  is  that  this  close  liaison 
does  exist  in  helping  determine  military  medical  prob- 
lems. If  this  relationship  had  existed  between  World 
Wars  I and  II,  they  would  not  have  had  so  many  prob- 
lems. He  stated  that  many  of  the  reserve  officers  in  Vir- 
ginia have  given  up  their  vacations  in  order  to  help  the  ^ 
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arniv  in  some  very  critical  situations.  Some  of  the  military 
hospitals  would  have  had  to  close  if  they  had  not  had 
this  cooperation,  and  he  felt  the  doctors  had  indeed  made 
the  army's  problems  their  problems. 

Bi.ue  Cross-Blue  Shield  (page  468) — Dr.  Pretlow, 
chairman,  stated  that  the  committee  had  largely  func- 
tioned as  individuals  rather  than  as  a whole.  A good 
deal  of  work  has  been  done  in  trying  to  bring  about  a 
broad  acceptance  of  these  problems  and  he  believed  the 
situation  in  Virginia  will  improve  rapidly  in  the  coming 
year.  It  is  very  important  for  the  doctors  to  get  behind 
these  plans  and  try  to  help  them  out.  Blue  Cross  and 
Blue  Shield  are  not  going  to  meet  the  problem  unless 
some  plan  of  reciprocity  is  worked  out.  W hen  asked  the 
question,  he  stated  that  his  report  did  not  carry  any  mo- 
tion to  adopt  a national  insurance  company.  The  report 
was  accepted. 

House  of  Delegates  Procedure.  The  following  report 
was  presented  by  Dr.  Mulholland,  chairman; 

For  several  years,  members  of  the  House  of  Delegates 
of  the  Medical  Society  of  Virginia  have  felt  the  need 
of  a revision  of  its  methods  of  procedure.  In  the  press 
of  time  during  its  meeting  many  important  matters  re- 
ceive little  or  no  consideration  and  delegates  lack  the 
opportunitv  to  express  themselves  freely  on  various  topics 
presented  in  the  committee  reports. 

Your  committee,  therefore,  feels  that  a few  reference 
committees  should  be  established  and  that  the  reports 
presented  to  the  House  of  Delegates  should  be  referred  to 
one  of  these  committees.  This  referral  should  be  made  at 
the  time  of  the  opening  session  of  the  House,  preferably 
on  the  morning  of  the  first  day  at  10:00  A.M.  At  the  same 
time,  resolutions  could  be  presented  and  referred  to  the 
respective  committees.  These  committees  then  would  hold 
hearings  during  which  any  person  desiring  to  discuss 
any  question  referred  to  such  a committee  could  appear. 
After  the  hearing,  the  committee  would  then  present  its 
report  to  the  House  of  Delegates  assembled  on  the  after- 
noon of  the  second  day. 

It  is  our  opinion  that  the  House  should  elect  a Speaker 
and  a Vice-Speaker  at  its  first  session  each  year,  to  pre- 
side over  the  next  annual  session. 

The  members  of  the  reference  committees  should  be  ap- 
pointed by  the  President  and  Speaker  of  the  House  before 
each  annual  session,  and  should  consist  of  one  member 
from  each  Congressional  District.  A chairman  of  each 
committee  should  be  appointed  by  the  Speaker  and  the 
President.  Committees  suggested : 

1.  Public  Relations  and  Legislation. 

2.  Medical  Service. 

3.  Professional  Relations. 

4.  Scientific  Reports. 

5.  Public  Health  and  Education. 

6.  Miscellaneous  Business. 

H.  B.  Mulholland,  Chairman 
J.  M.  Hutcheson 
A.  F.  Robertson,  Jr. 

Dr.  Martin  moved  that  this  be  adopted  and  referred 
to  the  Judicial  Committee  for  any  changes  necessary  in 
the  Constitution  and  By-Laws.  Dr.  Ben  Rawles  asked 
why  should  a speaker  preside  instead  of  the  president. 
It  was  stated  this  is  merely  in  line  with  other  organiza- 
tions and  it  was  felt  the  present  set-up  tied  the  president 
too  closely  to  the  House  of  Delegates  and  he  could  not 
attend  to  other  duties.  The  report  was  then  adopted. 


Dr.  Martin  moved  that  the  time  of  the  meeting  of  the 
Society  be  changed  so  as  to  begin  on  Thursday  morning 
and  conclude  on  Saturday  night,  with  the  first  meeting 
of  the  House  on  Thursday  morning.  Seconded.  Dr. 
Hutcheson  stated  that  a number  of  days  in  the  week  for 
meetings  have  been  tried  during  the  past  and  no  day  has 
ever  been  found  suitable  for  the  last  day  of  the  meeting. 
He  did  not  think  any  more  would  stay  over  for  Saturday 
night  than  they  would  for  Wednesday  morning.  One 
member,  who  said  he  has  been  attending  for  forty  years, 
felt  the  House  had  more  members  present  at  this  meeting 
because  it  is  Sunday  night  and  not  in  the  middle  of  the 
week.  Dr.  Haddock  felt  this  was  a very  important  mo- 
tion and  offered  a substitute  that  it  be  referred  to  a 
special  committee  for  study  and  to  report  back  to  the  next 
meeting  of  the  House.  Seconded  and  carried. 

Industrial  Health — The  following  report  was  pre- 
sented and  accepted. 

No  meeting  of  the  Industrial  Health  Committee  was 
held  during  the  year  1948-49.  The  Chairman  attended 
in  January  the  Congress  of  Industrial  Hygiene  held  in 
Chicago.  In  this  meeting,  the  American  Medical  Associa- 
tion stressed  the  importance  of  the  practice  of  industrial 
medicine  in  the  community  and  urged  the  encouragement 
of  the  establishment  of  more  full  time  and  part  time 
medical  services  in  industry,  pointing  out  that  such  serv- 
ices held  a very  important  place  in  improving  and  main- 
taining the  health  of  the  industrial  worker. 

The  Chairman  of  the  committee  would  like  to  recom- 
mend that  the  state  association  set  aside  a small  sum  of 
money  for  the  purchase  of  a copy  sheet  of  Chemical 
Safety  Data  sheets,  prepared  by  the  Manufacturing  Chem- 
ists Association,  Incorporated,  246  Woodward  Building, 
Washington,  D.  C.,  to  be  delivered  to  the  Library  of  the 
Medical  College  of  Virginia  and  to  the  Library  of  the 
University  of  Virginia  for  the  use  of  physicians  who 
could  obtain  specialized  information  on  Toxic  Chemicals 
otherwise  not  available. 

W.  L.  Weaver,  Chairman. 

Conservation  of  Hearing — The  report  was  presented 
as  follows  and  accepted. 

A meeting  of  the  committee  was  called  on  May  13, 
1949,  following  the  Executive  Council  session  of  the  Vir- 
ginia Society  of  Ophthalmology  and  Otolaryngology  which 
held  its  annual  scientific  meeting  in  Richmond  May  14. 
The  chairman  has  also  held  meetings  with  Mrs.  W.  L. 
Gilliam,  Jr.,  of  the  projects  committee  of  the  Junior 
League,  Mr.  Boyce  'Williams  of  the  Federal  Security 
Agency,  representatives  of  the  State  Rehabilitation  Agency 
and  with  a group  called  together  by  Dr.  W.  T.  Sanger 
of  the  Medical  College  of  Virginia  in  connection  with 
the  University  Center  Study. 

As  previously  stated  (annual  report  October,  1948)  the 
problem  of  conservation  of  hearing  is  one  of  tremendous 
magnitude  and  is  truly  complex.  A study  of  Conservation 
Programs  in  other  states  shows  many  variations  in  the 
approach  and  management  of  the  problem.  Fifteen  states 
have  some  type  of  legislation  requiring  that  hearing 
acuity  tests  be  given  to  children  enrolled  in  schools.  In 
Ohio,  the  State  Director  of  Health,  Division  of  Child 
Hygiene,  is  responsible  for  approving  audiometers  and 
providing  record  forms  for  a state-wide  hearing  program. 
In  Pennsylvania  the  program  is  administered  through  the 
State  Department  of  Public  Instruction.  In  many  states 
volunteer  agencies  carry  the  burden  of  conservation  of 
hearing  responsibilities. 

In  its  recent  nation-wide  study,  the  Academy  of  Pedi- 
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atrics  pointed  out  that  thirty-seven  (37)  percent  of  the 
nation's  children  are  in  rural  areas  (Proceedings  29th 
Annual  Meeting  of  American  Hearing  Society).  Any 
comprehensive  program  in  the  conservation  of  hearing 
would  of  necessity  include  these  children.  In  Minnesota 
and  North  Dakota  mobile  Hearing  and  Speech  Clinics 
have  been  found  to  be  a partial  solution. 

Preventive  and  corrective  therapy  for  ear  difficulties 
in  children  has  lagged  for  many  years.  Today,  scien- 
tists, educators  and  physicians  are  showing  increased 
knowledge  in  this  field.  This  combined  with  the  good 
results  noted  in  the  rehabilitation  program  of  deafened 
victims  of  World  War  II  has  led  to  a greater  lay  interest 
and  understanding  of  the  problem. 

An  ideal  conservation  of  hearing  program  would  in- 
clude: (1)  Discovering  the  individual,  (2)  initiating  a 
corrective  program,  and  (3)  adjusting  the  individual  and 
the  loss. 

The  committee  recognizes  the  obstacles  impeding  such 
a program.  It  is  hoped  that  through  education  and  legis- 
lation a more  comprehensive  approach  of  the  first  phase 
may  be  attained.  The  second  and  third  phases  of  the 
program  offer  more  difficulty.  Lack  of  service  facilities, 
well  trained  personnel  and  scarcity  of  centers  where  in- 
struction is  offered  to  the  hard  of  hearing  are  definite 
barriers  to  a complete  program.  Some  progress  has  been 
made  in  this  latter  phase.  The  University  of  Virginia 
has  a speech  correction  clinic  at  Charlottesville  and  its 
director  supervised  the  summer  camp  (1949)  sponsored 
by  Virginia  Society  of  Crippled  Children  at  the  Woodrow 
Wilson  Rehabilitation  Center  at  Fishersville.  The  Med- 
ical College  of  Virginia  is  enlarging  its  audiology  center 
and  the  Junior  League  has  chosen  as  a project,  a speech 
correction  clinic  which  will  open  in  Richmond  soon. 

P.  N.  Pastore,  Chairman 
Fletcher  D.  Woodward 
H.  Grant  Preston 
F.  H.  McGovern 
Mortimer  H.  Williams 
T.  M.  Winn 

Conservation  of  Sight — Dr.  A.  A.  Burke,  a member 
of  the  committee,  presented  the  following  report,  which 
was  accepted. 

Recommendations  are  as  follows: 

1.  The  Medical  Society  of  Virginia  should  make  every 
effort  to  educate  the  public  about  the  need  for  proper  eye 
care  and  promote  available  facilities  all  over  the  state 
for  vision  tests  of  school  children  and  an  industrial  eye 
program  and  clinic  service  for  the  care  of  indigent  when 
indicated. 

2.  We  should  make  every  effort  to  promote  professional 
education  for  general  practitioners  and  those  specializing 
in  eye  work,  in  order  to  alert  them  to  eye  problems  and 
fields  of  blindness  such  as  glaucoma.  For  example,  we 
would  suggest  that  our  committee  be  empowered  to  write 
to  the  secretary  of  each  county  medical  society  urging 
that  sometime  during  the  year  they  have  a sight  con- 
servation program  at  which  a qualified  ophthalmologist 
would  be  invited  to  discuss  conditions  of  the  glaucoma, 
need  for  early  treatment  and  prevention  of  eye  injuries. 
Exhibits  should  be  put  on  at  state  medical  society  meet- 
ings illustrating  the  above  mentioned  conditions. 

3.  Ophthalmologists  should  cooperate  with  the  Virginia 
Commission  of  the  Blind  anyway  possible;  especially  in 
referring  the  children  with  impaired  vision  to  sight-saving 
classes. 

4.  Ophthalmologists  and  general  practitioners  should 
realize  that  sight-saving  classes  are  not  segregated  but 
like  public  schools,  children  are  members  of  the  regular 
grades.  They  should  not  look  upon  this  as  a stigma 
but  as  an  opportunity  to  improve  their  classroom  work 
and  their  school  work  in  general. 


5.  All  ophthalmologists  in  every  city  should  avail  them- 
selves of  the  opportunity  to  visit  sight-saving  classes  in 
their  local  public  schools  so  they  may  be  better  acquainted 
with  the  work  that  sight-saving  classes  are  doing  for 
children  with  impaired  vision. 

6.  Ophthalmologists  should  emphasize  in  examining 
their  patients  that  they  are  not  selling  glasses.  That 
they  are  consulting  them  for  a medical  examination. 
There  is  no  single  examination  that  can  be  made  upon 
the  human  body  that  reveals  as  much  information  as  the 
examination  of  the  eye  including  complete  fundus  exami- 
nation. A qualified  ophthalmologist  should  be  an  in- 
ternist, as  well  as  an  ophthalmologist.  He  should  always 
advise  his  patients  that  he  is  not  selling  glasses,  but  that 
he  is  giving  him  the  competent,  careful  medical  examina- 
tion. 

E.  G.  Gill,  Chairman. 

Old  Do.minion  Medical  Society — Dr.  Hutcheson  read 
his  report  as  follows,  and  Dr.  Martin  moved  its  adoption; 

As  directed,  your  Committee  has  conferred  with  the 
Old  Dominion  Medical  Society  by  correspondence,  by 
personal  interviews  with  officers  and  members,  and  at  a 
conference  with  a special  committee  of  six  from  the  So- 
ciety. In  addition,  a formal  petition  has  been  received 
asking  that  the  Old  Dominion  Medical  Society  be  made  a 
component  of  the  Medical  Society  of  Virginia.  From  this 
investigation  and  other  circumstances  pertinent  to  im- 
proving the  status  of  colored  physicians,  the  following 
premises  emerge: 

1.  There  are  approximately  150  licensed  Negro  phy- 
sicians practicing  in  Virginia.  Many  of  these  are  earnest, 
progressive  doctors,  eager  to  expand  their  knowledge  so 
as  to  render  the  best  possible  service  to  their  patients. 
By  reason  of  lack  of  membership  in  local  and  state  so- 
cieties, they  are  not  able  to  avail  themselves  of  the  op- 
portunities for  post-graduate  study  open  to  other  phy- 
sicians of  the  state  and  are  deprived  of  membership  in 
the  American  Medical  Association  and  other  national 
societies. 

2.  Membership  in  the  American  Medical  Association  re- 
quires membership  in  one’s  state  society,  and  membership 
in  the  state  society  requires  membership  in  one’s  local 
society.  It  is  apparent,  therefore,  that  if  the  status  of 
colored  physicians  is  to  advance,  particularly  as  regards 
membership  in  the  American  Medical  Association,  it  is 
necessary  that  they  become  members  of  a component  of 
the  Medical  Society  of  Virginia. 

3.  The  Constitution  of  the  Medical  Society  of  Virginia 
(Article  IV)  limits  active  membership  to  white  phy- 
sicians. 

Your  Committee  is  impressed  with  the  sincerity  of  the 
officers  and  members  of  the  Old  Dominion  Medical  So- 
ciety composing  their  committee  whose  signed  statement 
reads  as  follows: 

“The  Old  Dominion  Medical  Society,  in  applying 
to  the  Medical  Society  of  Virginia  for  its  support  and 
influence  in  obtaining  membership  for  qualified  Negro 
physicians  in  the  component  local  societies  of  the 
Medical  Society  of  Virginia,  declares  that  their  sole 
objectives  are  to  gain  access  to  additional  sources  of 
scientific  knowledge  and  to  become  eligible  for  mem- 
bership in  the  American  Medical  Association.” 

Your  Committee  believes  that  all  reasonable  efforts 
should  be  made  to  encourage  and  assist  these  men  in 
their  ambition  for  professional  advancement  and  im- 
provement, and  to  this  end  makes  the  following  recom- 
mendations: 

1.  The  Medical  Society  of  Virginia  recommends  to  its 
component  societies  that  they  give  careful  consideration 
to  the  matter  of  accepting  into  their  membership  Negro 
physicians  who  are  eligible,  according  to  the  standard  of 
character  and  professional  ability,  and  such  other  re- 
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quirements  as  may  seem  desirable  to  the  local  county 
society. 

2.  That  the  word  “white”  be  deleted  from  Article  IV 
of  the  Constitution  of  the  Medical  Society  of  Virginia. 

J.  Morrison  Hutcheson,  Chairman 
Walter  B.  Martin 
Hugh  H.  Trout 

The  following  substitute  motion  was  then  offered  by 
Dr.  Walter  Adams,  who  moved  its  adoption.  Seconded. 

Whereas  the  white  physicians  of  Virginia  are  most 
desirous  of  helping  the  Negro  physicians  improve  their 
knowledge  and  professional  standing,  with  the  final  aim 
towards  American  Medical  Association  membership  on 
an  equal  professional  basis,  and 

Whereas  Negro  physicians  attending  white  or  Negro 
patients  in  the  white  hospitals  of  the  State  would  ultimate- 
ly come  into  conflict  with  Segregation  Laws  of  the  State 
of  Virginia,  as  well  as  the  desires  of  a majority  of  the 
State  population,  and 

Whereas,  at  present,  the  various  local  component  So- 
cieties of  the  Old  Dominion  Medical  Society  (State, 
Negro)  are  time  honored  and  well  balanced  organizations 
and 

Whereas  all  qualified  members  of  the  Medical  Society 
of  Virginia  (State,  white)  will  always  give  freely  of 
time  and  effort  towards  lecturing  and  teaching  in  the  Old 
Dominion  Medical  Society,  its  local  constituents,  and  the 
Negro  hospitals. 

Therefore  Be  It  Resolved:  That  the  Medical  Society 
of  Virginia  hereby  endorses  a motion  in  the  House  of 
Delegates  of  the  American  Medical  Association,  to 
change  the  Constitution  of  the  American  Medical  Asso- 
ciation to  allow  those  States  desiring  it,  to  operate  with 
two  approved  local  constituent  Societies  instead  of  one, 
as  prerequisite  for  Membership  and  Fellowship  in  the 
American  Medical  Association. 

Dr.  H.  J.  Langston  moved  to  table  the  motions  until 
the  next  meeting  of  the  House  of  Delegates,  in  order  that 
the  members  might  have  more  opportunity  to  discuss 
and  study  this  question.  Seconded  and  carried. 

The  House  was  then  given  a short  recess  for  the  nam- 
ing of  the  Nominating  Committee,  which  resulted  as 
follows: 

1st  District — Dr.  A.  A.  Creecy 
2nd  District — Dr.  W.  B.  Martin 
3rd  District — Dr.  H.  J.  Warthen 
4th  District — Dr.  C.  E.  Martin 
Sth  District — Dr.  B.  A.  Hopkins 
6th  District — Dr.  Frank  Farmer 
7th  District — Dr.  Guy  Fisher 
Sth  District — Dr.  W.  R.  Pretlow 
9th  District — Dr.  J.  C.  Moore 

Councilors  for  the  odd  numbered  districts  were  also 
named  at  this  time,  and  the  present  members  were  re- 
elected : 

1st  District — Dr.  R.  B.  Bowles,  Mathews. 

3rd  District — Dr.  Guy  W.  Horsley,  Richmond 
Sth  District— Dr.  W.  A.  Porter,  Hillsville 
7th  District — Dr.  R.  P.  Bell,  Jr.,  Staunton 
9th  District — Dr.  James  P.  King,  Radford 

Dr.  J.  W.  Love  told  of  the  problem  now  confronting 
the  physicians  on  the  borderline  of  Virginia  and  the 
District  of  Columbia.  In  the  past  the  Virginia  doctors 
have  been  able  to  get  a borderline  license  to  practice  in 


the  District  of  Columbia  for  $1.00  a year  but  this  has 
now  been  rescinded  and  they  will  have  to  take  out  a 
full  time  license.  The  Alexandria  Society  would  like  to 
ask  the  Judicial  Committee  to  work  with  committees  in 
the  District  to  draw  up  appropriate  legislation  to  present 
to  the  next  legislature  with  regard  to  this  matter.  Dr. 
Horsley,  president  of  the  State  Board  of  Medical  Ex- 
aminers, stated  they  could  do  nothing  about  this  on  ac- 
count of  the  present  laws.  It  has  been  investigated  by 
the  Commonwealth  Attorney.  He  said  there  had  never 
been  any  problem  of  getting  a permanent  license  for 
the  District  doctors  to  practice  in  Virginia  and  this  did 
not  have  to  be  renewed  annually.  He  realized  the  ad- 
vantage to  Virginia  doctors  to  be  able  to  practice  in  the 
District  but  did  not  think  a special  ruling  could  be  made 
in  their  case  without  including  those  doctors  in  other 
borderline  states.  Dr.  H.  H.  Ware  moved  that  the  House 
of  Delegates  go  on  record  as  being  opposed  to  any  change 
in  the  laws  of  the  State  Board  of  Medical  Examiners 
and  that  they  remain  the  same  in  requiring  borderline 
licenses.  Seconded.  Dr.  Zylman  stated  that  most  of  the 
younger  men  had  reciprocity  with  the  District  but  the 
older  men  do  not  and  they  are  the  ones  who  will  suffer. 
He  felt  the  situation  in  their  section  was  different  from 
the  other  borderline  states  as  much  of  the  space  in  the 
District  hospitals  is  used  by  Virginia  doctors.  Dr.  H.  W. 
Miller  amended  the  motion  that  this  question  be  referred 
to  the  attorney  for  the  Society,  the  Legislative  Commit- 
tee, and  the  State  Board  of  Medical  Examiners  for  study. 
Seconded.  Dr.  Horsley  said  this  had  been  under  con- 
sideration for  the  past  eighteen  months  but  nothing  could 
be  done  unless  the  law  is  changed.  Dr.  Sims  stated  that 
the  representative  in  Arlington  is  going  to  bring  this 
up  at  the  next  legislature.  Dr.  Miller’s  motion  was 
carried. 

Dr.  George  Duncan  presented  the  following  motion, 
which  was  adopted: 

Be  it  resolved  that  a Committee  be  appointed  to  study 
the  need  for  physical  restoration  and  special  education  of 
children  afflicted  with  cerebral  palsy,  in  the  State  of 
Virginia. 

At  the  present  time  this  is  a much  neglected  group  of 
children  who  are  commonly  referred  to  as  Spastics.  It 
may  be  necessary  to  establish  an  institution  for  the  care 
of  these  children,  although  it  would  be  much  better  to 
take  care  of  them  in  their  own  community. 

For  the  study  of  this  problem,  I would  suggest  that 
the  President  appoint  a Committee  to  consist  of  at  least 
one  Pediatrician,  one  Neurologist  and  one  Orthopedic 
Surgeon. 

I would  further  urge  the  immediate  appointment  of  this 
Committee,  so  that  they  can  have  this  study  completed 
by  the  first  of  January,  1950.  My  reason  for  such  haste 
is  that  any  legislation  that  might  be  needed  to  carry  out 
their  program  could  be  presented  to  our  next  General 
Assembly. 

This  Committee  should  present  their  recommendations 
first  to  the  Council  for  their  approval  and  it,  in  turn, 
should  hand  it  over  to  our  Legislative  Committee  for 
enactment  by  the  Virginia  Assembly. 

The  House  then  adjourned  to  meet  again  on  the  next 
day  at  2 :30  P.M. 
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House  of  Delegates 
Second  Meeting 

T'he  second  meeting  of  the  House  of  Delegates  was 
called  to  order  by  Dr.  Caudill  on  October  10th,  at  2:00 
P.M. 

Roll  call  showed  a quorum  present,  and  the  first  order 
of  business  was  the  consideration  of  changes  in  the  Con- 
stitution and  By-Laws,  which  were  adopted  as  follows: 

Constitution 

1.  That  Article  VIII  be  amended  so  that  the  standing 
committee  numbered  (5)  shall  read  “Medical  Service” 
instead  of  “Medical  Economics”.  Also  omit  “and”  before 
(8)  and  add  “(9)  Public  Relations,  and  (10)  Grievance.” 

By-Laws 

Article  I,  Section  1 — x'\dd  the  word  “life”  after  “ac- 
tive”. 

Section  2 — Change  to  read  “The  privilege  of  voting, 
holding  office,  and  serving  on  standing  committees  is 
limited  to  active  and  life  membership.  In  all  other  re- 
spects the  status  of  active,  life  and  associate  members 
is  the  same.” 

Article  VIII,  Section  7 — Add  to  end  of  paragraph 
“Members  of  the  district  council,  representing  local  med- 
ical societies,  shall  be  elected  by  the  membership  of 
the  respective  societies  prior  to  September  30,  and  mem- 
bers for  counties  in  which  there  is  no  society  shall  be  ap- 
pointed by  the  Councilor  for  their  Congressional  District, 
prior  to  that  date.  The  term  of  office  for  members  of 
the  District  Council  shall  be  one  year,  ending  September 
30.  They  shall  be  eligible  to  succeed  themselves  and 
their  duties  shall  be  to  work  with  and  under  the  direction 
of  the  Councilor  for  the  District.” 

Article  IX — Change  number  5 to  “Medical  Service” 
and  add  “9.  Public  Relations”  and  “10.  Grievance”. 

The  first  paragraph  shall  read  “Each  of  these  Com- 
mittees, with  the  exception  of  the  Department  of  Clinical 
and  Medical  Education,  the  Committees  on  Medical 
Service,  Legislation,  Public  Relations  and  Grievance, 
shall  consist  of  three  members,  whose  term  of  office  shall 
be  for  three  years.  The  members  having  first  been  ap- 
pointed for  one,  two  and  three  years,  the  incoming  Presi- 
dent shall  appoint  to  fill  vacancies  created  by  expiration 
of  term  of  office,  and  shall  name  the  chairman  of  each 
committee.”  The  last  sentence  is  to  be  omitted. 

The  third  paragraph  shall  read  “The  Committee  on 
Medical  Service  shall  consist  of  nine  members,  one  from 
each  Congressional  District,  whose  term  of  office  shall 
be  for  three  years,  three  to  be  appointed  each  year  by 
the  incoming  President,  and  the  Committee  on  Legislation 
of  nine  members,  three  to  be  appointed  each  year  by  the 
incoming  President.  He  shall  also  name  the  chairman.” 

Section  5 shall  be  headed  “Medical  Service”  and  their 
duties  to  “Section  5 — The  Committee  on  Medical  Service 
shall  have  supervision  of  all  matters  relating  to  prepaid 
hospital  and  medical  care  and  rural  health.” 

Add,  following  Section  8 — “Public  Relations” — “Section 
9 — The  Committee  on  Public  Relations  shall  supervise  all 
the  Society’s  undertakings  in  the  field  of  Public  Relations.” 
Also  “Grievance” — “Section  10 — The  Committee  on  Griev- 
ance shall  review  problems  or  misunderstandings  arising 
between  doctors  and  patients.  The  committee  shall  be 
composed  of  five  active  past  presidents  of  the  Medical 
Society  of  Virginia,  the  chairman  to  be  appointed  from 
among  this  number  by  the  president  of  the  Medical  So- 
ciety of  Virginia.  Any  three  members  of  the  committee 
may  be  designated  by  the  chairman  to  act  as  the  reviewing 
panel  to  hear  a particular  case. 

“Charges  shall  be  submitted  to  the  chairman  of  the 
Grievance  Committee  in  writing.  The  committee  shall 
have  jurisdiction  over  those  cases  which  are  appealed 


from  the  decisions  of  the  Grievance  Committees  of  the 
County  or  Component  societies,  and  in  cases  of  alleged 
grievances  originating  in  areas  in  which  there  is  no 
functioning  county  society,  or  in  instances  where  the 
county  Grievance  Committee  has  not  been  appointed  or 
does  not  function. 

“The  chairman  shall  call  a meeting  of  the  Grievance 
Committee  at  his  discretion  or  upon  written  request  of  any 
three  members  of  the  committee.  Three  members  shall 
constitute  a quorum  for  the  transaction  of  business  or 
the  hearing  of  cases.  The  time  and  place  of  the  meet- 
ing shall  be  designated  by  the  chairman.  Hearings  shall 
be  conducted  in  private  with  both  the  complainant  and 
the  defendant  present,  and  both  shall  have  the  privilege 
of  counsel  if  either  or  both  so  elect.  Previous  written 
notice,  mailed  by  registered,  return  receipt  letter,  shall 
be  sent  both  parties  at  least  fifteen  days  in  advance  of 
the  meeting  date,  designating  the  time  and  place  of  the 
meeting.  A panel  committee  of  at  least  three  members  of 
the  Grievance  Committee  shall  be  required  for  hearings. 
The  complainant,  the  defendant,  and  the  chairman  of  the 
Grievance  Committee  shall  have  the  right  to  summon 
witnesses.  If  both  the  claimant  and  the  defendant  so 
elect  in  W'riting,  the  hearing  may  be  based  entirely  on 
the  written  allegation  of  fault,  and  the  written  defense. 

“Decisions  of  the  Grievance  Committee  shall  be  by 
two-thirds  vote.  The  decision  shall  determine  the  guilt 
or  innocence  of  the  accused  and,  if  guilty,  shall  reprimand 
the  offender.  If  indicated  by  the  seriousness  of  the  situa- 
tion or  practices  involved,  the  case  shall  be  referred  to 
the  Ethics  Committee  for  appropriate  action. 

“The  Grievance  Committee  shall  have  authority  to 
evmlve  its  own  rules  of  procedure.  Expenses  of  the 
Grievance  Committee  incurred  in  the  performance  of 
the  duties  herein  outlined  shall  be  paid  out  of  the  gen- 
eral funds  of  the  Medical  Society  of  Virginia.  Expense 
accounts  shall  be  submitted  by  the  chairman  of  the  com- 
mittee to  the  treasurer  of  the  Medical  Society  of  Vir- 
ginia.’’ 

Dr.  Hamner  gave  the  following  report  from  the  special 
committee  to  consider  the  time  of  the  annual  meetings: 

The  Committee  on  advisability  of  change  of  time  for 
the  meeting  met  at  10:30  A.M.,  and  makes  the  following 
ing  recommendation:  That  the  Society  continue  to  hold 
its  meeting  as  at  present. 

Charles  Outland,  Chairman 
J.  W.  Love 
James  L.  Ha.viner 

This  was  adopted. 

The  report  of  the  Committee  to  Confer  with  the  Old 
Dominion  Medical  Society  was  then  called  for  and  Dr. 
Hutcheson  read  his  report  and  moved  its  adoption.  Sec- 
onded. Dr.  Adams  then  offered  his  amendment  which 
was  also  seconded.  (Both  presented  at  the  first  meet- 
ing of  the  House.)  It  was  stated  that  this  resolution  was 
not  an  amendment  and  it  was  ruled  out  of  order.  Dr. 
Martin  felt  this  was  a matter  which  should  be  considered 
very  carefully  and  the  American  Medical  Association  has 
nothing  to  do  with  it.  The  report  is  of  a committee  ap- 
pointed by  the  president  of  the  Medical  Society  of  Vir- 
ginia. He  felt  it  is  to  the  interest  of  the  Society  to  give 
these  men  the  opportunity  of  improving  themselves  and 
the  health  of  their  people.  The  report  only  recommends 
to  the  local  societies  that  they  consider  this  question.  It 
is  merely  a recommendation  and  would  have  to  be  worked 
out  at  a future  meeting  as  it  calls  for  a change  in  the 


1949] 


Virginia  Medical  Monthly 


659 


Constitution.  Vote  being  taken,  the  report  by  Dr.  Hutch- 
eson’s committee  was  not  adopted. 

The  following  names  were  presented  for  the  General 
Practitioner  of  the  Year,  to  be  submitted  to  the  American 
Medical  Association  for  its  1949  award: 

Dr.  H.  A.  Latane,  Alexandria,  presented  by  Dr.  J.  A. 
Sims. 

Dr.  H.  \V.  Decker,  Richmond,  presented  by  Dr.  E.  E. 
Haddock. 

Dr.  W.  C.  Welburn,  Arlington,  presented  by  Dr.  J.  B. 
Leary. 

The  history  and  accomplishments  of  these  men  were 
given  and  by  vote.  Dr.  Decker  was  named  as  the  member 
to  be  recommended  to  the  American  Medical  Association. 

Dr.  J.  B.  Leary  then  offered  the  following  vote  of 
thanks : 

Be  it  hereby  moved  that  the  House  of  Delegates  of 
the  Medical  Society  of  Virginia,  in  regular  session  as- 
sembled on  the  tenth  of  October,  1949,  votes  its  hearty 
appreciation  to  the  local  committee  on  arrangements,  the 
Warwick  County  and  Elizabeth  City  Medical  Societies, 
the  Richmond  Hotels,  Incorporated,  to  the  local  manage- 
ment of  the  Chamberlin  Hotel,  and  to  the  local  army 
personnel  for  the  efficient  arrangements  and  the  pleasing 
hospitality  which  have  so  greatly  contributed  to  the  suc- 
cess and  enjoyment  of  the  1949  annual  meeting. 

This  was  unanimously  adopted. 

Dr.  Harrell  moved  that  a telegram  be  sent  Dr.  Rucker 
expressing  the  regret  of  the  House  at  his  illness  and 
inability  to  attend  the  meeting. 

Dr.  J.  P.  King  presented  the  following  report  from  an 
executive  session  of  the  Council : 

At  the  last  meeting  of  the  Council  a committee  was 
appointed  to  interview  Miss  Agnes  V.  Edwards  in  regard 
to  partial  or  full-time  retirement.  The  chairman  of  this 
committee  has  interviewed  Miss  Edwards  on  two  sep- 
arate occasions,  once  before  her  recent  sickness  and  again 
after  this  sickness. 

It  is  felt  by  the  committee  that  the  arduous  and  untir- 
ing work  which  Miss  Edwards  has  giv'en  both  to  the 
V’iRGiNiA  Medical  Monthly  and  the  Medical  Society  of 
Virginia  is  in  part  responsible  for  the  recent  illness  she 
suffered  the  early  part  of  this  year,  and  that  to  lessen 
her  burden  she  should  be  allowed  the  privilege  of  re- 
tiring. We  realize  this  will  be  a great  loss  to  the  med- 
ical profession.  Miss  Edwards’  family  has  been  inti- 
mately connected  with  the  Medical  Society  of  Virginia 
since  the  Virginia  Medical  Monthly  was  first  published 
in  1874  by  her  father,  the  late  Dr.  Landon  B.  Edwards, 
and  for  the  past  twenty-five  years  .Miss  Edwards  herself 
has  been  Executive  Secretary  of  the  Medical  Society  of 
Virginia. 

It  will  be  difficult  to  visualize  the  Medical  Society  of 
Virginia  without  Miss  Edwards,  but  we  feel  that  in 
justice  to  her  health  her  load  should  be  made  lighter  and 
that  she  should  no  longer  be  burdened  with  the  routine 
affairs  of  the  Society. 

It  is  recommended,  therefore,  that  she  be  allowed  full- 
time retirement  with  fifty  per  cent  of  her  present  salary 
or  that  she  be  continued  at  a larger  percentage  of  her 
salary'  and  retain  only  those  duties  which  have  to  do 
with  the  publication  of  the  Virginia  Medical  Monthly. 

Committee : 

Vincent  W.  Archer 

C.  Lydon  Harrell 

Guy  W.  Horsley,  Chairman 


Dr.  Harrell  moved  that  this  be  accepted  with  regret. 
Seconded  and  carried. 

Other  recommendations  from  the  Council  presented  by 
Dr.  King  are: 

A motion  was  made  and  seconded  that  this  report  be 
accepted  and  that  Miss  Edwards  be  retired ; that  her 
retention  to  work  with  the  Virginia  Medical  Monthly 
and  the  salary  for  her  services  be  left  with  the  decision 
of  the  special  committee,  composed  of  Drs.  Horsley,  Har- 
rell, Archer  and  Ennibn  Williams,  with  authority  to  act. 
Motion  carried. 

Dr.  Hundley  moved  and  Dr.  Harrell  seconded  that  a 
special  committee  be  appointed  by  the  President  to  effect 
the  necessary  reorganization  in  the  executive  office  per- 
sonnel and  that  the  committee  also  be  given  authority  to 
set  salaries  of  the  personnel.  Motion  carried. 

Dr.  Horsley  moved  and  Dr.  Hundley  seconded  that  the 
salary  budget  be  continued  as  at  present  until  such  time 
as  the  reorganization  committee  shall  be  formed  and  make 
its  report,  and  that  any  salary  adjustments  be  retroactive 
to  October  1,  1949.  Motion  carried. 

The  report  of  the  Nominating  Committee  was  then 
given  and  accepted  as  follows: 

President-Elect — Dr.  C.  L.  Harrell,  Norfolk. 

Vice-Presidents — Dr.  W.  R.  Payne,  Newport  News. 

Dr.  J.  P.  Williams,  Richlands. 

Dr.  J.  W.  Love,  Alexandria. 

Executiv'e  Secretary-Treasurer — Miss  Agnes  V.  Ed- 
wards, Richmond  (until  her  successor  is  appointed). 

Dr.  H.  B.  Mulholland  was  re-elected  as  a delegate  to 
the  American  Medical  Association,  and  the  appointment 
by  the  president  of  Dr.  J.  M.  Emmett  as  the  third  delegate 
was  confirmed.  Dr.  Hutcheson  holds  over  for  another 
year.  Dr.  J.  T.  T.  Hundley  was  elected  as  alternate, 
and  the  appointment  of  Dr.  M.  H.  Harris  as  Dr.  Emmett’s 
alternate  was  also  confirmed.  Dr.  Carrington  Williams 
holds  over  as  Dr.  Hutcheson’s  alternate  for  another  year. 

An  invitation  was  extended  from  the  Roanoke  Academy 
of  Medicine  to  hold  the  1950  meeting  in  Roanoke  and 
this  was  unanimously  accepted. 

The  following  were  named  to  be  presented  the  Governor 
from  which  to  make  a selection  for  the  vacancy  in  the 
sixth  district  on  the  State  Board  of  Medical  Examiners: 
Dr.  K.  D.  Graves,  Roanoke. 

Dr.  E.  G.  Scott,  Lynchburg. 

Dr.  John  Giesen,  Radford. 

Dr.  Walter  P.  Adams,  Norfolk,  was  named  as  the 
Councilor  for  the  Second  District  in  place  of  Dr.  Harrell, 
new  president-elect. 

Dr.  J.  P.  King  presented  the  following  motion,  which 
was  carried: 

I move  that  the  President  be  empowered  to  appoint 
for  his  term  of  office  a parliamentarian  who  shall  serve 
in  the  House  of  Delegates  and  elsewhere  in  this  Society 
as  his  services  may  be  needed. 

Adjournment  followed. 

Agnes  V.  Edwards,  Seer  clary. 

Approved : 

W.  C.  Caudill,  President. 

November  7,  1949. 
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We  append  the  report  of  the  Rehabilitation  Commit- 
tee which  was  received  by  the  President  following  the 
meeting. 

The  Committee  on  Rehabilitation  has  held  two  meet- 
ings, one  on  March  6,  1949,  and  the  other  on  September 
11,  1949.  Both  were  luncheon  meetings  and  were  held 
in  the  Hotel  John  Marshall,  Richmond,  Virginia. 

At  the  first  meeting  of  the  year  the  Committee  was  or- 
ganized and  a program  of  activities  was  adopted. 

The  members  of  the  Committee  have  served  as  con- 
sultants to  the  Vocational  Rehabilitation  Service  of  the 
State  Board  of  Education.  At  its  March  meeting  the  Com- 
mittee devoted  a large  portion  of  its  time  to  the  con- 
sideration of  a revised  Medical  Fee  Schedule  which  was 
later  officially  adopted  by  the  Rehabilitation  Service. 
These  fees  have  been  established  to  cover  costs  of  med- 
ical examinations  and  surgical  treatments  provided  med- 
ically indigent  persons  who  mav  need  physical  restoration 
services  to  enable  them  to  secure  vocational  adjustment. 

The  Committee  has  arranged  speakers  for  meetings  of 
local  societies  and  has  assisted  in  the  preparation  of 
publications  on  the  subject  of  rehabilitation  of  the  handi- 
capped. In  addition  it  has  provided  an  exhibit  for  the 
Scientific  Section  of  the  Annual  Meeting. 

The  Vocational  Rehabilitation  Service  has  used  the 
Committee  extensively  in  securing  medical  advice  in  the 
development  of  rehabilitation  services  provided  at  the 
Woodrow  Wilson  Rehabilitation  Center,  Fishersville,  Vir- 
ginia. This  facility  has  made  rehabilitation  services  avail- 
able to  many  severely  disabled  individuals  who  other- 
wise would  be  denied  an  opportunity  to  become  voca- 
tionally and  economically  independent. 

Roy  M.  Hoover,  Chairman 

J.  R.  Blalock 

Paul  D.  Camp 

W.  E.  Dickerson 

George  A.  Duncan 

G.  S.  Fitz-Hugh 

N.  F.  Rodman 

L.  J.  Roper 

G.  B.  Setzler 

Leroy  Smith 

Frank  B.  Stafford 

F.  J.  Wright 


Auditor’s  Report 

October  1,  1948 — September  30,  1949 

The  Officers  and  Councilors 
Medical  Society  of  Virginia 
Richmond,  Virginia 
Gentlemen: 

We  have  made  an  examination  of  the  books  of  the 
Medical  Society  of  Virgini.a,  Richmond,  Virginia,  for  the 
fiscal  year  ended  September  30,  1949,  and  have  prepared 
therefrom  the  three  accompanying  exhibits.  The  scope 
of  the  examination  is  explained  in  the  following  comments. 

The  assets  and  liabilities  of  the  Society  at  September 
30,  1949  are  stated  in  the  Balance  Sheet,  Exhibit  “A”, 
and  the  income  and  expenses  for  the  fiscal  year  ended 
at  that  date,  on  the  cash  receipts  and  disbursements  basis, 
are  shown  in  Exhibit  “B”. 

Yours  very  truly, 

Mitchell,  Wiggins  & Smith, 

By  R.  E.  Wiggins, 
Certified  Public  Accountant. 


Financial  Condition 

The  financial  condition  of  the  Society  at  September  30, 
1949,  is  shown  in  the  Balance  Sheet,  Exhibit  “A”,  a sum- 
mary of  which  is  given  in  comparison  with  that  at  Septem- 
ber 30,  1948,  as  follows: 


Assets 

9-30-49 

9-30-48 

Cash 

$44,256.06 

$32,196.48 

Accounts  Receivable 

2,104.35 

1,937.48 

Investments — U.  S.  Bonds 

48,490.44 

47,692.44 

Total 

494,850.85 

$81,826.40 

Liabilities  and  Surplus 

Liabilities: 

Accounts  Payable 

$ 1,611.26 

$ 1,378.39 

Surplus: 

General  Fund 

82,826.62 

69,892.13 

Special  Legislative  Fund 

_ 10,412.97 

10,555.88 

Total 

494,850.85 

$81,826.40 

Operations 

The  income  and  expenses  of  the 

General  Fund  for  the 

fiscal  year  ended  September  30,  1949,  are  shown  in  Ex- 

hibit  “B”,  prepared  on  the  cash  receipts  and  disbursements 

basis.  A summary  of  income  and  expenses  in 

comparison 

with  those  of  the  preceding  year  are  presented 

as  follows: 

Fiscal  Year  Ended 

Income 

9-30-49 

9-30-48 

Membership  Dues 

$41,143.81 

$41,892.87 

Medical  Monthly  Publication 

- 15,508.40 

15,500.82 

Other  Income 

- 3,325.56 

430.81 

Total 

459,977.77 

$57,824.50 

Fiscal  Year  Ended 

Expenses 

9-30-49 

9-30-48 

Executive  Office 

$25,935.62 

$25,325.17 

Public  Relations  Department 

. 21,664.16 

17,775.72 

Total 

$47,599.78 

$43,100.89 

Surplus  Income  for  the  Year 

$12,377.99 

$14,723.61 

The  receipts  and  disbursements  of  the  Legislative  Com- 
mittee Special  Fund  are  stated  in  Exhibit  “C”. 


Scope  of  Examination 

All  recorded  receipts  were  accounted  for  by  deposits  in 
the  banks,  and  disbursements  were  supported  by  properh' 
signed  and  endorsed  paid  checks.  Balances  on  deposit 
at  September  30,  1949,  were  confirmed  by  statements  on 
file  from  depositories  as  follows: 

General  Fund 

First  and  Merchants  National  Bank — Checking 

Account  $30,512.46 

First  and  Merchants  National  Bank — Savings 

Account  5,642.01 

The  Bank  of  Virginia — Savings  Account 7,077.26 
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Southern  Bank  and  Trust  Company — Savings 

Account  965.86 

Total $44,197.5'9 

Legislative  Com.viittee — Special  Fund 

First  and  Merchants  National  Bank — Savings 

Account  $ 5^.47 

Investments,  consisting  of  United  States  Savings  Bonds 
and  United  States  Treasury  Bonds,  were  verified  by 
inspection  of  the  securities  on  hand.  The  Savings  Bonds 
are  shown  in  the  Balance  Sheet  at  their  current  redemp- 
tion value  and  the  Treasury  Bonds  purchased  in  March, 
19+8,  are  shown  at  cost. 

Insurance  in  force  at  September  30,  19+9,  determined 
from  policies  on  file,  was  as  listed  below: 


Office  Furniture  and  Fixtures $1,000.00 

Walter  Reed  House,  Belroi,  Virginia 2,000.00 

Stock  of  Books: 

Fire,  Lightning,  Windstorm 1,000.00 

Sprinkler  Leakage 1,000.00 

Fidelity  Bond,  Secretary-Treasurer 2,500.00 


Balance  Sheet — September  30,  1949 
Exhibit  “A” 

ASSETS 

Cash 

General  Fund $++,197.59 

Special  Fund— Legislative  Com- 
mittee   58. +7  $++,256.06 

Due  from  Me.mbers 

(Estimated  Collectible  Value) 

19+9  Dues— 50  @ $25.00 1,250.00 

Accounts  Receivable 

Virginia  Medical  Monthly  for 

Advertising  . 85+.35 

Investments: 

United  States  Savings  Bonds: 

General  Fund  $22,887.50 

Special  Fund — Legislative  Com- 
mittee   10,35+. 50 

United  States  Treasury  Bonds: 

General  Fund — Cost 15,2+8.++  +8,+90.++ 

$94,850.85 

LIABILITIES  AND  SURPLUS 

Liabilities 

Accounts  Payable: 

Preparation  of  Medical  Jour- 
nal— September,  19+9  Issue_-$  1,427.11 

Public  Relations — Printing 112.15 

Social  Security  Tax 72,00  $ 1,611.26 

Surplus 

General  Fund $82,826.62 

Special  Fund — Legislative  Com- 
mittee   10,412.97  $93,239.59 

$94,850.85 


Statement  of  Income  and  Expense 
For  the  Fiscal  Year  Ended  September  30,  1949 
Exhibit  “B” 


Gross  Income 

Actual 

Budget 

Membership  Dues 

Royalties  on  History  of  Medicine 

$+1,1+3.81 

in  Virginia 

89.22 

Commercial  Exhibits 

Interest  on  Savings  Accounts  and 

2,7++.+7 

Securities 

Tirginia  Medieal  Monthly: 

+91.87 

Advertising  _ 

Subscriptions  from  Non-mem- 

15,108.89 

bers 

399.51 

Total  Gross  Income 

Expenses 

Executive  Office: 

$59,977.77 

Salaries 

Bonuses  for  Year  Ended  Sep- 

$ 7,600.00 

$ 7,600.00 

tember  30,  19+8 

600.00 

600.00 

Office  Rent 

600.00 

600.00 

Telephone  and  Telegrams 

197.96 

225.00 

Stationery  and  Office  Supplies 

195.60 

175.00 

Repairs  and  Replacements  _ 

179.38 

275.00 

Postage 

290.77 

300.00 

Audit  Fee 

90.00 

90.00 

Social  Security  Tax 

57.00 

60.00 

Council  and  Officers  Expenses.- 

137.99 

350.00 

Delegates  to  A.M.A.  Convention 

526.68 

600.00 

President’s  Expense 

227.55 

250.00 

Scientific  Exhibits  Committee — 

1,058.1+ 

1,600.00 

Walter  Reed  Commission 

23.22 

75.00 

Cancer  Committee 

17.50 

250.00 

Maternal  Health  Committee  — 
National  Emergency  Medical 

22.27 

100.00 

Service  Committee 
Membership  Dues — Affiliated 

111.68 

150.00 

Agencies 

Special  Appropriations  by  Presi- 

60.00 

35.00 

dent 



500.00 

Convention  Expenses 
Department  Clinical  and  Med- 

— 

700.00 

ical  Education 

Special  Appropriations: 

V^irginia  Council  Health  and 

1,200.00 

Medical  Care 

Conference  on  Medical  Serv- 

500.00 

500.00 

ice 

Preparation  and  Distribution  of 

337.53 

300.00 

Medical  Journal 

13,0+1.66 

14,000.00 

Miscellaneous  Expenses 

60.69 

75.00 

Total — Executive  Office  

$25,935.62 

$30,610.00 

Public  Relations  Department: 

Actual 

Budget 

Salarv — Director 

$ 8,500.00 

$8,500.00* 

Salaries — -Personnel  

3,466.66 

4,200.00* 
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Traveling  Expense 

1,515.24 

2,000.00 

Telephone  and  Telegrams 

1,028.46 

1,000.00 

Rent 

600.00 

600.00 

Postage 

844.80 

1,000.00 

Stationery  and  Office  Supplies- 

699.66 

500.00 

Conference  Expenses 

721.07 

1,000.00 

Radio  Programs 

822.40 

3,500.00 

Press — Advice,  Space,  Etc. 
Printing,  Literature,  Bulletins 

296.00 

4,000.00 

and  Subscriptions 

2,043.07 

3,000.00 

Office  Equipment 

2.50 

500.00 

Educational  Campaign 

461.23 

Exhibits 

492.00  ] 

Miscellaneous 

114.28  [■ 

1,000.00 

Social  Securitv  Tax 

56.79  J 

Total  Public  Relations 

Department $21,664.16  $30,800.00 

Total  Expenses  $47,599.78  $61,410.00 

Surplus  Income  for  the  Year  $12,377.99 

*Budget  increased  by  Council  March  4,  1949,  $5,400.00 
per  year,  effective  April  1,  1949. 


Legislative  Committee  Special  Fund 
Receipts  and  Disbursements 

For  the  Fiscal  Year  Ended  September  30,  1949 
Exhibit  “C” 


Balance — October  1,  1948  $376.88 

Receipts 

Interest  on  Savings  Account 11.59 

I OT.AL  Available $388.47 

Disbursements 

Legal  Service  330.00 

Balance — September  30,  1949  $ 58.47 

Fund  Assets — September  30,  1949: 

Cash  in  Bank  $ 58.47 

U.  S.  Government  Bonds 10,354.50 

Total $10,412.97 


Bonds  Otvned  by  Medical  Society  of  Virginia 
September  30,  1949 

GENERAL  FUND 


Type 

OF  Bo.nd 

Series 

No.  Bonds 

Dated 

U.  S. 

Savings 

D 

4 

10-1-39 

U.  S. 

Savings 

D 

1 

3-1-40 

U.  S. 

Savings 

F 

10 

2-1-43 

U.  S. 

Savdngs 

F 

17 

12-1-43 

u.  s. 

Savings 

_ F 

1 

1-1-44 

u.  s. 

Savings 

F 

3 

2-1-44 

u.  s. 

Savings 

F 

2 

6-1-44 

u.  s. 

Savings  ' 

F 

2 

12-1-44 

u.  s. 

Savings 

F 

2 

5-1-45 

u.  s. 

Savings 

F 

7 

11-1-45 

u.  s. 

T reasiirv 

3 

2-1-44 

Value  at 

Value  at 

Value  at 

Due 

Maturity 

Cost 

9-30-48 

9-30-49 

10-1-49 

$ 2,000.00 

$ 1,500.00 

$ 1,920.00 

$ 2,000.00 

3-1-50 

500.00 

375.00 

470.00 

490.00 

2-1-55 

5,000.00 

3,700.00 

4,045.00 

4,175.00 

12-1-55 

8,500.00 

6,290.00 

6,681.00 

6,876.50 

1-1-56 

500.00 

370.00 

393.00 

404.50 

2-1-56 

1,500.00 

1,110.00 

1,179.00 

1,213.50 

6-1-56 

1,000.00 

740.00 

772.00 

797.00 

12-1-56 

1,000.00 

740.00 

767.00 

786.00 

5-1-57 

1,000.00 

740.00 

760.00 

776.00 

11-1-57 

7,000.00 

5,180.00 

5,278.00 

5,369.00 

9-15-56-59 

15,000.00 

15,248.44  • 

15,248.44 

15,248.44 

$43,000.00 

$35,993.44 

$37,513.44 

$38,135.94 

Legislative  Committee 
SPECIAL  FUND 


U.  S.  Savings F 1 

U.  S.  Savings F 13 


3-1-46 

3-1-46 


3-1-58  $ 500.00  $ 370.00 
3-1-58  13,000.00  9,620.00 


377.00  $ 383.50 

9,802.00  9,971.00 


$13,500.00 


9,990.00  $10,179.00  $10,354.50 
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WOMAN’S  AUXILIARY 
TO  THE 

MEDICAL  SOCIETY  OF  VIRGINIA 

President Mrs.  C.  E.  Holderby,  Hilton  Village 

President-Elect Mrs.  C.  M.  McCoy,  Norfolk 

Recording  Sec’y  Mrs.  Thomas  S.  Chalkley,  Richmond 
Corresponding  .ycc’T  - Mrs.  J.  W.  Carney,  Newport  News 

Treasurer Mrs.  Kalford  W.  Howard,  Portsmouth 

Pari  ia  rn  en  ta  rian — 

Mrs.  Thos.  N.  Hunnicutt,  Jr.,  Newport  News 

Historian Mrs.  M.  H.  Harris,  West  Point 

Publication  C/t/n.--MRS.  Herman  W.  Farber,  Petersburg 

Arlington. 

'I'he  Arlington  Auxiliary  sponsored  a luncheon 
and  fashion  show  for  the  benefit  of  the  Arlington 
Hospital  on  September  13th  and  there  was  a profit 
of  $510.00.  This  is  to  lie  used  to  help  with  a $25,000 
payment  on  the  building. 

The  first  regular  luncheon  meeting  was  held  on 
September  20th,  and  Mrs.  Neyna  Darcy  of  the  Shut- 
Ins  Cooperative  Service  gave  a talk  on  the  handi- 
craft of  the  shut-ins  and  displayed  some  of  the  prod- 
ucts for  sale. 

At  the  meeting  on  October  18th,  Dr.  John  T. 
Hazel,  president  of  the  Arlington  Medical  Society 
spoke  on  the  value  of  the  Auxiliary  to  the  Society  and 
to  the  community.  Dr.  John  B.  Lear)’,  secretary,  ex- 
plained tlie  twelve  point  program  of  the  American 
Medical  Association. 

Marie  L.  Norment  (Mrs.  R.  L.) 

Publicity  Chairman 

Northampton-Accomac  Auxiliary. 

The  Auxiliary  to  the  Northampton-Accomac  So- 
ciety held  its  regular  fall  meeting  at  the  home  of 
Mrs.  W.  J.  Sturgis,  Sr.,  at  Nassawadox  on  Novem- 
ber 4th.  A delicious  luncheon  and  a social  hour  were 
followed  with  the  business  meeting.  Mrs.  J.  Fred 
Edmonds  reported  on  the  meeting  of  the  State  Aux- 
iliary at  the  Chamberlin  Hotel  in  October.  Mrs.  C. 
E.  Critcher,  chairman,  reported  on  tlie  work  of  the 
Grace  Wilkins  Holland  Memorial  Fund  Committee 
and  it  was  unanimously  voted  that  the  Auxiliary 
furnish  and  maintain  a room  in  the  Northampton- 
Accomac  Hospital  in  memory  of  Mrs.  Holland. 

New  officers  were  elected  as  follows:  President, 
Mrs.  E.  Holland  Trower,  Eastville;  vice-president, 
Mrs.  W.  T.  Green,  Jr.,  Nassawadox;  secretary,  Mrs. 
S.  S.  Kellam,  Cape  Charles;  and  treasurer,  Mrs. 
John  W.  Robertson,  Onancock.  Mrs.  Sturgis,  the 
retiring  president,  was  presented  with  a Ijeauti fully 


engraved  glass  goblet  which  was  taken  from  the 
Spanish  ship.  The  Alamo,  which  went  ashore  on  Hog 
Island  in  1890. 


BOOK  ANNOUNCEMENTS 

Shearer’s  Manual  of  Human  Dissection.  Edited  by 
CHARLES  E.  TOBIN,  Ph.D..  Associate  Professor 
of  Anatomy,  The  University  of  Rochester  School 
of  Medicine  and  Dentistry.  Second  Edition.  The 
Blakiston  Company,  Philadelphia.  1949.  286  pages. 
79  Illustrations.  Cloth.  Price  $4.50. 

This  review  concerns  itself  with  the  second  edi- 
tion of  Shearer’s  Manual  of  Human  Dissection, 
edited  by  Charles  E.  Tobin. 

In  general,  comparing  the  second  edition  with 
the  first,  there  are  no  radical  changes  from  the  lat- 
ter but  rather  a number  of  small  changes  here  and 
there  which  lend  the  effect  of  producing  a more 
efficient  manual  of  dissection  and  one  that  is  con- 
venient to  use. 

The  first  thing  which  is  apparent  and  marks  an 
improvement  over  the  first  edition  is  the  use  of 
heavy  black  typing  for  the  nomenclature  of  anatomi- 
cal areas  under  study. 

Minor  changes  in  dissection  procedure  enable  the 
dissector  to  achieve  his  goal  more  proficiently.  For 
example,  in  the  dissection  of  the  triangles  of  the 
neck,  attention  is  called  to  some  of  the  distal 
branches  of  the  ansa  hypoglossi  ver)?  early  in  the 
procedure  thereby  preserving  these  anatomical  struc- 
tures in  their  correct  relationship  until  later  in  the 
deeper  dissection  of  this  region  when  the  nerves 
can  be  traced  back  to  their  sources. 

However,  omission  is  not  always  a fallacy  but 
rather  sometimes  a virtue.  The  second  edition  is 
shorter  than  the  first  and  a lot  of  unnecessarily  de- 
tailed anatomical  description  is  left  out.  This  is 
viewed  with  favor  in  light  of  the  fact  that  the 
student  often  fails  to  grasp  the  reason  for  the  use 
of  his  dissection  manual  and  makes  the  mistake  of 
substituting  it  for  his  text  book.  As  aptly  stated 
by  the  author  in  the  preface,  “However,  the  dis- 
sector should  use  this  book  in  view  of  the  purpose 
for  which  it  is  written — a manual  of  human  dis- 
section. Therefore,  the  information  gained  from 
the  dissection  and  that  obtained  from  the  brief  de- 
scriptions and  illustrations  in  this  manual  should 
be  supplemented  by  collateral  reading  in  one  of 
the  standard  descriptive  texts,  if  he  is  to  obtain  a 
more  thorough  understanding  of  human  anatomy.” 

G.  w.  n.,  JR. 
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EDITORIALS 


The  Great  Physician 


T this  season  of  the  year  the  thoughts  of  the  Christian  World  turn  to  the  Great 


L Physician  whose  birtli  we  celebrate  on  December  25th.  Much  about  Christ  is 
enveloped  in  mystery.  We  are  not  even  certain  about  the  exact  date  of  His  birth. 
Some  say  that  He  was  born  on  May  20th,  others  on  April  19th  or  20th.  March  28th 
has  been  mentioned  as  the  day.  The  Syrians  and  Armenians  maintain  that  January 
6th  is  the  real  time  of  the  Nativity.  “It  is  almost  certain  that  the  25th  of  December 
cannot  be  the  Nativity  of  the  Saviour,  for  it  is  the  height  of  the  rainy  season  in  Judea, 
and  shepherds  could  hardly  be  watching  their  flocks  by  night  in  the  plains.” 

Be  that  as  it  may,  it  is  certain  that  Jesus  went  about  healing  the  sick,  doing  good, 
and  bringing  comfort  to  the  oppressed  and  the  down  trodden.  It  is  also  certain  that 
Luke,  the  beloved  Disciple,  was  a physician.  In  Christ  and  His  Discijfle,  physicians 
have  both  a wonderful  inspiration  and  a great  heritage. 

Just  when  the  tenn  “The  Great  Physician”  was  first  used  we  have  not  been  able  to 
learn.  In  1687,  John  Norris,  an  English  clergyman,  wrote  a hymn  beginning  “Long 
have  I viewed”  in  which  he  says  “I’ll  tru^t  my  Great  Physician’s  skill.”  Does  anyone 
know  an  earlier  reference? 


Spontaneous  Perforation  of  the  Esophagus 


T r is  extremely  imjiortant  to  recognize  surgical  or  medical  conditions  recjuiring  emer- 
gency, life  saving  management.  To  lose  such  a case  leaves  an  everlasting  impres- 
sion, but  it  is  most  satisfying  to  make  a correct  diagnosis  in  time  to  forestall  a fatality 
in  a remediable  malady. 

During  the  past  four  months  two  very  comprehensive  articles  have  apjieared  con- 
cerning the  subject  of  Spontaneous  Perforation  of  the  Esophagus.  (Diseases  of  the 
Chest,  16:49,  1949,  New  England  Journal  of  Medicine  241  :,595,  1949). 

It  is  of  historical  interest  that  one  of  the  first  cases  recorded  was  that  of  the  Grand 
Admiral  of  Holland,  reported  by  Boerhaave  in  1724.  As  more  cases  have  accumulated, 
several  common  factors  have  been  found  to  be  responsible  for  and  a.'Sociated  with  this 
accident. 

The  usual  story  is  as  follows:  A previously  well  individual  begins  to  retch  violently 
on  a full  stomach,  often  after  indulging  in  too  much  alcohol.  The  gastric  contents  are 
ejected  against  the  upper  stomach  and  lower  esojfliageal  walls,  exerting  great  expansile 
pressure  so  that  there  is  rupture  of  the  distal  esophagus.  The  lesion  is  constant  in  that 
it  occurs  in  the  lower  one-fifth  of  the  esophagus,  on  the  left  posterolateral  aspect  and 
in  a longitudinal  direction.  The  mediastinal  and  left  pleural  spaces  are  then  sul)jected 
to  severe  chemical  and  bacterial  insult. 

'I'he  most  common  S}’mptom  is  pain  in  the  chest,  near  the  zyphoid,  or  in  the  upper 
ibdomen,  radiating  .straight  through  to  the  back.  However,  a recent  patient  died  fol- 
lowing a rupture  of  his  esophagus  and  never  complained  of  pain  although  he  was 
conscious  until  a few  minutes  before  his  death.  It  was  assumed  that  his  blood  alcohol 
was  so  high  when  his  eso|)hagus  became  perforated  that  painful  stimuli  were  abolished. 
SluK'k  is  always  present  and  signs  of  fluid  in  the  left  chest  can  usually  be  detected 
early.  In  two-thirds  of  the  eases  subcutaneous  air  can  be  palpated  in  or  about  the 
suprasternal  notch  and  the  suj)raclavicular  fossa.  Thoracentesis  and  chest  X-rays  are 
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of  considerable  value  in  making  the  diagnosis  which  must  be  differentiated  from  coro- 
nary thrombosis,  perforated  peptic  ulcer,  acute  pancreatitis,  dissecting  aneurysm  of  the 
aorta,  acute  cholecystitis,  spontaneous  pneumothorax,  pulmonary  embolism  and  in- 
terstitial emphysema. 

Although  a few  spontaneous  recoveries  have  occurred,  the  majority  will  die  unless 
surgery  is  accomplished  as  soon  as  possible  by  closure  of  tlie  perforation,  release  of 
mediastinal  pressure,  and  pleural  drainage. 


W.C.R. 


Old  Point  Meeting 


HERE  was  only  one  thing  missing  at  the  one  hundred  and  second  annual  meeting 


of  the  ^ledical  Society  of  Virginia  held  at  Old  Point  Comfort  on  October  9-12. 
This  was  the  presence  of  the  Society’s  distinguished  president.  Dr.  ]\L  Pierce  Rucker, 
who  was  ill  at  the  time.  His  influence  was  evident,  however,  in  many  features  of  the 
meeting.  In  the  House  of  Delegates,  committees  appointed  by  him  made  exhaustive 
reports  on  pertinent  problems  facing  the  Society.  The  approval  of  the  committee  report 
recommending  the  establishing  of  Reference  Committees  should  facilitate  the  work  of 
future  House  of  Delegates  meetings.  His  excellent  selection  of  guest  speakers  was 
rewarded  by  outstanding  addresses.  His  own  presidential  address,  read  at  the  Monday 
night  session  by  the  Eirst  Vice-President  was  a masterpiece  and  should  be  studied  by 
each  member  of  the  Society  as  a guide  in  Society  policy-making. 

Tribute  should  be  paid  to  Dr.  W.  C.  Caudill,  who  assumed  the  presiding  role  and 
directed  a successful  meeting.  The  arrangements  committee  of  the  Warwick  and  Eliza- 
beth City  County  iMedical  Societies,  under  the  leadership  of  Dr.  \\’averly  Payne  and 
Dr.  Paul  Parker,  had  obviously  planned  with  more  than  the  usual  diligence.  Among 
the  features  resulting  from  their  efforts  were  the  performance  of  the  Crusader’s  Chorus, 
the  address  by  the  Honorable  Joshua  W.  Lee  at  the  Tuesday  evening  banquet  and  a boat 
trip  around  Hampton  Roads.  Credit  for  the  scientific  sessions  must  be  made  to  the 
seventy-four  members  who  presented  papers  or  collaborated  in  their  preparation.  In- 
terest in  these  contributions  was  evidenced  by  good  attendance  at  each  session.  There 
was  “standing  room  only”  when  the  clinical  pathological  conference  started  on  Monday 
afternoon. 

The  best  time  to  make  suggestions  regarding  future  meetings  is  immediately  after 
the  last.  It  seems  appropriate  therefore  at  this  time  to  suggest  that  the  scientific  sessions 
be  shorter,  that  there  be  more  free  time  for  visiting  the  scientific  exliibits  and  for  in- 
formal discussion  and  that  the  second  meeting  of  the  House  of  Delegates  be  so  sched- 
uled that  it  will  not  interfere  with  the  scientific  sessions.  .Arrangements  for  meetings 
of  the  Reference  Committees  will  be  a problem  for  the  Roanoke  meeting  next  year. 

The  report  on  this  meeting  would  not  be  complete  without  a statistical  summary. 
Six  hundred  and  twenty-seven  physicians,  two  hundred  physicians’  wives,  and  one 
hundred  e.xhibitors  registered.  There  were  twenty-three  scientific  exhibits,  two  movies 
and  forty-two  technical  exhibits. 

Eighteen  physicians  became  members  of  the  “50  Year  Club”.  This  club  of  dis- 
tinguished members  should  arrange  an  exclusive  luncheon  meeting  as  it  is  a very 
special  society. 


E.s.vv. 
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Louis  Pasteur  (1822-1895) 

This  great  French  chemist  had  never  received  any  formal  education  in  medicine 
and  yet  he  established  two  very  important  medical  disciplines,  bacteriology  and 
immunology.  By  common  consent  he  has  been  accorded  a high  place  among  the  great 
men  of  medicine.  The  processes  leading  to  his  medical  discoveries  were  quite  logical 
for  a scientifically  trained  mind,  and  very  interesting.  He  became  interested  in  “the 
world  of  the  infinitely  small”  by  his  study  of  the  crystals  of  dextro-  and  levo-rotary 
tartaric  acid.  Vhen  he  was  transferred  from  the  Chair  of  Chemistry  in  Strasbourg  to 
the  Deanship  of  the  Faculte  des  Sciences  at  Lille,  he  became  interested  in  the  diseases 
of  beer  and  wine.  Examining  yeasts  of  sound  and  unsound  beer  under  the  microscope, 
he  found  a distinct  difference.  Investigation  of  this  problem  led  to  the  elucidation  of 
fermentation  and  incidentally  to  the  refutal  of  the  old  idea  of  spontaneous  generation. 
It  also  led  to  Lister’s  developing  antisepsis  and  later  asepsis  in  surgery.  No  wonrler 
Pasteur  quoted  Benjamin  Franklin’s  adage,  that  a scientific  discovery  was  like  a new- 
born baby — you  never  could  tell  what  it  would  grow  up  to  be. 

In  1865,  Pasteur  went  to  Southern  France  to  mvestigate  a disease  of  silkworms 
which  was  ruining  the  silkworm  industry.  He  isolated  the  bacilli  of  two  distinct  dis- 
eases and  found  the  method  of  detecting  diseased  stock  and  of  preventing  contagion.  He 
next  undertook  to  study  anthrax  which  was  prevalent  in  French  cattle  and  sheep,  and 
worked  out  the  entire  natural  history  of  the  disease.  In  the  meantime  an  epidemic  of 
chicken  cholera,  destroying  ten  per  cent  of  the  French  fowls,  claimed  his  attention. 
Not  only  did  he  destroy  the  causative  germ  but  he  grew  it  in  attenuated  form  and  with 
it  was  able  to  render  fowls  immune  to  the  virulent  form  of  the  disease.  Returning  to 
the  study  of  anthrax,  he  developed  a vaccine  against  that  disease.  In  1878-9  he  dis- 
covered the  staphylococcus  pyogenes  in  boils  and  the  streptococcus  pyogenes  in  puer- 
peral septicemia. 

.Applying  the  principles  he  had  learned  in  his  work  on  chicken  cholera  and  anthrax 
he  developed  a curative  and  preventive  treatment  of  hydrophobia.  His  work  up  to 
this  p)oint  had  saved  French  industry  and  agriculture  more  than  the  whole  stupendous 
war  indemnity  paid  to  Germany  in  1870.  His  work  with  the  hydrophobia  now  saved 
thousands  of  human  lives.  A grateful  nation  built  the  Pasteur  Institute  so  that  he 
might  carr}’  on  his  work  in  suitable  quarters. 

Besides  his  great  discoveries,  Pasteur  is  noteworthy  for  the  brilliant  pupils  he  trained 
at  the  Institute  and  for  the  beautiful  life  he  led.  Among  his  pupils  were  Metchnikoff, 
Rcux,  Yersin,  Calmette  and  Chamberland.  He  was  devoted  to  his  work  and  many  of 
his  outstanding  achievements  came  after  he  had  been  partially  paralyzed.  He  had  a 
devoted  wife  and  was  a simple  and  devout  Christian. 

This  is  the  7th  of  a series  “Doctor  for  whom  the  public  should  be  thankful”. 


The  Road  Ahead 

JOHN  T.  FLYNN  tells  how  the  Fabians  made  England  a socialized  state  without 
the  English  people  knowing  what  was  happening.  He  also  tells  how  the  socialistic 
planners  are  doing  the  same  thing  in  this  country,  and  that  we  are  further  along  the 
road  than  many  of  us  think. 

We  have  never  before  recommended  a book  in  our  editorial  columns,  but  this  little 
book  should  be  read  by  every  doctor,  as  well  as  everyone  else  who  loves  our  American 
way  of  life. 
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SOCIETIES 


The  Northern  Neck  Medical  Association 

Held  its  fall  meeting  at  The  Tides  Inn,  Irvington, 
October  29.  .A.t  the  business  meeting  of  the  Associa- 
tion the  following  officers  were  elected  for  the  ensu- 
ing year;  President,  Dr.  Mercer  Neal,  Heathsville; 
Vice-Presidents,  Dr.  Motley  Booker,  Lottsburg,  and 
Dr.  H.  E.  Sisson,  Warsaw,  and  Secretary-Treasurer, 
Dr.  Paul  C.  Pearson,  Warsaw. 

The  .A.ssociation  reluctantly  accepted  the  resigna- 
tion of  Dr.  Lee  S.  Liggan  of  Irvington  as  secretary 
and  treasurer.  He  served  faithfully  for  many  years 
in  this  capacity,  and  made  a most  faithful  worker. 

Following  the  business  meeting  the  society,  guests 
of  the  society,  and  \\'oman’s  Auxiliary,  were  guests 
of  Van  Pelt  & Brown  at  a cocktail  party  and  lunch- 
eon at  the  Inn.  At  the  afternoon  session  a paper  on 
“Headache”  was  given  by  Dr.  J.  Warren  Montague. 
Following  this  was  a talk  on  the  “Present  Day  Con- 
cept of  Childhood  Tuberculosis”  by  Dr.  Edwin  L. 
Kendig.  Dr.  Webster  Barnes  gave  a paper  on  “The 
oft  Misunderstood  Facts  about  Inguinal  Hernias”, 
and  Dr.  T.  B.  Washington  talked  on  the  subject, 
“Oliguria  and  Anuria,  with  Specific  Emphasis  on 
Lower  Nephron  Nephrosis.”  All  speakers  were  from 
Richmond. 

Drs.  H.  W.  Kinderman,  J.  E.  Stevens,  M.  H. 
Harris,  W.  Lowndes  Peple,  Jr.,  H.  P.  Hardy,  and 
H.  W.  Kennard  were  made  honorary  members. 

The  meeting  was  well  attended  by  members  and 
guests  and  the  annual  banquet  was  given  at  the  con- 
clusion of  the  meeting. 

On  the  last  Thursday  in  January  1950  the  Asso- 
ciation plans  to  meet  at  6:00  P.  M.  in  Warsaw. 

Paul  C.  Pearson, 
Secretary 

The  Mid-Tidewater  Medical  Society 

Held  its  fourth  quarterly  meeting  for  1949  at 
Tappahannock,  October  25,  Dr.  M.  H.  Harris  pre- 
siding. No  report  on  the  proceedings  of  the  conven- 
tion of  the  State  Medical  Society  was  made  as  none 
of  the  delegates  had  attended  enough  of  the  sessions 
to  make  a report. 

Dr.  Raymond  Brown  outlined  the  history  of  the 
establishment  of  the  Guidance  Clinic  at  Williams- 
burg and  discussed  the  work  that  this  Clinic  is  doing 
and  what  it  is  expected  to  do.  A description  of  the 
hospital  for  chronic  diseases  that  has  been  estab- 


lished at  Camp  Patrick  Henry  was  given  by  Dr. 
Harris. 

A nominating  committee  was  appointed  to  recom- 
mend candidates  for  the  next  year.  Dr.  Harry  Tabb, 
chairman.  Dr.  T.  E.  Smith  and  Dr.  W.  H.  Hosfield 
were  named  to  the  committee.  This  committee  nomi- 
nated for  President-elect:  Dr.  R.  D.  Bates,  New- 
town; Vice-Presidents,  Dr.  Raymond  Brown,  Glou- 
cester; Dr.  A.  W.  Lewis,  Sr.,  .^ylett;  Dr.  J.  M.  Goul- 
din,  Tappahannock;  Dr.  J.  R.  Gill,  Mathews;  Dr. 
A.  W.  Lewis,  Jr.,  .\ylett;  Dr.  A.  L.  VanName,  Ur- 
banna;  Dr.  C.  Campbell,  Sparta;  Secretary-Treas- 
urer, Dr.  M.  H.  Harris,  \\Tst  Point.  These  candi- 
dates were  elected  without  a dissenting  vote.  Dr. 
Joseph  W.  Chinn,  Tappahannock,  succeeds  to  the 
presidency. 

The  president  appointed  a program  committee 
which  was  charged  with  the  responsibility  of  pre- 
paring programs  for  the  future  meetings,  and  the 
same  committtee  that  had  been  appointed  for  the 
nominating  committee  was  named  to  continue  as  the 
program  committee. 

Papers  were  presented  by  Dr.  Frank  Johns  of 
Richmond  on  “Gall  Bladder  Disease”  and  by  Dr. 
Charles  Caravati,  also  of  Richmond,  on  “Gastric 
Analysis”. 

The  Augusta  County  Medical  Association 

Held  its  quarterly  session  at  the  Woodrow  Wilson 
Rehabilitation  Center  on  November  2nd  under  the 
presidency  of  Dr.  Charles  F.  Gaylord,  Staunton.  Dr. 
iMilton  Neuroth,  professor  of  pharmacy  at  the  Medi- 
cal College  of  Virginia,  gave  an  interpretation  of 
federal  and  state  laws  as  they  apply  to  the  dispens- 
ing of  drugs  and  narcotics,  and  Dr.  Sidney  G.  Page, 
Jr.,  associate  professor  of  medicine  and  pharmacol- 
ogy of  the  College,  spoke  on  “Newer  Antibiotics”. 
This  phase  of  the  program  was  sponsored  by  the 
druggists  of  the  vicinity,  a number  of  whom  were  in 
attendance.  Dr.  Josephine  J.  Buchanan,  director 
of  medical  services  at  the  Center,  spoke  on  “Physical 
Medicine  and  Rehabilitation”. 

At  the  business  session,  a resolution  “inviting 
Negro  physicians  of  Augusta  County  and  adjacent 
territory,  to  be  allowed  the  privilege  of  attending  the 
scientific  sessions  of  the  Augusta  County  ^ledical 
.\ssociation”  was  adopted.  This  was  prompted  to 
provide  Negro  physicians  access  to  new  advance- 
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ment  in  medical  science,  realizing  the  services  of 
Negro  physicians  to  their  own  race,  and,  in  many 
instances,  to  white  patients.  The  resolution  also  rec- 
ognizes limited  opportunities  for  post-graduate  work 
and  participation  in  scientific  study  for  Negro 
physicians. 

The  Fairfax  County  Medical  Society 

Met  October  28  at  the  Dardanelles  Restaurant  in 
Falls  Church,  at  which  time  the  new  slate  of  officers 
assumed  their  duties.  Dr.  J.  D.  Zylman  and  Dr. 
Alice  Kiessling,  both  of  Falls  Church,  are  president 
and  secretary,  respectively.  Dr.  John  A.  Reisinger, 
a cardiologist  of  Washington,  D.  C.,  spoke  on  “Car- 
diac Failure”.  The  relationship  of  county  physicians 
to  the  public  and  to  the  County  Lay  Health  Com- 
mittee and  the  new  State  Health  program  were  dis- 
cussed. The  President  appointed  new  committees 
— the  Public  Relations  and  Economics.  Following 
adjournment,  refreshments  were  served. 


Shenandoah  County  Medical  Society. 

Dr.  R.  W.  Stoneburner,  Edinburg,  has  been  elected 
president  of  this  Society,  succeeding  Dr.  G.  G.  Craw- 
ford of  Strasburg,  deceased.  Dr.  Frank  W.  Gearing, 
Jr.,  \\'oodstock,  is  secretary. 

Virginia  Peninsula  Academy  of  Medicine. 

Dr.  E.  Perry  McCollagh,  head  of  the  department 
of  Endocrinology,  Cleveland  Clinic,  Cleveland, 
Ohio,  was  the  guest  speaker  before  the  Academy  at 
its  October  meeting,  his  topic  being  “Testicular  Dys- 
function”. Dr.  Russell  Buxton  of  Newport  News 
presided  and  there  were  sixty-one  physicians  in  at- 
tendance. 

'I’he  speaker  for  the  November  meeting  was  to  be 
Dr.  Bayard  Carter,  head  of  the  department  of  Ob- 
stetrics at  Duke  Lhiiversity  School  of  Medicine. 

William  A.  Read, 
Secretary. 


NEWS 


A Reminder  of  Your  State  License  Tax. 

In  accordance  with  the  Tax  Code  of  Virginia,  doc- 
tors are  advised  that  State  license  taxes  should  be 
filed  and  license  obtained  on  or  before  January  1, 
1950.  Only  those  are  exempt  who  have  practiced 
medicine  regularly  in  the  State  since  January  1, 
1909.  The  proper  fee  is  to  be  paid  to  the  treasurer 
of  the  county  or  city  in  which  the  license  is  issued, 
but  such  license  permits  practice  throughout  the 
State. 

Special  Societies  Meet. 

During  the  time  of  the  meeting  of  the  Medical 
Society  of  Virginia  at  Old  Point  Comfort,  in  Octo- 
ber, the  followdng  special  societies  held  their  annual 
meetings  and  elected  officers: 

Virginia  Section,  American  Academy  of 
General  Practice 

President,  Dr.  J.  D.  Hagood,  Clover;  president- 
elect, Dr.  Ira  Hancock,  Creeds;  vice-president.  Dr. 
Fred  D.  Maphis,  Strasburg;  secretary.  Dr.  E.  E. 
Haddock,  Richmond;  treasurer.  Dr.  W.  R.  Pretlow, 
Warrenton;  and  directors.  Dr.  N.  D.  Nelms,  Hamp- 
ton, Dr.  W.  J.  Ozlin,  South  Hill.  Dr.  Harold  Miller, 
Woodstock,  Dr.  Frank  A.  F'armer,  Roanoke,  Dr. 
Mary  E.  Johnston,  Tazewell,  Dr.  W.  L.  Ball,  Rich- 


mond, Dr.  B.  A.  Hopkins,  Stuart,  Dr.  J.  C.  Coulter, 
Charlottesville,  and  Dr.  H.  W.  Rogers,  Norfolk. 

Chairmen  of  various  committees  named  are:  Hos- 
pital, Dr.  Harold  IMiller;  Professional  and  Public 
Relations,  Dr.  Frank  A.  Farmer;  Medical  Coordina- 
tion, Dr.  W.  L.  Ball;  Education  and  Program,  Dr. 
John  O.  Boyd,  Jr.;  and  the  Membership  Committee 
for  State  Organization,  the  President,  President- 
elect and  Secretary. 

Virginia  Diabetes  .A.ssociation 

On  October  9,  at  the  Chamberlin  Hotel,  the  Clini- 
cal Society  of  the  Virginia  Diabetes  Association  was 
formed.  The  officers  elected  are:  Chairman,  Dr. 
William  R.  Jordan,  Richmond;  vice-chairmen.  Dr. 
Walter  J.  Adams,  Norfolk,  and  Dr.  Snowden  C. 
Hall,  Danville;  secretary-treasurer,  Dr.  Robert  L. 
Bailey,  Jr.,  Richmond;  council  members.  Dr.  H.  B. 
Mulholland,  Charlottesville,  and  Dr.  C.  D.  Nof- 
singer,  Roanoke. 

Plans  have  been  made  for  an  annual  meeting  at 
the  time  of  the  annual  meeting  of  the  Medical  So- 
ciety of  Virginia,  the  next  to  be  on  Sunday,  October 
8,  1950,  at  Hotel  Roanoke.  Any  member  of  the 
iMedical  Society  of  Virginia  is  eligible  for  member- 
ship and  invited  to  join. 
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Virginia  Obstetrical  and  Gynecological 
Society 

'I'his  Society  at  its  meeting  on  October  12,  elected 
Dr.  Richard  B.  Nicholls  of  Norfolk,  as  president; 
Dr.  John  M.  Xokes  of  Charlottesville  as  president- 
elect; and  Dr.  C.  D.  Bradley  of  Newport  News,  as 
secretar}--trcasurer. 

Dr.  Arthur  T.  Hertig,  Boston,  made  a talk  on  his 
work  with  the  early  embrxo  and  Dr.  Winslow  T. 
Tompkins,  Philadelphia,  talked  on  diet  in  preg- 
nancy, with  particular  reference  to  the  toxemias. 

\ iRGiNiA  Orthopedic  Society 
President,  Dr.  O.  Anderson  Engh,  Arlington; 
vice-president.  Dr.  Charles  J.  Frankel,  Charlottes- 
ville; secretary-treasurer.  Dr.  Allen  M.  Ferry,  Ar- 
lington. 

\’iRGiNiA  Pediatric  Society 
President,  Dr.  iMcLemore  Birdsong,  Charlottes- 
ville; vice-president.  Dr.  Edwin  L.  Kendig,  Rich- 
mond; secretary-treasurer.  Dr.  E.  B.  Neal  (re- 
elected), Roanoke. 

\'iRGiNiA  Radiological  Society 
President,  Dr.  Robert  A.  Davis,  Newport  News; 
vice-president.  Dr.  William  P.  Gilmer,  Clifton 
Forge;  secretary-treasurer,  Dr.  P.  B.  Parsons  (re- 
elected), Norfolk. 

The  second  Scientific  Session  of  the  Society  will  be 
held  in  Charlottesville  early  in  1950. 

Virginia  Urological  Society 
President,  Dr.  Herbert  D.  Wolff,  Alexandria; 
vice-president,  Dr.  Robert  C.  Bunts,  Richmond;  sec- 
retary-treasurer, Dr.  W.  W.  Koontz  (re-elected), 
Lynchburg. 

The  American  Medical  Association, 

At  its  third  annual  Clinical  Session  in  Washing- 
ton, D.  C.,  December  6 to  9 includes  in  its  program 
scientific  lectures  and  clinical  sessions  on  an  inter- 
esting variety  of  key  topics  by  outstanding  doctors. 
The  e.xhibits — scientific  and  technical — show  many 
developments  in  the  progress  of  modem  medicine. 
Actual  surgical  procedures  will  be  shown  by  color 
television.  On  Wednesday  evening,  the  7th,  there 
will  be  a broadcast  of  Ralph  Edward’s  famous  radio 
show.  This  is  Your  Life,  and  this  will  be  followed 
by  a stage  show  to  which  all  attending  the  session 
are  invited.  Everything  possible  will  be  done  to 
make  this  session  interesting  and  valuable  to  the 
general  practitioner. 


It  is  hoped  that  a large  numl)er  of  Virginia  doc- 
tors may  attend,  if  for  only  part  of  tlie  meeting. 

American  College  of  Surgeons. 

Nine  hundred  and  twenty-one  initiates  were  re- 
ceived into  fellowshi[)  l)y  the  College  at  the  convoca- 
tion, October  21,  which  was  the  closing  session  of  the 
thirty-fifth  annual  Clinical  Congress  in  Chicago. 
Virginia  doctors  received  into  fellowship  are: 

Dr.  Richard  P.  Bell,  Jr.,  Staunton 

Dr.  David  B.  Corcoran,  Suffolk 

Dr.  Charles  J.  Devine,  Sr.,  Norfolk 

Dr.  Glassell  S.  Fitz-Hugh,  Charlottesville 

Dr.  John  T.  Hazel,  Arlington 

Dr.  A.  L.  Herring,  Jr.,  Richmond 

Dr.  Brock  D.  Jones,  Jr.,  Norfolk 

Dr.  George  R.  IMinor,  Charlottesville 

Dr.  John  L.  Smoot,  Fredericksburg 

Dr.  George  Speck,  Arlington 

A School  of  Hospital  Administration, 

The  first  in  Virginia,  has  been  established  at  the- 
Medical  College  of  Virginia  (Richmond).  The  new 
school,  which  has  as  its  purpose  the  preparing  of 
men  and  women  for  careers  in  the  greatly  expanding 
field  of  hospital  administration,  will  begin  instruc- 
tion January  2,  1950. 

Information  and  application  forms  for  admission 
to  the  new  school  may  be  obtained  from  VIr.  A.  J. 
Howell,  director,  at  the  Medical  College  of  Virginia.. 

Dr.  William  Lawrence  Gatewood, 

Formerly  of  New  York  and  for  many  years  attend- 
ing and  consulting  Plastic  Surgeon  to  a number  of 
New  York’s  larger  hospitals,  is  now  located  in  Rich- 
mond. Dr.  Gatewood  is  a Life  Fellow  of  the  New 
York  Academy  of  Medicine  and  a member  of  the 
American  Society  of  Plastic  and  Reconstructive  Sur- 
ger}'  which  is  limited  to  a membership  of  one  hun- 
dred in  the  United  States  and  Canada. 

He  will  restrict  his  practice  to  Plastic  Surgery  of 
the  Head  and  Neck. 

Dr.  J,  Langdon  Moss, 

Class  of  December  1943,  University  of  Virginia,, 
recently  of  Louisa,  has  moved  to  Richmond  and  will 
open  his  office  at  5001  Grove  Avenue,  about  Decem- 
ber 1,  where  he  will  be  engaged  in  general  practice. 
He  is  also  doing  part  time  work  in  the  admissions 
office  at  McGuire  V.-^  Hospital. 
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Married. 

Dr.  Paul  Webster  Bowden  and  Mrs.  Frances  Mc- 
.\llister  Simes,  both  of  Richmond,  November  5th. 

Dr.  John  Lemuel  Thornton,  ^^hlrrenton,  and  ISIiss 
Majorie  Mae  Lucas,  Richmond,  November  5th. 
The}-  will  make  their  home  in  Philadelphia. 

Dr.  Robert  L.  Ozlin, 

Who  has  for  many  }-ears  made  his  home  in  New 
York  City,  has  returned  to  Virginia  and  is  located  at 
South  Hill,  where  he  will  be  engaged  in  practice. 

Dr.  Clifford  F.  Gryte, 

Formerly  of  Franklin,  is  now  located  at  Huron, 
South  Dakota,  where  he  is  associated  with  the  Huron 
Clinic. 

Dr.  John  T.  Walke, 

Roanoke,  has  recently  become  a diplomate  of  the 
.American  Board  of  Pediatrics. 

A Team  for  Tuberculosis  Control. 

'Poday  there  are  thousands  of  workers  whose  prime 
objective  is  the  control  of  tuberculosis.  Many  of 
these  workers  are  employed  by  voluntary  tuberculo- 
sis associations  throughout  the  countr}’.  The  con- 
tinuation of  the  contribution  made  by  these  volun- 
tary organizations  depends  entirely  upon  the  funds 
raised  each  year  in  the  sale  of  Christmas  Seals.  The 
control  of  tuberculosis  involves  acquiring  new  knowl- 
edge— research;  and  distributing  existing  knowledge 
- — education.  Here  in  Virginia,  we  are  fortunate  that 
our  tuberculosis  associations,  our  medical  profession 
and  our  health  departments  work  as  a team.  You 
can  help  to  keep  the  voluntary  group  in  action 
through  the  purchase  of  Christmas  Seals  which  will 
be  on  sale  in  your  locality  from  Thanksgiving  to 
Christmas. 

Dr.  T.  Allen  Kirk, 

Roanoke,  has  been  named  president  emeritus  of 
the  .American  Rose  Society.  Dr.  Kirk’s  rose  garden 
in  Roanoke  is  well  known  to  members  of  the  Vir- 
ginia Federation  of  Garden  Clubs  who  were  recently 
invited  to  tour  it. 

Southeastern  Allergy  Association. 

The  fifth  annual  meeting  of  this  Association  will 
be  held  at  the  Columbia  Hotel,  Columbia,  S.  C.,  on 
February  11  and  12,  1950.  Guest  speakers  will  be 
Dr.  Jonathan  Forman,  president  of  the  American 
College  of  Allergists  and  Dr.  Theodore  Squire, 
president-elect  of  the  American  .'\cademy  of  Allergy. 


In  view  of  the  jjopularity  of  panel  discussions, 
there  will  again  be  two,  one  on  “Pediatric  Allergy-” 
with  Dr.  Lewis  Hoppe  of  Atlanta  as  coordinator,  and 
the  other  on  “Office  Procedure”  with  Dr.  Warrick 
Thomas  of  Richmond  as  coordinator. 

Hotel  reservations  should  be  made  directly  with 
the  Columbia  Hotel,  Columbia,  S.  C.  Dr.  Katharine 
Baylis  Macinnis,  1515  Bull  Street,  Columbia,  is 
secretary  of  the  .‘Association. 

Dr.  Edmund  Moseley  LaPrade 

.•Announces  the  opening  of  his  office  for  the  prac- 
tice of  otorhinolaryngology  at  923  AAYst  Franklin 
Street,  Richmond. 

Dr.  Robert  L.  Bailey,  Jr., 

.A.nnounces  the  opening  of  his  office  for  the  practice 
of  internal  medicine  and  metabolic  diseases  at  1001 
West  Franklin  Street,  Richmond. 

American  College  of  Surgeons,  Sectional 

Meeting. 

.'A  two-day  Sectional  Meeting  of  the  American 
College  of  Surgeons  is  to  be  held  at  the  Belleview- 
Biltmore  Hotel,  Belleair,  Florida,  on  January  9 and 
10.  This  section  consists  of  the  states  of  Virginia, 
North  Carolina,  South  Carolina,  Georgia,  Missis- 
sippi, Alabama,  and  Florida.  This  meeting  will 
consist  of  all  day  and  evening  conferences  on  timely 
surgical  subjects  and  separate  meetings  for  hospital 
personnel  where  hospital  problems  will  be  considered 
at  panels  and  round  table  discussions. 

"Phe  surgical  program  will  include  some  new  sur- 
gical motion  picture  films,  papers  and  panels  on 
such  subjects  as:  Arterial  Lesions  of  the  Extremi- 
ties, Hormone  Therapy  in  Breast  Lesions,  Intesti- 
nal Obstruction,  Gastric  and  Intestinal  Intubation, 
Treatment  of  Head  Injuries,  Surgery  of  the  Hand, 
Surgical  Lesions  of  the  Stomach,  Caesarean  Section, 
Management  of  Uterine  Prolapse,  the  Management 
of  Traumatic  Conditions,  and  a Symposium  on 
Cancer. 

Members  of  the  Medical  Society  of  Virginia  and 
personnel  of  Virginia  hospitals  are  invited  to  attend 
this  meeting.  The  Fellows  of  the  College  in  Florida 
wish  to  assure  all  visitors  that  adequate  hotel  ac- 
commodations will  be  available  and  that  they  will  be 
made  most  welcome  at  all  of  the  sessions. 

Richmond  Eye  Hospital  Gets  Grant. 

An  allotment  of  $35,600  in  Federal  funds  to  the 
Richmond  Eye  Hospital’s  $544,945  construction 
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program  has  been  approved  by  the  Virginia  Ad- 
visory Hospital  Council.  The  eye  hospital  will  be 
located  at  408  North  Twelfth  Street,  adjacent  to 
the  Medical  College  of  Virginia.  Plans  call  for  a 
50-bed  hospital  which  also  will  make  available  to 
the  college  opportunities  for  teaching,  training  of 
specialists  and  for  research. 

National  Conference  on  Heart  Disease. 

.\  Conference  on  Cardiovascular  Diseases  will  be 
held  in  ^^'ashington,  D.  C.,  January  18-20,  1950, 
under  the  joint  sponsorship  of  the  American  Heart 
.Association  and  the  National  Heart  Institute  of  the 
U.  S.  Public  Health  Service.  This  will  be  the  first 
national  conference  bringing  together  physicians, 
scientists,  community  service  leaders,  and  members 
of  allied  professions  to  formulate  a comprehensive 
program  to  combat  the  nation’s  leading  cause  of 
death. 

Dr.  H.  Al.  Marv'in,  President  of  the  .American 
Heart  .Association,  and  Dr.  C.  J.  Van  Slyke,  Direc- 
tor of  the  National  Heart  Institute,  will  be  Co- 
Chairmen  of  the  Conference. 

“The  time  is  ripe,”  said  the  co-chairmen  in  a 
statement,  “for  the  forces  of  research,  community 
service,  and  education  to  close  ranks  in  the  fight 
against  diseases  of  the  heart  and  circulation.  This 
conference,  we  hope,  will  provide  the  guideposts  for 


a comprehensive  and  concrete  program  of  action  to 
correlate  an  all-out  national  attack  on  the  heart  dis- 
ease problem.” 

To  Assist  Doctor  for  Short  Vacation. 

Young  doctor  in  resident  training  has  two  weeks 
vacation  and  will  substitute  for  physician  wishing 
to  take  short  vacation.  .Address  Dr.  James  H.  David- 
son, Watts  Hospital,  Durham,  North  Carolina. 
{Adv.) 

Physician  Wanted. 

A'oung  physician  wishing  to  locate  in  growing 
community  on  two  railroads.  No.  1 highway,  excel- 
lent farming  and  lumber  industry,  should  at  once 
write  or  wire  “Town  of  Alberta,  Alberta,  Virginia.” 
{Adv.) 

Wanted : 

E.E.N.  & T.  man  to  w'ork  with  small  group  in 
Virginia.  Excellent  opportunity.  Write  “100.  care 
Virginia  Medical  Monthly,  1200  East  Clay  Street, 
Richmond  19,  Va.”  {Adv.) 

Wanted : 

Technician,  registered  or  eligible  for  registry,  for 
clinical  laboratory  in  a 150  bed  hospital  in  Virginia. 
Eull  time  pathologist,  five  technicians.  Salary,  $185 
with  meals  and  laundr>\  Apply  “C.  O.,  care  this 
journal,  1200  East  Clay  Street,  Richmond  19”. 


OBITUARIES 


Dr.  Thomas  Poindexter  West, 

Well-known  physician  of  Bedford,  died  Novem- 
ber 6th.  He  was  seventy-five  years  of  age  and  a 
graduate  of  the  Medical  College  of  Virginia  in  1897. 
Dr.  West  retired  several  years  ago  after  having  been 
in  general  practice  for  fifty  years  and  had  been  as- 
sociated with  his  brother  in  the  citrus  business  in 
Florida.  He  had  been  prominent  in  civic  and  frater- 
nal affairs  in  Bedford  and  was  chairman  of  the  Bed- 
ford County  Board  of  Health  and  a member  of  the 
county  school  board.  He  had  been  a member  of  the 
Medical  Society  of  Virginia  for  fifty  years  and  was 
made  a Life  Member  at  its  1948  meeting.  His  wife 
and  a daughter  survive  him. 

Dr,  John  Dilworth  Stroud, 

Prominent  physician  of  Norfolk,  died  October 
25th,  having  been  in  bad  health  for  more  than  a 
year.  He  was  sixty-five  years  of  age  and  a graduate 


in  medicine  from  the  University  of  Virginia  in  1908. 
Dr.  Stroud  had  been  a member  of  the  Medical  So- 
ciety of  Virginia  for  thirty-four  years.  His  wife  and 
four  children  survive  him. 

Dr.  William  Lott  Ainsworth, 

Resident  urologist  at  the  University  of  Virginia, 
died  of  a heart  attack  on  October  24th  soon  after 
completing  his  rounds.  He  was  a native  of  Bay 
Springs,  Mississippi,  and  thirty-one  years  of  age. 
His  wife  and  a son  survive  him. 

Dr,  William  Meade  Archer, 

Retired  army  physician,  died  at  his  home  in  Rich- 
mond on  November  Sth,  at  the  age  of  seventy-one. 
He  was  a graduate  of  the  Medical  College  of  Vir- 
ginia in  1904,  following  which  he  served  with  the 
army  in  China,  the  Philippines  and  other  foreign 
posts. 
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UROLOGY 

A combined  full-time  course  in  Urology,  covering  an 
academic  year  <8  months).  It  comprises  instruction 
in  pharmacology;  physiology;  embryology;  biochemistry: 
bacteriology  and  pathology;  practical  work  in  surgical 
anatomy  and  urological  operative  procedures  on  the 
cadaver:  regional  and  general  anesthesia  (cadaver)  ; 
office  gynecology ; proctological  diagnosis ; the  use  of 
the  ophthalmoscope;  physical  diagnosis;  roentgenological 
interpretation;  electrocardiographic  interpretation;  der- 
matology and  syphilology;  neurology;  physical  therapy; 
continuous  instruction  in  cystoendoscopic  diagnosis  and 
operative  instrumental  manipulation;  operative  surgical 
clinics;  demonstrations  in  the  operative  instrumental 
management  of  bladder  tumors  and  other  vesical  lesions 
as  well  as  endoscopic  prostatic  resection. 

FOR  THE  GENERAL  SURGEON 

A combined  surgical  course  comprising  general  sur 
gery,  traumatic  surgery,  abdominal  surgery,  gastroen- 
terology, proctology,  gynecological  surgery,  urological 
surgery.  Attendance  at  lectures,  witnessing  operations, 
examination  of  patients  pre-operatively  and  post-op- 
eratively  and  follow-up  in  the  wards  post-operatively. 
Pathology,  radiology,  physical  medicine,  anesthesia. 
Cadaver  demonstrations  in  surgical  anatomy,  thoracic 
surgery,  proctology,  orthopedics.  Operative  surgery  and 
operative  gynecology  on  the  cadaver. 


PROCTOLOGY  AND 
GASTROENTEROLOGY 

A combined  course  comprising  attendance  at 
clinics  and  lectures;  instruction  in  examination, 
diagnosis  and  treatment;  witnessing  operations; 
ward  rounds;  demonstration  of  cases;  path- 
ology; radiology;  anatomy;  operative  proc- 
tology on  the  cadaver, 

FOR  THE 

GENERAL  PRACTITIONER 

Intensive  full  time  instruction  in  those  subjects  which 
are  of  particular  interest  to  the  physician  in  general 
practice,  consisting  of  clinics,  lectures  and  demonstra- 
tions in  the  following  departments — medicine,  pedia- 
trics, cardiology,  arthritis,  chest  diseases,  gastroenter- 
ology, diabetes,  allergy,  dermatology,  neurology,  minor 
surgery*  clinical  gynecology,  proctology,  peripheral  vas- 
cular diseases,  fractures,  urology,  otolaryngology,  path- 
ology, radiologry.  The  class  is  expected  to  attend  de- 
partmental and  general  conferences. 


For  Information  Address 

MEDICAL  EXECUTIVE  OFFICER,  345  West  50th  Street,  New  York  19,  N.  Y. 
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FOR  AN  INDIVIDUALIST 


T)HYSICIANS  concerned  with  infant  feeding 
have  found  that  the  exceptional  flexibil- 
ity-of-use  offered  by  Dextri-Maltose*  is  an 
important  advantage  in  adapting  formulas 
to  the  individual  requirements  of  the  baby. 

By  the  inclusion  of  Dextri-Maltose  in  ap- 
propriate amount,  the  caloric  value  and  car- 
bohydrate content  of  a formula  can  easily  be 
adjusted  to  the  infant’s  special  needs. 

Since  the  physician  has  5 forms  of  Dextri- 
Maltose  available,  an  individual  infant’s  for- 
mula may  be  changed  according  to  various 
clinical  or  physiologic  indications  without 
disturbance  of  his  routine. 

Being  a mixture  of  carbohydrates,  Dextri- 
Maltose  offers  special  qualities  of  digestibil- 
ity and  slowness  of  absorption.  Hence  it  is 
an  ideal  carbohydrate  for  use  in  diarrhea  and 
other  gastrointestinal  disturbances. 


Dextri-Maltose  dissolves  rapidly  in  water  or 
milk.  It  can  be  used  \nyour  preferred  method 
of  formula  preparation.  *T.M.Reg.U.S.Pat.Off. 
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